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Iranian Dr Shabnam Salimi became sensitised to harm 
reduction when her father supported and gave jobs 
to people addicted to drugs in Kermanshah city more 
than a decade ago. 

Dr Salimi now works on an addiction treatment and social 
support project in Tehran involving the University of New South 
Wales, the Iranian National Centre for Addiction Study (INCAS) 
and the Tehran-based NGO,  Persepolis.

Speaking at the International Harm Reduction Conference in 
Beirut, Dr Salimi said her father risked social suspicion and stigma 
when he recruited people with opiate addiction to work at his 
post office after he retired as a teacher.

“It was his mentality and his objective to help drug users. He felt 
they were isolated from society and he was all the time saying 
that they needed help and needed to be supported. He tried to 
socially accept them, provide them with a job, or listen … 
I became familiar with harm reduction at that time, perhaps,”  
Dr Salimi told the Bulletin.

“There was stigma. Many people blamed him. They said why do 
you trust them, how can you accept them? Just kick them out, 
why are you making a place that is kind to drug users?’” she said.

Opium and heroin enter Iran from Afghanistan. It has been 
reported that “Iran has the highest rate of heroin and opium drug 
dependence (injecting and non-injecting) in the world (one in 
every 17 people)” [8].

In 2007 Dr Salimi joined INCAS which is part of the Tehran 
University of Medical Sciences.

Alongside colleagues, including UNSW’s Professor Kate Dolan, 
they have established a women’s methadone maintenance 
treatment service in a poor part of Tehran.

knowing, because if he knows he would not let her come. And 
every day she has to find an excuse to come out of the home and 
to the clinic,” she said.

One quarter of 78 women enrolled in a study by the service  
had ever injected, Dr Salimi told the Conference. Women had a 
mean age of 36, usually smoked heroin (87 per cent) or opium  
(69 per cent). HIV prevalence was five per cent and hepatitis C 
virus prevalence was 24 per cent. 

 “The main route of using opium is smoking, rather than injection. 
And also some people are eating opium. Also, when they smoke 
opium, some material remains from opium. It is called ‘shireh’,  
and it’s very concentrated and some people smoke that again  
and it is stronger than (normal) opium,” Dr Salimi said.

IranIan treatment 
for women

The 23rd International Harm Reduction  
Conference was held in Beirut against a backdrop  
of a deadly prison riot within Roumieh prison.  
Built to hold about 1500 inmates, the prison holds 
more than 5000 prisoners, most of whom are on 
remand due to backlogs in the court system. Two 
inmates died in riots that were quelled when security 
forces stormed the prison. Harm reduction within 
prison systems was a special topic at the Conference.

“It took some time for women to find out about the clinic – 
about two months. Some women went to the clinic when it  
was for men, but when there was a clinic for women, more 
women came,” Dr Salimi said.

“I can say it was not easy, because even the staff of the clinic 
had a stigma about working with drug users. We had to train 
them, talk to them,” she said. 

Dr Salimi told the conference that male dominance shaped 
many women’s introduction to drugs and adherence to 
methadone.

“Some women they said, ‘okay my husband doesn’t want to 
come for treatment and he doesn’t let me come to the clinic 
because he wants me to accompany him with drugs.’ If it 
happens, you will face conflict and you will face family conflict,” 
Dr Salimi said.

“Previously there had been few programs specific for women. 
Now there are more. Like maybe four or five clinics in Tehran. 

In this clinic the clients are provided other health services, like 
midwifery, social workers, lawyers, training them about sexually 
transmitted infections and providing examinations. It’s more 
comprehensive (than other clinics),” she said.

 Male dominance was an obvious social structure that even 
worked as a disincentive for some women to access or remain in 
treatment, she said.

“It is quite obvious. The partners of treatment clients are mostly 
drug users, and if they are both not on treatment it is difficult. 
One woman said she comes to the clinic without her husband 

  Speaking at the International Harm Reduction Conference in Beirut, Ms Salimi said 
her father risked social suspicion and stigma when he recruited people with opiate 
addiction to work at his post office after he retired as a teacher.
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Nearly one million people live in the 600 favelas 
of Rio de Janeiro. These self-constructed shanty 
town ‘slums’ are built without license or basic 
sanitation and are notorious for their gangs and 
drug-related violence. 

Brazilian policeman, Captain Leonardo Nogueira, 
spoke about a recent community policing 
initiative that’s seen a positive improvement in 
the favelas.

In the 1980s when cocaine flooded the favelas, 
criminal organisations sought to control 
the trade and recruited large numbers of 
unemployed young people who were attracted 
by the motorcycles, gold chains and weapons. 

Between 2000 and 2006 there was on average 
one murder every 3½ hours, according to police 
statistics. One study, by the Organisation of 
Ibero-American States for Science and Culture, 
found that young men aged between 15 and 
24 die each year at a rate of 101 per 100,000 
in the city. 

Mr Nogueira described an aggressive approach 
that aims to liberate the favelas from the armed 
rulers.  Beginning three years ago, special armed 
combat forces were sent in to sweep out the 
gangs, seize weapons and arrest gangsters. 

Following this, police pacification units were 
used to instigate some social projects. Police 
tried to win communities over by introducing 
sewerage and garbage disposal and engaged 
children with music and sport.

Mr Nogueira said “when you use younger 
officers the result is always better. They are 
fresher. They are more rested. They are more 
disposed to work.” Police corruption is said to 
be widespread. In an attempt to counter this 
problem, 90 per cent of the pacification force 
were young rookie police.

This initiative has improved police and 
community relations and decreased conflict, 
he said. Although drug dealing hasn’t been 
eradicated, it occurs on a much smaller scale.

Paulo Cardoso, 70, is a four-decade resident 
of the favela Cantagalo. He said “we’re now 
actually sleeping. Before there was noise: 
fireworks, gunshots, motorcycles coming 
through, all night long.” 10

The drastic clean up coincides with the  
Brazilian Government’s attempts to clean  
up Rio’s notorious image in time for the  
2016 Olympic Games.

Kenyan social worker, Thomas Odhiambo Abol, 
works with Keeping Alive Societies Hope  
(KASH). In Kenya the HIV/AIDS prevalence  
rate is approximately 15 per cent, while in  
the city of Kisumu, 60 per cent of sex workers 
are HIV positive. 

KASH has worked with Kenyan sex workers for 
seven years. The organisation was initially formed 
to reduce HIV among sex workers. The focus 
shifted when it became apparent that police 
violence was the greater issue, with police abuses 
undermining HIV prevention efforts. 

“There is both (normal) heroin and crack heroin. Crack in Iran is totally 
different from crack in other countries. In other countries it is usually 
crack cocaine, but in Iran it is heroin, and it’s not even purely heroin.  
It’s a mix of different things and it’s not even clear what it is exactly.  
And people both smoke and inject it,” she said.

