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The survey of 483 injecting drug users 
conducted at Biala NSP in 2009 underlined 
the need for staff to be trained to help clients 
with mental health problems, say researchers 
Dr Carla Schlesinger and Jane Fischer. It also, 
they felt, showed a pressing need for NSPs 
to have clear pathways to mental health 
services. 

Participants answered questions on their 
attitudes towards their health and general 
well-being using World Health Organisation-
recognised psychiatric measuring instruments.

Anxiety and depression were surveyed as 
separate conditions, using the internationally 
validated research tools known as Depression 
Anxiety Stress Scale (DASS) and Kessler 
Psychological Distress Scale (K10). The survey 
asked participants what their personal feelings 
were about their quality of life under four 
headings: physical, psychological, social and 
environmental.

“The idea was to get some data around the 
mental health of people who inject drugs, 
and injecting drug users fared pretty poorly,” 
explained Dr Fischer.

In particular, the results from the survey painted 
a dismal picture of the mental well-being of NSP 
clients. “There was not much difference between 
people who inject drugs and people with spinal 
cord injuries or chronic pain,” Ms Fischer told the 
Bulletin. (see graph) 

In terms of their physical condition, Biala’s NSP 
clients clocked scores matching those of people 
suffering from Major Depressive Disorders (MDD).

Tests for anxiety showed NSP clients were 
four times as anxious as the average person. 
Dr Schlesinger said that while the testing 
revealed that 67 per cent of participants could 
be classified as anxious, more than half fell 
into either the severely or extremely severely 
anxious ranges. In her view, the test for anxiety 
or distress was useful for identifying people 

in severe distress, and, as she pointed out, 
“Distress may not necessarily be identified as 
being a disorder, but it still impinges on people’s 
everyday lives.

“Regarding anxiety, we know it can really upset 
workplace relationships and your ability to work. 
It can hamper social relationships and can in fact 
impact on all levels.”

Sixty-two per cent of those surveyed registered 
in the depressive range, with more than 40 
per cent categorised as severely or extremely 
severely depressed. 

While the National Drug Strategy asserts that 
35 per cent of drug users also have a mental 
illness, the survey clearly suggests that the 
situation for those who inject is more serious. 

“We’ve got here a group with three times the 
severity of depression experienced in the wider 
community... yet to date we haven’t done 
anything about it,” commented Dr Schlesinger. 

“What we’re dealing with is both anxiety and 
depression, so it’s a double whammy.” 

Like anxiety, major depressive disorder is 
disabling: it is a condition that adversely affects 
family, work or school life, sleeping, eating and 
general health.

Most of the NSP clients who were surveyed 
were not in treatment (60 per cent), and only 25 
per cent were on pharmacotherapy programs.

Dr Schlesinger concluded that the lesson from 
all this was that it is important to have staff 
who are trained to refer distressed clients to 
relevant mental health services. The researchers 
recommended that staff should also be trained 
in identifying risk factors and quickly responding 
to mental health problems. This would require 
them to have an understanding of mental health 
first aid and an awareness of how to approach 
troubled clients. 

“We need in all our services a ‘no wrong door’ 
policy where, no matter what service you come 

into, you should receive the service you need,” 
Dr Schlesinger added.

While some have suggested that mental health 
screening may provide a solution, it was feared 
that this could discourage clients from returning. 
Even casual interventions were problematic, said 
Dr Schlesinger, as users are often unwilling to 
stop in the service long enough for any sort of 
discussion. 

“NSPs are great for blood-borne viruses [BBVs], 
but we need to add mental health to our 
service. We need to be building good rapport, 
good relationships with the people who walk in 
off the street. We’ve got a clinically depressed 
population out there who need good referral 
pathways.”

Dr Schlesinger noted that a big problem 
remained in the fact that many NSPs were 
isolated from mental health providers. 

“Referral is the key, and in many places NSPs 
are stand-alone services. They’re not integrated 
with other services, which might be a bit of 
a limitation for them and we might need to 
explore how to create those, because it seems 
like there is a need.

“We need to be driven by this sort of data 
because it is very important. We’ve got a 
clinically distressed population out there that 
would potentially be benefitting from having 

good referral pathways and, at best, access to 
good, skilled staff.”

The 2010 Queensland Minimum Data Set 
for the NSP report found that, from almost 
170,000 “occasions of service” recorded (from 
23 participating sites), there were 77 referrals to 
mental health services.

How the survey originated
Dr Schlesinger said the survey arose because 
there was a lack of material specifically dealing 
with the mental health and well-being of NSP 
clients. She had been discussing the subject with 
Biala NSP manager Greg Perry and noted that it 
was not an area that had been researched.

“The research that had been conducted in NSPs 
was usually focused in other areas, but we 
know as a service that we encountered a huge 
amount of co-morbidity with mental health. 
So, just from that discussion, we thought that if 
it’s happening in other areas it was likely to be 
happening in the NSP,” Dr Schlesinger said.

“We needed then to ask the question and 
measure this, so we brought in Robert Kemp 
from Queensland [Government] NSP. He really 
helped with the financial sponsoring to enable 
us to collect the data as part of the Australian 
NSP Survey. We were thinking of collecting a 
small sample, but in the end we were able to 
collect 483 people.”

Many people using needle and syringe programs 
(NSPs) carry huge levels of anxiety; and almost two-
thirds are suffering from major depression, according 
to research conducted at a Brisbane health centre.
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Anex’s vision is for a society in which all 
individuals and communities enjoy good 
health and well-being, free from drug-
related harm. A community-based, not 
for profit organisation, Anex promotes 
and supports Needle and Syringe 
Programs (NSPs) and the evidence-based 
approach of harm reduction. We strive 
for a supported and effectively resourced 
NSP sector that is perceived as part of 
the solution to drug-related issues.  
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news briefs 
Hair teStS pitcHed  
at cricketerS 
Cricket Australia has announced that the 
country’s top cricketers will be subjected to 
drug testing from July 1, 2012. Similar to the 
terms of the AFL code introduced in 2008, 
players will have hair samples tested. It can 
trace illicit substance use back 90 days. 

According to the players’ manager, Paul Marsh, 
a 12-month trial will precede any long-term 
decision. Cricket Australia’s High Performance 
Manager Pat Howard said that testing was more 
of a welfare issue than a case of “trying to be 
Inspector Clouseau. We have to take steps to 
ensure a duty of care. We are on the same page 
as the ACA [Australian Cricket Association], and I 
think it is a really good result.”

A three-strike system will see a suspended fine 
and a ban from playing for 20 days for a first 
offence. A second incurs more fines, a 40-day 
playing ban and the player’s state and national 
administration being informed. An automatic 
12-month ban is enforced at a third violation, 
while a fourth can lead to immediate termination 
of the player’s national or state contract.

http://www.heraldsun.com.au/sport/cricket/cricket-australia-
set-to-introduce-hair-sampling-in-drug-crackdown/story-
e6frfg8o-1226286674938

US airforce worried  
about pilots being high
From May 1 this year, the Us air Force and  
other military services expanded drug testing  
to cover commonly misused prescription drugs.  
deputy air Force surgeon General, Maj. Gen. 
Thomas W. Travis said: “abuse of prescription 
drugs is the fastest-growing drug problem in 
the United states, and unfortunately this trend 
is reflected in the military services. While pain 
medications are highly effective in alleviating 
suffering from injuries, they are dangerous 
and potentially addictive when used outside 
medical supervision.”

Military data shows increases in prescription 
drug misuse. The Us department of defence 
Health Behaviors survey shows that self-

reported misuse of pain medications for  
non-medical purposes by service members  
(all services) increased from two per cent  
in 2002 to seven per cent in 2005, then to  
17 per cent in 2008.

Personnel were given a 90-day advance  
notice of the change and were encouraged  
to seek help at a military treatment facility  
if necessary. 

http://www.acsap.army.mil/Pdf/aLaracT_046_2012.pdf

http://www.rti.org/news.cfm?objectid=9E651a68-5056-
B172-B873c3640c367541

redS in tHe bedS  
told to cover Up
On February 29 2012, China issued orders  
that 95 per cent of hotels should have  
condoms or condom vending machines  
by 2015 to curb increasing numbers of HIV 
infections (which are now mostly spread in 
China through sexual intercourse).

China hopes to cap the number of people  
living with HIV/AIDS at 1.2 million by 2015, 
up from around 780,000 at present. The 
government website stated that the present 
spread of AIDS is still severe and there remains 
widespread discrimination against people living 
with HIV/AIDS.

breakthrough naloxone  
trial in canberra
In late 2011, the ACT Government announced 
that it would fund Australia’s first program to 
provide naloxone hydrochloride (commonly 
marketed as Narcan®) on prescription to 
potential overdose witnesses, including people 
who inject opioids.

Naloxone is widely used both in Australia and 
internationally by paramedics and emergency 
room staff in cases of suspected opioid 
overdose. It has no psychoactive effect, is not a 
drug of dependence and is not a substance that 
is likely to be diverted or misused. 

The training, which will be rolled out over a 
two-year period, will be conducted for 200 
ACT residents who inject drugs, as well as for 
their families and friends and other potential 
overdose witnesses. 

Anex is hopeful that at least one other state  
will also approve naloxone provision in 2012. 

national drug Strategy 
Household Survey
The 2010 National Drug Strategy Household 
Survey was the 10th in a series that began in 
1985. More than 26,000 people aged 12 years 
or older participated and were asked about their 
knowledge of drugs, their attitudes towards 
them, their drug consumption histories and 
related behaviours. 

Here are some snippets from the survey. (The 
full report can be downloaded at http://www.
aihw.gov.au/national-drugs-strategy-household-
surveys/).

In 2010, around 7.3 million people in Australia 
(14.7 per cent of the population) were 
estimated as having used an illicit drug at some 
time, and almost three million had used an illicit 
drug in the preceding 12 months. 

The summary of recent drug use in people 
aged 14 and over found that cannabis was the 
most recently used illicit drug (10.3 per cent 
nationally, with the highest use in the Northern 
Territory), followed by ecstasy at three per cent. 

The findings show that NSPs have widespread 
support! The percentage of the population that 
approves of them continues to rise, at 68.5 per 
cent. In the ACT and Victoria the support rate 
was more than 71 per cent. 

The number of people who had recently used 
pharmaceuticals for non-medical purposes  
in the previous twelve months increased  
from 640,000 in 2007 to an estimated  
770,000 in 2010.

Only 0.2 per cent of people said they had used 
heroin in the previous 12 months, compared 
with 10.3 per cent for cannabis, three per cent 
for ecstasy, 2.1 per cent for cocaine and 2.1 per 
cent for amphetamines/methamphetamines.

Mind altering: soldiers in an Afghani poppy field where opium production continues to escalate.
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news briefs 
First and foremost is the attitude of the staff. First-time NsP 
users are nervous, and if staff are less than open-minded and 
non-judgmental, the client may well not return. Worse, they  
may be discouraged from ever visiting an NsP again.

On the other hand, a cheerful and friendly disposition allays  
fears and can help establish trust and a relationship where 
additional help may be offered.

When collecting statistics it must be made clear to NsP clients 
that the information is confidential and will not be used against 
them but will help to improve the service. 