“For smoking they use foil, and then they put some fire underneath  
and smoke – they don’t have a pipe, they can use (rolled up) paper  
or plastic (tube).”

Dr Salimi referred to “temporary marriage” as sometimes being a 
contributing factor to the drug risk environment, offering the example  
of one client.

“For example, the man tried to force the women to (have an) abortion –  
he didn’t want to have the kid because they were in temporary marriage. 
He was bothering her. Then she gave the birth at seven months because she 

A number of sub-Saharan African nations, such as 
Nigeria and Kenya, are now facing emerging heroin 
injecting epidemics and are struggling to establish 
harm reduction interventions due to inadequate 
government policy frameworks.
Portuguese drug policy czar, Dr Joao Goulao, chaired a session looking 
at opportunities for harm reduction and drug policy in Africa with five 
concerned academic and frontline health workers.

Danny Volcere, from the tiny nation of Seychelles, said that leaders of 
the Catholic church had recently issued a statement to government 
warning them against beginning harm reduction programs that could 
lead to needle and syringe provision for injectors.

“We only have 85,000 people in the Seychelles, and we estimate about 
3000 to 4000 drug injectors. Heroin is a headache and getting worse,” 
said Mr Volcere, who works for a small NGO called SOLIDER.

Nigeria is one of the world’s most significant illicit drug transit countries 
as well as providing tens of thousands of expatriates around the world 
directly engaged in trafficking.

A young civil society worker, Femi Fasinu, said that cocaine and heroin 
(in particular) consumption amongst Nigerian youth and young adults 
had worsened in the past five years especially.

“Young people are recruited to become drug traffickers, and part of their 
payment is in drugs,” Mr Fasinu said.

“The only interventions we have begun are really about providing 
information to people. The problem is getting worse and the government 
doesn’t recognise the importance of this,” he said.

Daniel Moro said that in Tanzania the HIV prevalence rate amongst 
injectors was higher than 40 per cent. Interventions are at the early stages, 
and “needle exchange” had not begun although provision of bleach for 
rinsing syringes was available on a small scale.

“We are at the mapping stage, trying to understand where the problems 
and needs are. The first methadone program will begin in June 2011 and 
the target for the first year is to reach 175 people,” Mr Moro said.

One delegate pointed out that sub-Saharan Africa’s advocacy strategies 
would need to differ from South East Asia where one of the main reasons 
governments (such as China, Indonesia and Vietnam) had agreed to work 
with injecting populations was to prevent HIV spreading into the ‘general 
population’ on large scale.

“Most of the modelling in support of harm reduction was based  
on the premise that HIV was concentrated amongst  injecting  
sub-populations, where there was the potential for it to ‘bridge’ into the 
general population via the commercial sex industry. For governments, 
it made sense to try and stop it before it spread to the more general 
community,” a delegate suggested.

“But in much of Africa, there are already generalised epidemics, so how  
can governments be convinced that it makes good economic sense to stop 
HIV spreading amongst drug injectors when the virus has been rampant  
in the general population already?”

A 2007 survey conducted by Kenya’s Federation 
of Women Lawyers in Kisumu found that sex 
workers reported suffering more abuse at the 
hands of police than from any other source, 
including their customers.11 

Many sex workers believed that because their 
work was illegal there was nothing they could 
do to address the abuse. They believed that if 
they reported rape, they risked being told that 
“prostitutes can’t be raped” and would  
be arrested on other grounds. 

Mr Obol said that in 2007 KASH initiated joint 
workshops for police and sex workers to discuss 
and learn about HIV/AIDS, Kenyan laws on sex 
work and to understand mutual challenges each 
group faces. 

From this, 10 police officers and 10 sex workers 
were selected as peer educators. This core group 
developed a data collection system to document 
abuses against sex workers, held regular 
workshops for their peers, and reconvened 
bimonthly to discuss their findings and strategise 
on how to address emerging patterns of abuse.

In addition, selected sex workers were trained as 
paralegals to provide peers with basic legal advice.

While Mr Abol said achievements had been 
positive despite setbacks to the program 
including crimes committed by sex workers 
(stealing, drugging clients and fighting) and  
a turnover of the police workforce.

Five sex workers now work full time at KASH and 
more than 15 sex workers’ groups have formed 
through their efforts.

The program is an integral part of all police 
training in Kisumu with 721 police officers 
having participated to date. Sex workers offer 
information that helps solve crimes, and the 
police officers who have gone through the 
program protect sex workers against arbitrary 
arrest and help educate other officers about 
human rights and women’s rights.

was under stress from the man. And at home, he could interfere and decide 
about anything. During the pregnancy she started using drugs,” she said.

Dr Salimi said that temporary marriage was legal, but it carried with it 
stigma and made many women financially vulnerable.

“Temporary marriage is under Shia law. You can have temporary marriage. 
You can determine the length of time (to be married). Like one hour, two 
hours, two days, one month or 90 years. The rules are bit different between 
temporary marriage and permanent marriage … If your husband dies you 
don’t get any inheritance.”

Dr Salimi last year worked in Kabul, Afghanistan, to assist Medicine  
Du Monde establish an Opioid Substitution Therapy program.

afrIcan natIons tackle harm reductIon

Harm Reduction  
and Law Enforcement
Several speakers at the International Harm Reduction Conference discussed the role 
of law enforcement and harm reduction. Two examples were the police presence in 
the favelas of Brazil and the relationship between sex workers and police in Kenya.

continued from page 1 
Iranian treatment for Women
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An assessment conducted by Qatar-based 
epidemiologists Dr Laith Abu-Raddad 
(Jordanian) and Dr Ghina Mumtaz (Lebanese), 
shows generally low HIV prevalence rates 
amongst the growing number of mainly 
heroin injectors across the Middle East and in 
Northern Africa, including in Egypt and Libya.

Their work, also published in the journal AIDS, 
found significant variation in HIV prevalence 
rates amongst injecting drug users (IDUs) across 
the region. Several concentrated epidemics in 
certain countries were identified. For example, 
rates of up to 59.4 per cent have been found 
amongst IDUs in Libya, 27 per cent in Oman 
and 21.1 per cent in Bahrain [8].

In presenting the data to the Conference, 
Dr Mumtaz noted that the only Iraqi data 
they found during their extensive search for 
published and unpublished reports dated back 
to the era of Saddam Hussein. 

This is despite Iraq bordering Iran which has 
the highest rate of heroin and opium drug 
dependence in the world (one in 17 people), [8] 
high rates of unemployment among Iraqis – 
including demobilised soldiers – and highly 
traumatised communities. 