Outreach services play an important role in passing on the message 
about safe injecting and directing wary drug users to fixed-site 
NsPs and more comprehensive treatment, should they need it. 

Tuan, Vietnamese community worker Adelaide
Tuan only had bad experiences with pharmacies, so discovering 
an NSP in a community centre was a revelation which led to him 
working in an NSP himself.

“The first time I didn’t know what to expect, but when you come 
in and they are friendly and all that, you relax,” said Tuan.

Tuan’s first time was with a Vietnamese community outreach van 
run out of Adelaide’s north-western suburbs.

“The first thing was that the mobile van goes directly to people 
with resources like household goods, toilet paper and also giving 
out clean needles and syringes. If the van shift wasn’t running 
I’d go to Parks (a community centre in Enfield), which is like a 
community site. They have a library, recreation area and an on-site 
clean needle program. They have a little room for the NSP at the 
medical centre and it’s good.”

But Tuan was unhappy at the treatment drug users received at the 
hands of the local pharmacies. “I didn’t like the pharmacy. I’d get 
my friends to do it, like, because that was where the stigma was 
coming out. They’d make you wait and serve other people before 
you while you had to sit there with the other users. ”

Eventually Tuan had the opportunity to do work experience at the 
Vietnamese community centre, and for the past four-and-a-half 
years he has been a peer educator and an NSP worker.

“You can relate to them, and from my experiences I can go into 
details and understand them. There is no other service for Asians 
around here that does this. While at first it’s pretty hard for them 
to open up, as time goes by you get to help them.”

Paul Dessauer, WA Substance Users’ 
Association Inc (WASUA)
Paul says being aggressively quizzed by a worker put him on the 
road to being a peer educator.

“When I first started injecting drugs, I used to go to a pharmacy 
to get syringes. The particular group I was connected with all had 
pretty good injecting hygiene and could afford to buy fits. Lots of 
other people we knew weren’t in that position.

“When I first discovered the needle exchange it was the Western 
Australian AIDS Council which was running it from a van they 
used to park at the side of the road. Once I discovered I could 
get equipment at cost price – that I could exchange it – I quickly 
became a secondary exchanger. Technically it was illegal in WA  
and in other jurisdictions. 

“I’d collect used equipment off all my circle of friends and take it 
back to the van. I’d always have 500 or so syringes under my bed, 
and anyone who came to my house or anyone I met up with, I 
would take used equipment off them. And after I’d been doing this 
for a month or two, I’d turn up at the AIDS Council van every three 
days or so with 300 or 500 syringes.”

Paul said being challenged by a volunteer about carrying large 
quantities of syringes was pivotal in him becoming a peer educator.

“I remember some of the staff had peer backgrounds and some 
didn’t, and I remember someone very indignantly asking me what 
on earth was I doing with all these syringes and whether I was 
selling them. Immediately a more experienced worker at the NSP 
leapt in and got this volunteer to go off to do something else and 
made a great point of saying to me: ‘Don’t listen to what he’s 
saying – you’re looking after your friends.’ 

“He could see I was collecting all the used equipment – I obviously 
wasn’t selling syringes. Because I was supplying [friends] he said: ‘You’re 
doing our job for us: you’re getting out to where the people are who 
are using and collecting the used equipment from the community.  
We couldn’t deliver this service without you.’

“They made me feel like I was doing something worthwhile and 
of benefit to the community, rather than something I should be 
feeling guilty and ashamed of. Every time we met, this particular 
worker would start quizzing me about different aspects of the 
injecting process and about adverse reactions that can occur with 
various drugs and so on, and basically sussing out my knowledge. 

“The workers here encouraged me in things they could see I 
understood and provided me with information and literature, things 
I didn’t have a handle on, informally training me as a peer educator. 

“That very first response of the staff member asking me what I 
was doing with the syringes – if that was the only response from 
workers there, I might have been intimidated into not doing what 
I was doing.

“Working at WASUA and being a peer and having your life 
experience valued is tremendous. I know lots of people who have 
travelled similar life paths to me and spend the rest of their lives 
trying to pretend that chapter of their life didn’t happen.”

Justin
Justin’s history of injecting drugs predates NSPs, and the 
suspicions he felt on his first experience soured him on the service.

“When I started shooting up there was no such thing as a needle 
exchange. You had to front up to pharmacies and hope you were 
credible enough to get what you wanted. 

“There weren’t any disposable syringes either, so a new pick was 
like Christmas. I used to sharpen them on a matchbox striker. In my 
ignorance I believed sharing fits and picks was only being sociable.”

Keeping his head down over his drug use kept Justin out of trouble, 
but it also kept him out of the information loop, so he didn’t hear 
about NSPs until they’d been operating for several years.

“It wasn’t until the mid-90s that I heard about NSPs. It sounded 
like a trap for young players, this needle exchange thing. Pure 
madness. I forgot about them till the woman I used with insisted 
on new fits every time, so I had to check them out. 

“I won’t name names, but my first experience was a poor one 
since I was still unsure whether it was kosher or not. To my 
recollection, governments wanted first and foremost to pinch  
drug users, not help them shoot up. That worry permeated my 
first pick-up from an inner-city NSP. 

“It didn’t help that the person behind the counter was a frosty-
faced old chook who looked like she’d sooner boil me in oil 
than give me some new fits. Plus she wanted me to fill in forms 
which sounded like they wanted me to dob myself in, or at least 
incriminate myself. 

“That was it for me and needle exchanges. I preferred chemists 
where there were no forms. Later I discovered the city outreach 
service, and they have been my saviours ever since.”

Michael Honeysett,  
Client Liaison Officer Turning Point 
Michael says his first visit to an NSP was eased by the reassurance 
of a Koori youth worker.