Prominent US addiction clinician and drug 
researcher, Dr Dan Ciccerone, expressed surprise 
that little was known outside Iraq about its drug 
use and HIV/AIDS situation. 

He suggested that data could be routinely 
gathered through testing army and police 
recruits as well as pregnant women.

The Bulletin interviewed Drs Abu-Raddad and 
Mumtaz who expressed hope that the region’s 

political transformations taking shape could 
benefit harm reduction proliferation by opening 
up space for civil society, including the non-
government organisation sector.

“There is one thing you can see today with the 
massive youth popular revolutions happening,” 
said Dr Abu-Raddad. “About half the population 
is below 25. A very large youth cohort are 
facing a lot of problems, with very high levels 
of unemployment. Many of them have a good 
education, but cannot find a job. These factors 
are obstacles for youth. They have plenty of 
time to spend and are very frustrated. They 
are angry at what is happening, and somehow 

drugs became one of the avenues by which 
they can experience a different reality from 
their own. This is a major factor in how the risk 
environment has changed.” 

With the advent of new telecommunications 
technology, he said, “it has become so much 
easier to communicate with other people. For 
example, drug users can find partners through 
the internet. Cell phones have made drug use 
even more efficient. Now you have quite active 
networks where people can easily find drugs 
around.”

The Bulletin asked Dr Abu-Raddad about the 
implications of democratisation upon the ability 
of government and civil society to work with IDUs. 

“Its a very exciting issue to speak about. I think 
what’s happening overall is a very positive thing. 
I believe it will lead also to positive change in 
terms of civil society dealing with IDUs.”

“Historically we know, generally speaking, the 
governments in this region are really repressive, 
and one form of their repression is actually 
(upon) NGOs. Finally we have a critical mass 
of people who are really demanding better 
governance, less corruption, more democracy, 
freedom of exhibition (sic), freedom of 
association, freedom to make NGOs and so  
on… so I think it really seems to be going into  
the positive direction,” he said.   

“Without NGOs we really cannot have an 
effective HIV response. It is probably even more 
so in than in other regions. The reason why more 
so is because governments here are very sensitive 
in recognising the existence of high risk groups. 
Just simply, no (government) minister wants to 
go in public and say we have injecting drugs users 
in this country.

“Officially governments would like to say ‘okay 
our society is fine, we have no problems, we have 
no injecting drug users’ etc. But of course the 
reality is different.”

Iran is regarded as being one of the most advanced 
nations in the region regarding interventions with 
drug users, explained Dr Abu-Raddad.

“It is a leader because of the programs that 
they (Iranians) have managed to implement. 
Worldwide, it is even now a role model for 
harm reduction and in the region it is even 
more so because the region is way behind. First 
of all they incorporated NGOs very strongly 
in their response. They have found ways to be 
(supportive) in terms of the concept of harm 
reduction. This is a challenge in the region, this 
is a challenge of tradition and modernity - you 
could put it in this context too. Injecting drugs 
is not only illegal, but also unacceptable for the 

population of this region with regards to their 
religion. This is part of the stigma and part of the 
difficulty in handling it. 

“But within some new religious edicts, Iranians 
actually found that ‘one can use religion to 
justify harm reduction’. This is quite a big leap 
for the region, because before it was basically 
thought that IDUs are untouchable – these are 
people doing practises we cannot accept. Now 
they find religion can actually be used to justify 
helping these people and reducing their harm. 

“This is another leap they have done. And then 
the policy makers were confronted with the 
problem, and they put in the financial resources 
to act,” he said.

“As a result we start having all these wonderful 
things: needle exchange programs in the 
prisons, in the community, tri-clinics which 
incorporate all risk behaviours together – 
sexual risk behaviour and injecting drug risk 
behaviour together. They distributed condoms 
among prisoners, they provided methadone 
treatment – substitution therapy - including 
in prisons as well. They had these massive 
awareness campaigns in the population and 
among IDUs. They had NGOs working directly 
at the community level with IDUs and giving 
them needles and syringes. So, these are some 
highlights of the Iranian response. Of course, for 
most people outside the region, they tend to see 
Iran in a different light.”

Dr Abu-Raddad said the key to Iran’s leadership 
was being pragmatic and flexible. Bearing in 
mind that some Australian states, such as 
Victoria, do not provide condoms in prisons, he 
said: “Condoms in prisons were very much a 
taboo (in Iran). They do not even recognise that 
sexual relations between men do exist. However, 
in Iran, prisoners have the right to have their 
spouses visit them for a conjugal visit.

“They put condoms in these conjugal rooms, but 
with open access for all the prisoners. So any 
prisoner knows where the condoms are and they 
can go and grab one.”

IRAq A BLINDSPOT IN 
MIDDLE EAST DRUG USE 
TRANSFORMATIONS
Systematic analysis of drug use and 
HIV/AIDS research from the Middle 
East and North Africa (MENA) has been 
unable to unearth any recent data 
concerning Iraq. 

    In presenting the data to the Conference, Dr Mumtaz noted 
that the only Iraqi data they found during their extensive search 
for published and unpublished reports dated back to the era of 
Saddam Hussein. 

Afghanistan is 
the source of the 
region’s heroin.
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Portugal’s successful decriminalisation of drug possession has 
allowed police to target higher level organisations in trafficking 
networks, according to Portuguese national Drugs coordinator,  
Dr Joao goulao.

Speaking at the International Harm Reduction Conference, Dr 
Goulao told the Bulletin that after decriminalisation in 2001, 
police were initially “a little lost” without information networks 
derived from arresting and prosecuting drug users.

“In the first two years they were a little bit lost because they 
did not know how to work without having that source of 
information,” said Dr Goulao. “But then they improved their 
collaboration amongst the several organisations, police and 
customs inside the country and internationally.”

However, “police officers have (now) been freed from prosecuting 
small fish, they are free to go upwards in the networks of 
trafficking,” said Dr Goulao. “Now instead of catching grams 
and kilograms, they are seizing tonnes of substances, so they are 
happy now.”

The conservative side of politics opposed decriminalisation when 
it was being introduced, but now there are few if any political 
points scored by attacking it, said Dr Goulao.

Decriminalisation policy did not feature in any of the four 
elections in the past two years, he said while explaining the 
background to the decision.

Portugal had been a dictatorship until its revolution in 1974.  
Dr Goulao said it had been effectively sealed off from mainland 

Europe’s social changes of the 1960s and its drug flows. That 
changed when thousands of Portuguese returned from duties in 
its colonies following the revolution.

“Suddenly, the use of drugs became associated with the idea of 
freedom. Soldiers returned from our ancient colonies in Africa 
(after the revolution) with the habit of using drugs, bringing with 
them tonnes of substances, mainly cannabis.