“The first time I accessed an NSP was when it was a pilot program 
in the late 1980s at the Crevelli Street Medical Health Centre (in 
Melbourne’s northern suburb of Reservoir), as it was called at the 
time. Us fellas, when we first heard it, we were lucky enough to 
know the youth worker who had the project. You had to register 
in those days and the first time I was number 14 and the second 
time I was number 46. They were a satellite site, so all the i’s had 
to be dotted and the t’s crossed.

“For a lot of us, until we got the heads-up from the youth worker, 
we didn’t really know what the go was. A lot of us were hesitant. 
We weren’t too keen, but then we got the heads-up.” 

Michael said he became an NSP worker by accident.

“Turning Point is the first mainstream organisation I’ve worked 
for. What happened was I was looking for work and applied for 
a Koori liaison position. Then they said that position no longer 
existed and they offered me one in client liaison; and part of that 
was operating the NSP.”

He said first-time clients were relatively easy to spot and that 
he tried to relax them with casual chat to determine what other 
needs they had.

“You can read the person. If they haven’t already said this was 
their first time, I’ll casually ask: ‘This your first time at this 
particular one, mate?’

“And if they say it’s their first ever I’ll go through whatever they 
need. More often than not they’ll stay.

“I say we’re not just here for the freshies – it’s about the 
education as well. More steroid users are coming here are by me 
wording them up and they send their friends along.”

Caroline
Caroline has managed NSPs. Interestingly, she has unhappy 
memories of her own use of them.

“My first time was at a mobile NSP in WA in the 1980s. They had 
vans that used to drive around. The Perth Aboriginal Medical Service 
had one like a kombi van that they used to stop in certain spots a 
couple of times a week. The WA AIDS Council had one as well. 

“So my first time was accessing one of those. It was a very yucky 
experience because it was so public. 

“I remember it was in an evening, on a thoroughfare with 
nightclubs, pubs, theatres, a museum. That type of spot. Very 
public. It was very visible. I remember walking up to it being very 
focused and being very uncomfortable. 

“I just wanted to get in and out as quick as I possibly could. The 
worker was a male worker and welcoming, smiling, tried to chat, 
but I wasn’t interested. It wasn’t about the worker – it was the 
visibility, the anxiety, because they were new back then.” 

Caroline prefers the comparative anonymity of going to a 
pharmacy instead of an NSP.

“I’ve used chemists a lot because of after-hours access or getting 
equipment on a Saturday. It is a bit hard to go into a chemist in an 
area where you might be known – say like Hobart, where I lived 
for a while. It’s a small environment – you’re known. The using 
community tends to know each other.”

Caroline said that visiting an NSP in a small town made her 
uneasy about confidentiality. 

At one stage Caroline worked for an NSP, but this only heightened 
her concerns for her privacy. 

“I was working for an organisation that operated an NSP [and] I 
would access equipment after hours when staff weren’t there. ‘I’ll 
close up tonight,’ I’d say or get in early before other people and do 
my exchanges discreetly.

“I’ve never been able to comfortably access a needle and syringe 
program. I’ve used a couple of NSPs in Canberra and one was 
really discreet in its location; another was a beacon. That was 
really horrible walking into. Again, it’s a small town, Canberra, and 
at that NSP there were always other people around.”

That NSP was at the front desk of a public health clinic where 
people sat waiting to see doctors. Caroline was also troubled by 
staff asking questions, even if only to fill out statistics forms. 

“I’m happy asking for fit packs with four or five 1mls [syringes], 
but I’m not comfortable when they ask you all those questions: 
your age, how long you have been injecting, do you share? 

“For god’s sake, you just don’t want to be answering a barrage of 
questions. You don’t have to do that in a chemist.” 

FirsT-TiME NErvEs
SHOW NEED FOR FRIENDLINESSThe Anex Bulletin canvassed  

the experiences of five 
people on the first time they 
visited a needle and syringe 
program (NSP). While all had 
different recollections of the 
event, a number of common 
factors emerged.
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Can you tell us about your background?

I initially trained as an anthropologist or ethnographer, 
completing my PhD in the US which is how I got involved in this 
area. My PhD examined gender and ethnic stratification in drug 
markets which involved doing fieldwork in New York during the 
late 1980’s at the height of the crack cocaine epidemic. 

Can you describe what Brooklyn was like at the time?

I worked in Central Brooklyn and, in particular, a neighbourhood 
called Bushwick which was a very poor, extremely disadvantaged 
area.  It was mostly Black and Latino so someone like me with 
blonde hair and fair skin really stood out.  At the time Bushwick 
was the biggest open drug market in New York City and an 
epicentre of HIV infection, with one in every 36 residents testing 
positive for the virus.  The social organisation of daily life in the 
neighbourhood was dominated by the drug trade and it also was 
a very violent place, characterised by turf wars between drug 
business operators. There were about 70 homicides a year in the 
neighbourhood, most of them drug-related. Almost every wall 
in the neighbourhood bore a mural designed to commemorate 
those who lost their lives as a result of these conflicts. On top of 
this, I could see the terrible toll that HIV was having, especially on 
people who injected drugs (PWID). I was mainly doing fieldwork 
with women who were heroin and cocaine users; I was with them 
on the street, in shooting galleries and in people’s houses for 
about four years. It was hard to ignore the fact that people were 
exposing themselves and others to HIV through having to share 
syringes because there were no needle exchange programs, and 
no legal way to access clean injecting equipment. People were 
dying slow, painful, and needless deaths because the city, state 
and federal governments thought that these programs, which had 
started in Australia in 1986, sent the “wrong message”. 

How did you cope mentally with the work?