“There was a sudden spread of substance experimentation in 
a completely naive society – we knew nothing about drugs 
because we had been kept apart from this kind of use while other 
countries in Europe had time to learn about how to deal with it.

“Some movements, such as the hippie movement or the students’ 
movements in France in the late 1960s had occurred, but we 
had censorship, were closed and had no contact with it,” said 
Dr Goulao who is now also Chair of the Board of the European 
Monitoring Centre for Drugs and Addiction.

“Suddenly everything came in as a new world. We knew nothing 
about the differences between the several substances. The first 
experimentations were with cannabis, but it was easy as the 
networks of traffickers came into this new emerging market. 
Heroin came in and it was easy to shift from one to another 

because we didn’t know what the differences were. It was easy to 
experiment with something new,” Dr Goulao said. 

By the mid-1990s, heroin use was the number one drug issue in 
Portugal, he said. “It was the first health problem, the first justice 
problem, the first social problem – the first political problem.

“We had a good network of care for addicts, but things seemed to 
get worse every day. So we realised we had to change something 
radically, change the paradigm of looking at this problem,” he said.

“As you can imagine, we had a big debate amongst society. 
Decriminalisation was commonly accepted amongst common 
society because it was difficult to find a single family that did not 
have a problem.

“People knew users were not criminals, but people who needed 
help – prison would not improve them, they would come 
back worse than when they went in. So amongst the general 
population it was very well accepted. 

“But in political terms it was debated ideologically – Rightist 
parties said that Portugal would become a paradise for addicts 
everywhere, planes would come with people to use drugs freely, 
young children would start using drugs from childhood. But 
nothing like this happened.”  

Dr Goulao explained the procedure a person goes through if 
found in possession of illicit drugs, such as heroin or ecstasy. He 
emphasised that the biggest shift was to take responsibility out of 
the judicial system and place it directly within the health system.

 “If someone is apprehended by police for using drugs in a public 
place, he is taken to the police station. If the quantity of drugs is 
less than an average of 10 days use, it is not a crime. Above that 
amount, the person is judged by the courts as before. But under 
the amount for 10 days use, the person is evaluated by a panel 
of specialists including a psychologist, social worker and a lawyer 
who evaluate the condition or kind of problem of that person,”  
he said.

“If he is an addict, he is invited to (non-mandatory) treatment 
– and everything is very easy. The panel invites and makes an 
appointment the next day or day after, in the treatment facility. 
If the person accepts it, the process is suspended and there is no 
penalty … suspended for six months. 

“And if you come again in that six months, a penalty is applied. 
It’s never a fine. For instance he can be forbidden from attending 
specific places, such as a bar, discothèque or public place. If they 
go there, and are intercepted, then that is a crime. If they are not 
intercepted during that period of six months, nothing happens and 
the process disappears: no criminal record. 

“If the person is not an addict and just an occasional user, the 
process is similar, but the difference is that he is evaluated by 
that panel based upon his needs.  If any existing problems (e.g. 
familial, social, scholastic or sexuality problems) are identified as 
contributing factors and linked to their drug use, they are able to 
receive help, such as support from a psychologist, to help to deal 
with the problem.

“We find the vast majority of people who are presented through 
these bodies are just occasional users, and we look at it like a kind 
of yellow card that a referee can show a person. I must say it’s not 
a perfect world, but we think this step has been very important in 
looking at the problem.” 

ExPLAINS DECRIMINALISATIONexplains decriminalisation

  People knew users were not criminals, but people who needed help – prison would not 
improve them, they would come back worse than when they went in. So amongst the 
general population it was very well accepted. 

Dr Joao Goulao, Portuguese 
National Drugs Coordinator.

Dr Goulao said that people who go through the 
process and enter treatment can be assisted with 
employment. He said that companies are offered 
tax incentives to hire people onto training programs, 
and that the relapse rate for those who have 
obtained jobs through the scheme is low.

He also said that the government offered grants  
to people to assist them establish businesses.

“Recently I had to move house and I needed to 
rent a truck. The company I used was set up by 
10 men who had gone through the program. The 
government gave them money to buy a truck, and 
now they have a very successful business,” he said.
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A stained ceiling in a flat at the Ranger 
uranium mine was a mystery for Scott Wilson 
until his mate unwrapped a posted package 
of heroin and prepared his gear. It was 1981, 
and Scott was soon to begin a new chapter of 
polydrug use that began in his teenage years 
in Darwin.

“We would get paid a hell of a lot of money. 
Back in those days I think we were the second-
highest paid outside of Bass Strait oil workers,” 
said Scott who is now CEO of the Aboriginal 
Drug and Alcohol Council (ADAC) in South 
Australia. 

ADAC was incorporated in 1993 as a result of 
the Royal Commission into Aboriginal Deaths 
in Custody. Scott is also co-Deputy Chair of 
the National Indigenous Drug and Alcohol 
Committee (NIDAC).

Loaded with cash, Scott and his friends would 
“go to Darwin on the weekend and maybe buy 
10 ounces of pot, because in those days an 
ounce was about 30 bucks, not that expensive. 
We’d spend a few hundred bucks. We’d buy pot, 
blocks of hash, and obviously alcohol.”

Scott noticed one of his workmates at the mine 
would get parcels sent to him. “I was at his place 
one day, and there were all these stains on his 
ceiling, and I couldn’t work out what they were,” 
said Scott.

Then his workmate opened a newly arrived 
parcel. “It was heroin. He was getting all the 
paraphernalia, his syringe and all that together. 
And he says to me, ‘do you want to have a go?’, 
and I thought, ‘no I’m just a drinker and pot 
smoker’,” said Scott.

“The stains were from every time he was 
cleaning out his syringe he’d squirt it on the 
ceiling. Eventually he gave me the alfoil, and I 
had a bit of a lick of that. It didn’t take long … 
after the licking it was straight to injection.”

Scott’s first hit of heroin was the best feeling he 
ever had, despite having the “most technicolour 
and slow motion vomit” of his life, he said. 

“I could tell over a period of time that I was 
actually changing. I started avoiding other guys 
I used to smoke with because I obviously didn’t 
want them to know that I was getting into 
heavier drugs. In the end, I started buying it off 
him,” he said. 

Nobody in those days was saying that heroin 
and alcohol don’t mix. We’d have a blast and 
sit there, and eventually we’d be coming out of 

the nod and we’d be looking at each other and 
go ‘let’s go to the club’. So we’d go to the pub 
and drink. You constantly had a range of drugs in 
your system,” he said.

It was the pre-HIV/AIDS era when it was 
standard practice to share all injecting 
equipment, Scott said. He was the secretary of 
the Miscellaneous Workers Union on site and 
local ALP Branch secretary. After a long strike he 
eventually lost his job at the mine and returned 
to Darwin.

“We’d been on strike for about eleven weeks.  
We got wiped out and I went on an armed 
assault against the company, stole a car, and 
tried to drive it into the lake. Unfortunately I 
couldn’t take the corner so it flipped and rolled 
a few times.”

Penniless, Scott had ample time for thought as 
he made the long trek back toward his family 
networks, where heavy drinking was normalised. 

“It was probably the long ride in the back of a 
paddywagon I’d ever had, because it was 300 
kms from Jabiru to Darwin.”

Growing up in Darwin

Scott’s father was in the army (including two 
stints in Vietnam) so his family moved around. 
But Scott grew up mostly in Darwin. When he 
was 13 his mother died, after which he took  
up smoking in order to hang around with his 
elder sisters.

“They wouldn’t let me hang around unless I 
learned how to smoke, so they had me in front 
of the mirror practising the drawback until I got 
it right,” he said.

At 14 he began drinking and “smoking pot”. His 
first shoplifting act was to pinch a Creedence 
Clearwater Revival album, “because my sisters 
liked them”. He was arrested numerous times, 
and spent his 18th birthday in an adult jail.

“It seemed to me (as a teenager) that either 
the police used to follow me, or just pick on 
me, because every time I went out I used to get 
arrested. You don’t really get a picture of the 
problem until later in life … I never really put it 
down to ‘you’re off your face, you’re underage’. 
Never really thought anything like that… the 
police, they became the enemy.”

Scott went into drug rehabilitation in 1984 after 
a visit to hospital for a headache that he couldn’t 

cure through his usual method – more booze. His 
lawyer had told him not long beforehand that 
he’d better start to straighten out.

“I was in and out of court, and eventually my 
lawyer said to me that unless I do something 
about my problem … and I thought ‘what are 
you talking about, what problem?’ Everyone I 
hung around with was in the same situation. So 
you just thought that was normality,” he said.

“Eventually I walked to the Darwin hospital, 
thinking of what my lawyer said and I had to 
walk past the detox unit on the way. When I  
got to emergency – and I probably smelt a bit 
– I could hear nurses saying ‘Did you smell that 
bloke? Just give him a couple of panadols  
and f@$% him off.’ Which is what they did,” 
Scott recalled.

“I don’t know why, but I walked past the detox 
unit and thought ‘Argh, I’ll just go in.’” 

Scott was in the unit for six weeks, and before 
his release worried about falling into familiar 
social networks.

“I had an option: be released out the front door 
and go home, but I knew that as soon as I went 
home the first thing the family would be doing 
was ‘Scott, you wanna party?’”

He feared he would. Instead he transitioned 
into a half-way house for another three months, 
where he met his partner, who was one of 
the nurses. Scott eventually followed her to 
Adelaide, but it would be many years until 
Scott truly got off drugs and alcohol. He was 
nationally active in the “hard Left” of student 
politics while studying at what is now the 
University of South Australia.

“It was lots of bloody alcohol and other 
substances, and I remember getting back into 
speed. You buy it in the bag and I’d just fill it up 
with water and just syringe the bastard out, and 
have a hit while I was having a shower. Never 
had to worry about tourniquets or anything like 
that,” said Scott.

He began working at ADAC as an admin worker, 
and this role later evolved into research/project 
worker. He became the ADAC chief executive 

officer in 1995, just a few years before the 
heroin glut began to engulf Adelaide. 

ADAC is no longer a “full-on sobriety 
organisation”, said Scott, but instead adopts a 
harm minimisation philosophy. “We realised 
that if you don’t go down the track of harm 
minimisation you’re excluding people from 
coming into groups.”

Heroin on the rise?

From personal experience, family networks 
and research, Scott is an expert on the inter-
generational dimension that characterises  
much of drug and alcohol intervention and 
treatment challenges. 

Heroin is “starting to become a big issue in 
Adelaide again”, says Scott, whose staff work 
closely with clients formally and informally.

“I reckon you will start to see a bit more of an 
increase in overdose-type deaths. If you get 
out on the ground and start talking to people, I 
reckon it’s almost going to be similar to it was 
when there was just this huge spate of people 
dying from heroin overdoses … I reckon we are 
back at that stage now,” he said. “This is coming 
from the users themselves, and also from a lot 
of the Aboriginal people.”

Scott said under-age prostitution was increasing 
amongst both men and women, “and really 
young, I know some of them that would been 
on the street at 14, if not younger. So that’s 
growing. You can tell by the amount of those.  
You never used to see young boys out there.  
You knew there might have been male 
prostitutes, and I’m talking mainstream.  
But now to get young Aboriginal boys out there, 
you know there is a problem – and I’m telling 
you, it is drug-related.”

This has prompted ADAC to work on a 
submission to get a street-based social worker 
to assist Indigenous street prostitutes. He feels 
that there should be at least some treatment 
and other services specifically catering for 
Aboriginal clients. 

ProfIle: scott wIlson 

King Mohammed VI has endorsed the north-west African nation’s 
young harm reduction strategy, including plans to establish needle 
and syringe programs in prison.

Dr Fatima Asouab from Morocco’s Ministry of Health told the 
Conference that 160 judges were amongst hundreds of correctional 
and health authorities and peer educators (200) trained to assist in 
implementing methadone treatment as part of the national AIDS 
strategy formulated from 2006 onwards.

The first three pilot Opioid Substitution Therapy (OST) programs 
began in 2009.  Although experiencing “human resources 
challenges” such as insufficient participating doctors, the programs 
are planned to be expanded. 

Morocco’s population is 33 million and heroin injection has 
reportedly increased steadily since “around 2004”, especially from 
the city of Tangiers and eastwards toward the Algerian border. 
A rapid assessment in the mid-2000s found seven per cent HIV 
seroprevalence rate amongst injectors.

Years of careful advocacy, supported by the United Nations Office 
on Drugs and Crime (UNODC), occurred before Morocco adopted 
its emerging harm reduction policies.

“We have had the support of the King who supported construction 
of seven methadone distribution programs. We noticed an 
enthusiasm for this in the media. Our highest authority, which is 
the King, stipulated such programs and the government did so as 
well,” Dr Asouab said.

“The Minister of Health sent a letter to prison authorities. In that 
letter the Minister asked prison authorities to adopt methadone. 

We believe the letter has the status of law, as that letter reflects 
international rights. The Minister of Health had the courage to ask judicial 
authorities and prison authorities to ensure that all drug users within 
prisoners have access to OST, HIV treatment - and condoms were made 
available,” she said.

In Australia, Opioid Substitution Therapy is not available for male prisoners 
in queensland, and condoms are not available in Victorian prisons.