There was not really any formal support at the time, nothing 
like supervision but I did have good colleagues and supervisors.  I 
think one of the ways we coped was to take action.  Remember, 

this was also the height of the HIV epidemic and between 40-60 
percent of PWID in New York were estimated to be infected 
with the virus. So, with a close colleague, Richard Curtis, and 
the support of Act Up [http://www.actupny.org/], started by a 
nonpartisan group of volunteers living with HIV committed to 
direct action to end the AIDS Crisis  and Gay Men’s Health Crisis 
(GMHC), a New York-based non-profit, volunteer-supported and 
community-based AIDS service organisation [http://www.gmhc.
org], we started an illegal needle exchange. 

What law enforcement did you have to deal with?

Bushwick was subject to some very intense policing efforts 
aimed at eradicating the drug market.  They tried just about 
everything – occupations of the neighbourhood for months at 
a time by the NYPD’s Tactical Narcotics Team (TNT), mobile 
command centres, road blocks and street sweeps. They’d do 

these street sweeps involving the closure of entire blocks of the 
neighbourhood. Everyone who was caught on a particular block 
- not just people involved in the drug market but also old people, 
women carrying babies - had to “kiss the concrete” and lie there 
until they were searched. Such practices did very little for police-
community relations and, as described in my book (Sexed Work, 
Oxford University Press 1997), they also increased instability and 
precipitated further violence in the drug market. 

How did you come to be involved in Cabramatta?

I moved back to Australia in 1995. I applied for and received a 
grant to look at the economics of drug markets - how drug users 
generated income and what they spent it on and the relationships 

between patterns of income generation and patterns of drug use. 
Kings Cross was the main street drug market in Australia at the 
time, but I wasn’t thinking about public health issues because, in 
contrast to New York, we had universal health care, legal needle 
syringe programs and access to drug treatment. When I arrived in 
Kings Cross, everyone was talking about Cabramatta and cheap 
heroin.

What were your first impressions of Cabramatta?

When I got to Cabramatta the first thing I noticed was the young 
people -  people that should have been in school -  hanging 
around on the street. There was a lot of activity and it was a very 
blatant drug market and I thought who are all these people? 
What’s going on? What are the relationships between the 
different cultural groups? Of course it wasn’t until later that I 
realised I was witnessing a heroin epidemic and that many of 
these young people would go on to become dependent, some 
would end up in jail and too many would lose their lives to 
overdose.

How did you build relationships with drug users and 
their families to carry out your research?

In the beginning it was mostly Anglo Australians from the 
surrounding suburbs who were willing to engage with me and 
my research.  It took a couple of years before I managed to build 
up enough credibility and trust with the Asian community so 
that people were willing to talk about their lives and their drug 
use. I was patient but I also had to start where they were at and 
one of the most pressing issues for this group was the way they 
were treated by the police. So I switched tack and decided to 
conduct a study of policing in Cabramatta in the hope that if we 
documented and understood what was happening we might be 
able to change it. 

What did you think of the SBS documentary  
Once Upon a Time in Cabramatta which screened  
in January?

I think it documented a very important chapter in  
Australia’s history.

Lisa Maher
profile: 
Professor Lisa Maher is a Program Head at the Kirby Institute at The 
University of New South Wales and a National Health and Medical 
Research Council Senior Research Fellow. For almost 25 years she has 
researched drug use and infectious disease in vulnerable populations, 
including people who inject drugs (PWID) and female sex workers.  
Here she discusses her work in New York at the height of the crack  
cocaine epidemic, and in the heroin capital of Australia, Cabramatta, 
during the heroin glut of the nineties. 

  At the time Bushwick was the biggest 
open drug market in New York City and 
an epicentre of HIV infection, with one in 
every 36 residents testing positive for the 
virus.  The social organisation of daily life in 
the neighbourhood was dominated by the 
drug trade and it also was a very violent 
place, characterised by turf wars between 
drug business operators. 
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Did you have much feedback from the  
Vietnamese community?

I had lots of feedback from the Vietnamese community - both 
from formal organisations and perhaps more interestingly, 
people I had not heard from for years, particularly young 
Vietnamese people who had been research participants. 
Often you don’t hear from people because they are doing 
well so it was lovely getting emails and phone calls from 
young women who were 15, 16, 17  when they had been 
part of that scene, but were now no longer using drugs, had 
children, were running a business and leading happy lives. That 
kind of stuff was incredible. We were sending one another 
photos and emails trying to catch up on what had happened 
over the last decade or so ... that was the best part.

Can you describe some of your other work?

I have done a lot of work in South East Asia, particularly with 
PWID in Vietnam and young women involved in sex work in 
Cambodia. In Phnom Penh we have been running a cohort 
study of young female sex workers aged between 16 and 
29, looking at the incidence of HIV and other STIs. One in 
four young women tested HIV positive at baseline so we are 
talking about a very vulnerable group.  As part of the study we 
also gave them the new HPV vaccine, which is a good thing in 
and of itself, but we used it as a kind of surrogate to see how 
likely this group would be to be vaccinated and adhere to the 
schedule, if a HIV vaccine were to become available.  
Results were very encouraging with high uptake and high 
rates of completion. 

Given you’ve worked with so many people,  
are there any particular stories (e.g. memorable, 
heartbreaking, inspiring) that have stayed  
with you?