 The Moroccan government now faces the challenge of developing a 
model for implementation and overcoming prison guards’ concerns about 
allowing sterile needle provision in prison.

“We were in agreement concerning methadone, but when it came to NSP 
in prison we found some discordance and we haven’t started discussing 
this with staff yet, although it’s very important.” Dr Asouab said.

“We have obtained the green light from the King and authorities, but we 
will have to discuss this with the staff concerning the material-related 
issues and this is what needs management.” 

“We might for example put in place safe injection centres or rooms,  
but we do not know exactly how we will do this inside prisons,” she said. 
“Management is still an issue to be discussed, but the political activity 
took us five years.”

The conference session on prison-based NSPs also heard that the 
UNODC is working with Indonesian authorities to implement that 
nation’s first NSP program in prison.

RoyAL DECREE:  
LET THERE BE PRISON NSP
getting political support is one 
of the most important steps 
in establishing sensitive harm 
reduction interventions anywhere. 
in Morocco, health authorities 
went straight to the top.

Dr Joao Goulao, Portuguese 
National Drugs Coordinator.

  I reckon it’s almost going to be similar to what it was when there 
was just this huge spate of people dying from heroin overdoses. 
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In January 2011 an Australian branch  
of Law Enforcement Against 
Prohibition (LEAP) was opened.
In 2002, LEAP was established in the United States in 
response to “the war on drugs” which has cost billions  
of dollars without stemming illicit drug proliferation. 

Members are current and former law enforcers including 
police officers, narcotics agents, prison wardens, prosecutors, 
judges, FBI and Drug Enforcement Agency staff. 

Today, LEAP has a membership of 15,000 people  
from 86 countries.

A group of former Australian police and criminal justice 
officers, including former police officers Greg Denham and 
John McGeary, have formed an alliance with the US LEAP. 

Greg Denham said “not all police are focused on trying to 
get more resources and more powers to fight a losing battle” 
and that LEAP Australia can help “break down some of the 
stereotyping around what police stand for in the drug debate.” 

LEAP Australia secretary, John McGeary, is a police officer 
turned youth worker who spent 30 years in the Victorian 
Police Force. Although he doesn’t condone drug use, he 
understands that in reality some people will always use  
them and incarceration is ineffective in dealing with the  
root of the problem. 

Mr McGeary suggests that Australia could examine the 
Portuguese model. In 2001, Portugal became the first 
European country to officially abolish all criminal penalties  
for personal possession of illicit drugs. 

Many of the people he came across in youth work were 
users that self-medicated with drugs to cope with mental 
health problems and abuse. He wants to see increased 
public education on drug use.

Mr Denham said he hoped for a change in illicit drug 
policies in Australia and internationally. “I believe it’s about 
time that we had an open, public debate about illicit drug 
policy and law here and overseas.” 

With LEAP Australia’s launch, Mr Denham believes “that 
police can be a very powerful voice in terms of driving 
public opinion and that many police believe, as I do, that 
the war on drugs is failing from many perspectives.”

LEAP US focuses on legalisation rather than 
decriminalisation, and Mr Denham said the terminology 
can be confusing.

 “I certainly think we need to have an informed discussion 
around decriminalisation, particularly removing laws that 
focus on personal possession and use.” 

To learn more visit: www.leapaustralia.org

“The advantages of this film, clinically, are enormous. It doesn’t 
taste terrific, but it’s much improved. Better yet, it dissolves very 
rapidly. Just about everyone, I would say about 90 per cent or 
higher, really love it,” she said.

“We had been unable to get one (particular) patient really stable 
on the Suboxone. She needed four pills a day, almost vomited 
every time she took them and had a hard time getting her whole 
dose in.

“As soon as she was able to use the film and get all four doses  
a day, it made a huge difference for her,” said Dr Maxwell.

Dr Maxwell said that having the films “individually wrapped 
means that you can very easily and discreetly carry a couple  
of doses in your wallet.”

Dr Maxwell said: “Also, the film is even less applicable for 
injection. I suppose you could dissolve it - you could always do 
something, but it’s even harder than the pills. So that’s a good 
thing too, we want to prevent diversion.”

However, there are already reports coming out of the US that the 
film can be easily dissolved in water and injected.

 

 

BITTEr PILL 
SUPErSEDED  
By undEr-thE-
tonguE fILm

one small step

against strong-arm tactics 

A GIAnT 

LEAP
the inconvenience of opioid replacement 
therapy (ort) clients having to wait 
ages in a pharmacy before foul-tasting 
Suboxone® tablets dissolve in their 
mouth may soon be a thing of the past.

A growing number of OrT clients in the United 
States are being prescribed a new Suboxone® film 
that dissolves under the tongue quickly and with  
an improved taste.

The manufacturer, reckitt Benckiser, released 
the sublingual product in the United States last 
September, and it is expected to be available in 
Australia soon.

The film is similar to the wafer-like Listerine 
breath mints available in supermarkets. Australia’s 
Therapeutic Goods Administration (TGA) has 
approved the film, with Pharmaceutical Benefits 
Scheme (PBS) evaluation underway. Pending a 
positive approval, it’s expected the product may be 
available within months.

State-based health officials contacted by the Bulletin 
said it could be integrated into OrT programs in a 
matter of months. Its roll-out would be accompanied 
by information and education sessions for treatment 
providers and pharmacists.

reports from the United States suggest the film  
is currently cheaper and more client-friendly than  
the tablets.

Dr Sarz Maxwell treats drug addiction in Chicago.  
She told the Bulletin that, as at October last year she 
was prescribing Suboxone® pills to about 85 patients. 
The majority have now switched to the Suboxone® 
film, she said. 

“It’s terrific. The chief complaint about Suboxone was 
that it tasted absolutely vile … it was almost as if they 
made it as unpleasant as possible to be punitive,”  
Dr Maxwell told the Bulletin.

“And number two, it can take 20 to 30 minutes for  
a pill to dissolve under your tongue,” Dr Maxwell said.

 “And if you have to take it a couple of times a day,  
it takes an hour out of your day where you have to sit 
still – you can’t walk around, you can’t talk on the phone 
or anything like that. you have to sit still and dissolve 
your medicine.”

It is hoped that the easier consumption of the  
film may address issues of non-compliance with 
treatment regimes.

There are often moments of awkwardness when people 
taking Suboxone have to wait in a pharmacy for the 
tablet to dissolve. It can be uncomfortable for both  
clients and pharmacy staff. 

A Pharmacy Guild leader, Mr Dipak Sanghvi, told the 
Bulletin that “any advances that make it easier for people 
to take Suboxone, or any other form of OrT for that 
matter, are welcome. Community pharmacists form  
the backbone of OrT nationally so it is pleasing that  
the pharmacist-client encounter will be made easier  
by making the consumption of Suboxone quicker and  
less frustrating for clients.”