All of the above. There are so many stories about humanity and 
resilience - people’s capacity to survive and do well when the odds 
are so against them. Of course all the people that don’t make 
it also stay with you.  There have been too many preventable 
deaths. One person who I was privileged to know and who 
touched my life in so many ways was Ngoc Tram Nguyen. I met 
Tram in Cabramatta and she was integral to establishing ICON, 
our peer-based outreach program which is modelled on Act Up 
where there are no bosses and no-one gets paid – everyone is a 

volunteer.  Tram was extremely bright, articulate and passionate. 
She left school at an early age but was determined to complete 
her education and become a lawyer so that she could help her 
community. She died tragically in 2004. Last year we established 
a scholarship in her name at the University of New South Wales 
[http://www.law.unsw.edu.au/alumni-community/giving-unsw-
law/ngoc-tram-nguyen-scholarship] 

Were there any key people or events that led you to 
the work you do now?

I really think the key event was working in a community where 
people were dying because they had to share syringes and 
thinking this isn’t rocket science - if we give people clean needles 
they will use them - this just doesn’t have to happen. And when I 
returned to Australia I really didn’t think public health was going 

to be an issue but it was a huge issue!  I was shocked  by what 
I saw in Cabramatta – people living as well as injecting on the 
streets and in abandoned houses.  This certainly shaped the public 
health focus of my work. While my research has continued to 
focus on preventing infectious disease in vulnerable populations, 
over the last decade I have moved away from ethnographic 
research to more epidemiological and clinical research, including 
randomised controlled trials and, very dear to my heart, our 
program of hepatitis C vaccine preparedness studies.  As for key 
people – there have been many but I would have to acknowledge 
Professor Ian Webster, Dr Ingrid van Beek, and the late Ngoc Tram 
Nguyen as inspirational.

What are current priorities for BBV prevention  
and injecting drug use?

Obviously hepatitis C is a huge problem. However, we have some 
evidence to suggest that both the pool of prevalent infections 
and the rate of new infections is going down and I think there is 
a real opportunity here to strike while the iron’s hot. We could 
accelerate this downward trend by making sure that NSP coverage 
is high and optimal and that PWID living with HCV have access to 
new and very effective antiviral treatments such as telepravir and 
bocepravir. We can use the fact that we’re not in the middle of 
an epidemic or a crisis to ensure that we have appropriate policy, 
programs and preventative structures in place. 

Another priority is the ageing population of PWID in Australia.  
The health needs of this group are complex with many of 
the same issues as any older people, such as diabetes and 
cardiovascular disease, as well as things like chronic hepatitis C 
and B infection. We currently know very little about this group  
and how to best meet their needs. 

Also very important and personal priorities for me are a safe and 
effective vaccine for hepatitis C and a world in which people who 
inject drugs are no longer stigmatised and discriminated against.

   In Phnom Penh we have been running a cohort study of young female sex workers aged 
between 16 and 29, looking at the incidence of HIV and other STIs. One in four young 
women tested HIV positive at baseline so we are talking about a very vulnerable group.
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“In the early days of our NSP, it was useful to 
collect data to demonstrate service use,” said 
Lisa Taggert, who oversees the needle and syringe 
program in the small country town of Robinvale. 

“I had invested a considerable amount of time 
into the set-up process, so the ability to justify 
time invested against service use – including 
an increasing trend of use by consumers 
– was useful when providing feedback to 
management,” Lisa told the Bulletin.

“Since commencing the service in February 
2009, when we gave out just five syringes, our 
distribution numbers have steadily increased, 
with both January and February 2012 being 
record months.”

Lisa and her team are proud that in February 
their numbers hit 280, which, although only 
a drop in the bucket in the state or national 
contexts, underlines the part they’re playing in 
hepatitis and HIV prevention. In the first three 
months of 2012, 450 condoms were also given 
out. Lisa said: “it doesn’t sound like much if 
you’re from the city, but in a little town like ours 
it’s a good sign. We’re even starting to offer up 
dental dams, which will no doubt be a bit of a 
talking point around town.

“Based on our stats, I guess we could argue 
two ways with the increase in service use. 
Either our community has an increasing level 
of injecting drug use, or trust in the service has 
established to a point where more consumers 
are comfortable accessing equipment locally 
and are not obtaining their equipment from out 
of town.”

Closer study of the monthly stats allows Lisa to 
see patterns that seem to reflect the transient 
nature of the part of the workforce that moves 
in and out of the area, depending on the fruit 
and almond picking seasons.

“I can also see that in most of the big months, 
such as in July and August last year, there were a 
few transactions where someone has picked up 
quite a lot. One transaction was 60.

“I’d say that this shows that some people are 
collecting equipment for other people, which is 
great because no doubt there’ll be some people 
who are too busy, too shy or live too far away to 
come in here themselves.”

Minimum Data Sets
Each state and territory jurisdiction has its own 
systems and formats for data collection and 
usage. This makes comparison between and 
with jurisdictions close to impossible, which has 
prompted calls for development of a “national 
minimum data set”, as outlined in the National 
NSP Strategic Framework, which notes that:

“The development of national standards for 
NSPs would ensure consistent quality of service 
provision across all services, regardless of service 
type, modality, location or time of day. There 
are currently no such national benchmarks or 
processes in place.” 

However, little progress has been made toward 
the formation of a national minimum data set 
(MDS) as yet. 

Queensland sets the pace in terms of data 
analysis, having established a type of MDS that 
has been analysed and published annually since 
2006. Most services write the stats down on paper 
and then enter them into spreadsheets later.

There are a total of 17 items or data elements 
in the MDS. Only a subset of these is collected 
on most occasions of service, depending on 
the client’s injection equipment requirements 
and whether any interventions and referrals are 
provided.

The data elements can be divided into three 
groups: a) client data; b) equipment data; c) 
interventions data. These consist of:

Client data (six elements)

 › Date of NSP occasion of service
 › Sex
 › Postcode
 › Age
 › Drug to be injected
 › Indigenous status

Equipment data (six elements)

 › Needles and syringes issued
 › 3ml barrels issued
 › 5ml barrels issued
 › 10ml barrels issued
 › 20ml barrels issued
 › Butterflies issued

Interventions data (five elements)

 › NSP interventions provided
 › Referral destination
 › Referral location
 › Referral type
 › Time spent

Twenty-three NSP sites participate in the MDS 
collection, accounting for close to 90 per cent of 
the State’s distribution.

Robert Kemp, Harm Reduction Manager for 
Queensland Health, said that analysing data 
(which is then published online) enabled 
comparisons to be made within the State. 

“We are able to look at patterns of drug use, 
and which services are seeing certain types. The 
whole issue of steroids – we are able to kind 
of map where steroids are being used quite 
carefully. Or mapping the use of prescription 
drugs, which, once you get out into the regional 
areas, becomes 100 per cent of the opiate drug 
used,” Mr Kemp said.

Mr Kemp added that the analysis also enabled 
his team to see where indigenous injectors were 
accessing services. He notes that indigenous 
IDUs access services in some areas far more 
than in others.

“At the local level, people are able to look at 
their own data, able to develop local reports, 
which, in terms of our own internal reporting 
mechanism, is a very useful thing,” he said.

Mr Kemp believes that the national NSP 
system would need to have more consistent 
data collection and analysis if there were shifts 
toward “activity-based funding”, which was 
beginning to be seen in other sectors.

“And this is an area that lends itself well to 
activity-based funding. Not only have you got 
the base number of needles and syringes going 
out (and this is where the data collection comes 
into it), you should also be collecting data on 
things such as interventions and referrals. And it’s 
probably going to be around those kinds of issues 
that they are going to be looking for,” he said.

Victoria has an electronic data entry system for 
its large primary sites but still relies on old-
fashioned hard copy stats sheets for its network 
of unfunded secondary services that now 
account for more than half the throughput.

Too many questions?
Healthworks in Footscray is one of the major 
sites. Staff member Nicole Hallahan  makes the 
interesting point that data collection shouldn’t 
go overboard because it can interfere with client 
interactions, particularly amongst regular clients.

“We decided a couple of years ago we 
considered people having access [to clean 
needles] without being inundated with a million 
questions was more important than gathering 
data around whether it’s an age group five or six, 
or the tweaking of the numbers, so to speak.

“So we record every NSP contact, but we don’t 
necessarily ask those questions of everyone 
who comes in the door. We know the regulars, 
and we have a high-street-based market here so 
there are people who are in and out maybe two, 
three, four or even five times a day and may not 
see the same person on the NSP each time. They 
can get a bit jacked off if they get asked the 
same questions three or four times a day.”

Nicole added that Healthworks pull their own 
weekly and monthly reports to analyse trends.

“There has been a lot of police crackdown in 
Footscray over the last 18 months or so. So we 
can see that has had a bit of an impact on our 
service delivery. It has pushed out the street 
drug market a little bit from the CBD to the 
surrounding areas. We can look at data and 

decide things like ‘we are not getting as many 
people into the NSP program’.

“By looking at the data we can decide to do 
such things such as more concentrated outreach 
to take the service out to people because we 
know some people are not going to run the risk 
of coming down to us sometimes… in that the 
police could pick them up on the way down. 
If we can take the service to them, we know 
they are still getting sterile equipment without 
putting themselves at risk of police interaction.”

Healthworks includes data collection in most 
of its health promotion campaigns. Nicole gave 
the example of a vein-care campaign, which was 
preceded by a survey.

“We had a little diagram and [asked] clients 
to pinpoint on the diagram where they were 
injecting 12 months ago and currently. We got 
them to rate their injecting techniques and the 
quality of their veins.

“What came out of that was that people were 
rating their injecting techniques as quite good, but 
the quality of their veins as quite poor. And also 
from the diagrams we could see that people had 
been moving to more risky injection sites over the 
12-month period, although they were still rating 
their injecting techniques as quite good.

“That gave information that although people 
were thinking their injecting is pretty good, 
there is something going on that is causing 
some pretty bad veins within a 12-month 
period. So that led us to think of a more 
comprehensive campaign for next time, about 
what we can do to help people keep their 
veins in a better condition, including looking at 
people’s injecting techniques.”

Her recommendation to staff who wonder why 
the heck stats should be kept, and what use 
they are, is: “It’s long-term sort of stuff. Although 
month-to-month it may seem like a big ask, and, 
you know, ‘you’re doing this for no real reason’; 
but if you do collect that data for a period of 
time, you can go back and look at things like 
trends [such as] whether police operations do 
actually make a difference [and] whether things 
return to what they were previous to a police 
operation over a period of time. Whereas if you 
haven’t got that on-going data, it’s really hard to 
do that.”

Collecting, collating and analysing needle and 
syringe program transaction data is a time-
consuming process, but it’s at the heart of the 
evidence base and on-going program improvement.
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NsP guidelines laid out by state and territory health departments 
universally stress the importance of allowing NsP clients to 
remain anonymous. But first time and even repeat clients  
cannot be expected to be aware of such considerations.

Warren (Woz), a user since the ’70s, recalls his worries about 
visiting an NSP for the first time. 

“I’ve never been too sure about ‘do-gooder’ types at these places. 
Like, you’re not sure whether they’re going to grab you and try 
and make you see a counsellor who really doesn’t understand.”

Woz has managed to hold down an office job through thick and 
thin and fears what being exposed as an injecting drug user could 
cost him.   

“I’m thinking maybe the cops are snooping about looking for an 
easy pinch. Or maybe someone there is collecting information for 
them. I’d possibly lose my job if I got a conviction.”