Dr Maxwell said there were noticeable improvements  
in many clients attributable to easier dosing, hence  
better compliance.

therapeutic goods Administration (tgA)

The TGA carries out assessments to ensure therapeutic 
goods available in Australia are of an acceptable standard 
with the aim of ensuring that the Australian community 
has access, within a reasonable time, to new and useful 
therapeutic advances.

Pharmaceutical Benefits Advisory Committee (PBAC)

The Pharmaceutical Benefits Advisory Committee is an 
independent statutory body that makes recommendations 
and gives advice to the Minister about which drugs 
and medicinal preparations should be subsidised 
by the Government. The Minister needs to approve 
recommendations made by PBAC for listing of medications 
through the PBS. 

The Committee is required by the Act to consider the 
effectiveness and cost of a proposed benefit compared to 
alternative therapies. In making its recommendations the 
Committee, on the basis of community usage, recommends 
maximum quantities and repeats and may also recommend 
restrictions as to the indications where PBS subsidy is 
available. When recommending listings, the Committee 
provides advice to the Pharmaceutical Benefits Pricing 
Authority (PBPA) regarding comparison with alternatives  
or their cost effectiveness. 

Pharmaceutical Benefits Scheme (PBS)

The PBS Schedule lists all of the medicines available to be 
dispensed to patients at a Government-subsidised price. 
The Schedule is part of the wider Pharmaceutical Benefits 
Scheme managed by the Department of Health and Ageing 
and administered by Medicare Australia. 

How drugs get approved  
and subsidised by the  
Australian Government:



7

Chronic pain is prevalent in Australia and  
opioid analgesics, such as oxycodone, are 
frequently prescribed to cancer patients  
or those suffering severe back pain.

Oxycodone is a strong morphine-based pain 
reliever meant only to be obtainable upon 
prescription. It is sold under brand names such 
as OxyContin® and MS Contin®. 

It is intended to be taken orally, but it 
represents a sizable proportion of the illicit 
injectable drug market [2]. Non-medical users 
often obtain oxycodone through doctor 
shopping, while others have been known to 
target cancer and palliative care patients, 
offering payment for oxycodone.

In 2008, 25 per cent of Australian drug users 
who responded to the Illicit Drug Reporting 
System reported recent oxycodone use, almost 
all by injection. One oxycodone user has said 
“heroin is often quite expensive and oxies are 
generally cheaper, and you also know exactly 
how much you’re getting” [3].

A study examined the demographics of 
oxycodone deaths in New South Wales  
(1999-2008). [4] It looked at 70 cases and  
found the majority of deaths fell into two 
broad groups: injecting drug users aged in  
their 30s and chronic pain patients in their  
50s. The oxycodone used before death had  
not been prescribed to the individual in one 
third of cases. 

The vast majority of people were either retired 
or on a disability pension or benefit. One of the 
study’s major finding was the role of suicide; 
one in five deaths was attributed to deliberate 
overdose, and the study noted that 40 per cent 
of cases had anti-depressants detected.

Suicide occurred almost exclusively among 
older chronic pain patients (only 1 in 15 
suicides being an IDU), demonstrating the need 
for caution amongst medical practitioners 
when prescribing oxycodone as older, depressed 
pain patients are a high-risk group. 

A study by PhD candidate Angela Rintoul shows 
supply of oxycodone in Victoria increased from 
7.5mg per capita in 2000 to 67.5mg per capita 
in 2009 [1]. 

Ms Rintoul’s analysis shows a strong correlation 
between increase in supply and increase in 
oxycodone-associated deaths. Overdoses from 
oxycodone are more prevalent than any other 
prescription opioid in Victoria, and increased 
from four deaths in 2000 to 97 in 2009.  

Fifty-two per cent of these deaths were 
unintentional, 19.8 per cent were intentional 

self-harm while the remaining 27.9 per cent 
were still under investigation (at the time of 
the study’s publication).  

The majority of oxycodone-related deaths in 
the study (including unintentional, intentional 
and unknown) were among men aged 35-44 
from lower socioeconomic groups. Twenty-
seven per cent of the state’s population lives  
in rural areas. Forty-one per cent of oxycodone- 
related deaths were from rural areas. 

This could reflect the situation in which 
injection of painkillers (such as morphine) is 
more prevalent in rural and remote areas where 
there is less heroin available, the study argues. 

It also reflects US trends in which 
disadvantaged people in the Medicaid program 
(for low income people) “were six times more 
likely to die of prescription opioid poisoning 
than the non-Medicaid population” [1]. 

Director of the Alcohol and Drug Service at 
Sydney’s St Vincent’s Hospital, Dr Alex Wodak, 
attributes the sharp rise in opioid misuse to 
a number of issues. There was a big increase 

in injection of prescription opioids after the 
heroin shortage in 2000 [5]. 

In addition, a large unmet demand for 
methadone and buprenorphine treatment has 
increased the demand for black market opioids. 

“So people who can’t get heroin, can’t get on a 
methadone and (sic) buprenorphine program, 
the only other option for them is to buy the 
black market opiates and that’s what they do,” 
Dr Wodak said [6]. 

Another factor in the growth in misuse is 
the introduction of safer sustained-relief 
prescription opioid preparations. 

“Because doctors now have a better, safer form 
of opiates to prescribe patients with chronic 
non-malignant pain, they have been happier to 
prescribe these drugs in large quantities... hence 
the growing problem of misuse,” he said [5]. 

Both studies demonstrate the need to better 
understand this issue, whilst looking for viable 
solutions such as a more coordinated approach 
to prescribing opioids, including monitoring 
(particularly of high risk older patients) and 
improved data sharing.

Dean of the Faculty of Pain Medicine at 
Australia and New Zealand College of 
Anaesthetists (ANZCA), Dr Penelope Briscoe, 
said a new system sensitive enough to 
highlight cases of abuse would help doctors 
“who had been trained all our lives to believe 
our patients ... and take things at face value”.

“(We’re) now being asked to become 
suspicious, questioning and in fact sceptical if 
we are asked for prescriptions for opioids or 
benzodiazepines,” Dr Briscoe said [7]. 

BITTER PILL 
SUPERSEDED  
BY uNDER-THE-
ToNGuE fILM

recent studies of deaths involving 
oxycodone-based drugs show that 
australia may be developing problems 
similar to the us and canada [1]. 

  In 2008, 25 per cent of Australian drug users who responded to 
the Illicit Drug Reporting System reported recent oxycodone use, 
almost all by injection. 
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A lack of comparable, reliable national 
data and gaps in research make it 
difficult to assess the prevalence of 
injecting drug use among Aboriginal 
Australians, according to a new report.

The report, Injecting Drug Use and Associated Harms 
among Aboriginal Australians, was commissioned by the 
Australian national Council on Drugs and co-written by 
Anex and the national Aboriginal Community Controlled 
Health Organisation (nACCHO). The project is based on 
recommendations made by the national Indigenous Drug  
and Alcohol Committee (nIDAC).

The report highlights a number of specific issues associated 
with populations within the Aboriginal community that require 
particular attention. These include differences in access to 
services in urban, rural and remote areas; prisoners; people with 
comorbidity problems; young people transitioning into drug 
use and injecting; men who have sex with men; sex workers; 
and homeless and displaced people.

One of the main findings is the lack of comparable, reliable 
national data, with very little research available that has 
explicitly attempted to assess the prevalence of injecting  
drug use among Aboriginal and Torres Strait Islander people,  
at a national level.

nIDAC’s Chair, Associate Professor Ted Wilkes said: “Limited 
evidence suggests that over the past 15 years in some 
jurisdictions there have been significant increases in the 
prevalence of injecting drug use among Aboriginal and  
Torres Strait Islander people.”

John ryan, CEO of Anex said, “Without doubt, it is easy to  
deny there is a problem and therefore to do nothing. That’s 
why credible data on this issue is so important.”

Increasing training and support for those working with 
Aboriginal and Torres Strait Islander people who inject drugs  
is identified as an effective way of achieving improved service 
responses. This includes the availability of training for all 
Aboriginal and Torres Strait Islander drug and alcohol workers 
and cultural sensitivity training for mainstream health workers.

AnCD Chairman, Dr John Herron said: “Our funding needs to 
ensure that people receive the support they need. Injecting 
drug use obviously has implications not just for the individual 
and the family, but for the broader community. The harms 
associated with injecting drug use can have the potential to 
threaten the social fabric and cultural health of communities.”

This report also notes that Aboriginal and Torres Strait Islander 
people, and in particular those who inject drugs, are vulnerable 
to even poorer health outcomes than the rest of the Australian 
population who inject drugs.

AnCD Executive Member and Anex Patron, Professor Margaret 
Hamilton stated: “The harms associated with injecting drug 
use among Aboriginal and Torres Strait Islanders appears to be 
clear from the descriptions in this report. The next step has to 
be one of action. We need a structured and detailed approach 
to planning and delivering services with measurable outcomes 
that deal with the complexities of preventing and responding 
to Aboriginal and Torres Strait Islanders who inject drugs.” 

“This approach needs to incorporate at-risk groups such as 
prisoners where we know there is an overrepresentation of 
Aboriginal and Torres Strait Islander people in a situation where 
rates of drug use are high.

“This report provides recommendations that address policy 
development, data collection, service responses and workforce 
development and are designed to provide more targeted 
attention and resources to improve service responses aimed at 
reducing the harms associated with injecting drug use among 
Aboriginal and Torres Strait Islanders.”

The report is available from: www.ancd.org.au 

LACk of 
dAtA A 
SIgnIfICAnt 
BArrIEr  
to ACCESS

Youth tHe focus  
for AboriGinAl  
HArm reduction  
in VictoriA
A report exploring ways to expand harm reduction services  
for Aboriginal illicit drug injectors in Victoria has 
recommended improved targeting of young people to 
address their information needs in relation to blood-borne 
viruses (BBVs) and sexually transmitted infections (STIs).

The report, Addressing HIV risks related to injecting drug use 
in Victorian Aboriginal Communities, was produced jointly 
by Anex and the Victorian Aboriginal Community Controlled 
Health Organisation (VACCHO) on behalf of the Victorian 
Department of Health.

Mainstream health services and Aboriginal Community 
Controlled Health Organisations (ACCHOs) interviewed  
for the project reported experiencing difficulties in engaging 
with Aboriginal people who inject drugs.

“This is one of the first reports that includes the voices  
of Aboriginal IDUs and their views, and that voice has been 
missing in just about all of the reports on injecting drug  
use in the Aboriginal Community to date,” said Mr Peter 
Waples-Crowe, team leader in VACCHO’s Public Health  
and research Unit. 

“Aboriginal people in Victoria experience twice the rate or 
more of hepatitis C infection and we know that hepatitis C  
is mostly spread through injecting drug use. nationally there 
is also an increased risk of acquiring HIV for Aboriginal people 
through injecting drug use,” he said. 

Some clients reported a reluctance to access nSPs in 
community health services that were co-located with other 
services, such as welfare. This was a deterrent due to concerns 
around identifying as an injector and the possible consequences 
for parents and families. 

“Impediments included lack of specific funding for the 
delivery of nSPs, competing health priorities, high staff 
turnover, lack of skilled/specialist staff and the stigmatisation 
of injecting drug use, BBVs and STIs,” said Mr Waples-Crowe.

One person interviewed for the report said: “you used to go 
to the hospital, but now you have to go to the community 
health centre, and that’s also where welfare is. I won’t go in 
there because I have had trouble with welfare before, so I can 
only get clean ones (syringes) after hours, or (on) a weekend.”

A number of those interviewed reported they were more 
likely to access mainstream health services than ACCHOs, 
as they were concerned about being recognised by family 
members who may work in, or access, the same services. 

“I went into the health clinic once and my auntie was down 
for a doctor’s appointment, so I had to come up with another 
excuse for why I was there you know what I mean, I was so 
embarrassed,” a respondent said. 

“I ended up walking out and I didn’t end up getting any 
(sterile syringes), so situations like that make it hard … you 
don’t want to be recognised by anyone, by family members  
or anything,” said another person who injects illicit drugs.

Mainstream health services reported that building trust 
was their biggest challenge when engaging with Aboriginal 
clients. They also acknowledged that organisations’ lack 
of cultural awareness could deter Aboriginal IDUs from 
accessing mainstream health services. For example, some 
services reported a tendency to consider Aboriginal culture as 
homogenous, while failing to recognise the differences within 
Aboriginal culture.

Key recommendations in the report include: 

•	 Conducting campaigns that target parents to ensure that 
the provision of messages to young people does not create 
cultural and/or family division.
•	 Encouraging the use of local media to promote local 

services and therefore increase access. 
•	 Ensuring Aboriginal communities have improved access 

to sterile injecting equipment through syringe vending 
machines, pharmacy nSPs and outreach mobile services.

The report is available from: www.anex.org.au 

  This is one of the first reports that 
includes the voices of Aboriginal IDUs 
and their views, and that voice has been 
missing in just about all of the reports 
on injecting drug use in the Aboriginal 
Community to date