Overcoming users’ initial suspicions and gaining trust is vital for 
a successful NSP, says Greg Perry from Biala City Community 
Health Centre, in central Brisbane’s Roma Street.

“You want to stop [clients] a little and ask them about their usage, 
but fast is best. Otherwise you spook them and they’ll never come 
back. We’d like to engage them around health and offer other 
services, but clients have to be set at ease.”

Biala NSP, Queensland
Biala’s NSP serves about 65,000 visitors a year, and making 
program users feel welcome is essential, said Mr Perry.

“We used to get left-over baked goods from a bakery and leave 
them out. Loaves of bread and stuff like fresh fruit is always good. 
As is making water available. It sends a subliminal message that 
we’re interested in health and eating well.”

Although Biala benefits from its city-centre location and being 
opposite the Roma Street rail station and bus transit centre, it is 
significantly handicapped by the fact that it sits right next door to 
the Queensland Police headquarters and City Watch house. 

Mr Perry says he has heard many users are intimidated by police 
being so close. 

“But we were here first and they came and set up right next door,” 
he says.

On a Friday afternoon visit to Brisbane, it was easy to see why 
drug users might be wary, with police divvy vans regularly driving 
past the busy backstreet entrance to the NSP. 

Mr Perry said some NSP regulars overcome the obstacle of the 
police presence by collecting equipment for other people who 
were nervous about attending themselves.

Government planners’ attempts to protect NSP staff might 
actually have driven users away. Anxious over staff safety, the 
Health Department pushed for counter-to-ceiling glass screens to 
be built into the NSP service area.

However, said Mr Perry, the installation of such screens was 
successfully headed off and his team were allowed to accept a 
compromise in the form of a higher counter to block jumpers. 
While he has no argument with safety measures, he could recall 
only two incidents. In one, a frustrated health centre client threw 
a computer screen to the ground; in the other, an NSP visitor 
vomited into a keyboard.

“I did feel sorry for the person who had to clean that up,” he said.

As Biala operates 24/7, the NSP doors are locked overnight and 
customers are served through a panel in a window at the side 

of the counter. Even that could give the wrong impression, says 
Paul Dessauer from the Western Australian Substance Users 
Association Inc (WASUA).

“You obviously want to have a desk or some physical barrier 
between you and your client. But you don’t want it to look like 
a barrier. I’ve been to NSPs that are run through public hospitals, 
and they basically have a big glass bulletproof wall with a stainless 
steel door with a slot in it that they slide the equipment through. 
That sort of design basically guarantees you’re going to have 
people getting upset and confrontational with you.

“It implies you think the people are dirty and a threat to you in 
some way.”

Mr Dessauer highlighted another big factor in determining 
whether clients felt welcome or were driven away.

“The number-one thing is the attitude of the staff. The staff need 
to be non-judgmental and they need to be well informed. They 
need to be credible.”

He commented that in 12 years working at NSPs he had never 
had a serious problem with a client.

Police presence
The inner-city North Richmond Community Health Centre 
(NRCHC) opened its new site last September. The area is long 
associated with injecting drug use.

Staff are concerned that the nearly-constant police presence in 
the neighbourhood could discourage clients. Police are aware 
that guidelines expect them to respect NSP clients’ privacy and 
not stop and search people without good reason. But anecdotal 
evidence suggests that adherence to those guidelines is not 
always a priority.

Nestled among public housing high-rises towers, the centre is a 
block away from the “Little Saigon” Victoria Street strip, where a 
street drug market operates. The bright green façade and modern, 
flowing lines of the health facility give an eye-catching contrast 
to the functional, ’60s-era concrete tower blocks that form a 
backdrop. 

The NSP has its own separate entry where clients are buzzed into 
a light-filled, welcoming space with a counter and service area 
running in front of them from wall to wall. Armchairs allow them 
to sit and relax, which is important according to staff.

Off to one side are counselling rooms where clients can speak 
to staff in private. Safety concerns about out-of-control clients 
prompted planners to ensure the NSP working area was visible to 
all in a large office normally occupied by other health centre staff. 
A duress alarm is also fitted to the underside of the counter.

However incidents are very rare, with NSP clients being almost 
uniformly respectful and appreciative.

1000 clients a week 
The 24-hour NSP in St Kilda’s Grey Street sex-work zone lacks 
the luxury of armchairs. One of Australia’s busiest NSPs, it sees 
about 1000 clients a week and last year distributed more than a 
million needles and syringes. It operates as part of a large complex 
offering a wide range of services to St Kilda’s street people, 
transients and other disadvantaged people.

Manager Paul Bourke says client problems are rare despite the 
NSP being in an “entertainment precinct”. 

On the day the Bulletin visited, it was obvious from the large 
number of people moving around and relaxing outside that the 
Salvos’ efforts are appreciated.   

The NSP is a compact, no-nonsense space. It has a well-stocked 
office whose size leaves little room to move with four people 
inside. The client area is even smaller – almost a corner – with 
room for only about three people. The worker hands syringe packs 
out across a counter which has a thick glass screen extending 
down from the ceiling to about 30cm above the countertop.

The entire space is surrounded by glass so, although it is light-
filled, the ambience is somewhat ‘institutional’. Despite the severe 
appearance, a steady traffic of people picking up equipment makes 
it obvious that locals are not deterred by the lack of creature 
comforts. Indeed, Mr Bourke says he has had no negative feedback 
from clients about the NSPs compact and businesslike nature.

“We don’t have any drop-in space, but there are quite a few drop-
in spaces around St Kilda. Most people don’t seem to be up for a 
chat – they just want to collect their equipment and get out.”

Nevertheless, he continues, NSP staff are trained to help if a client 
asks what other services are available.

“We do have a lot of health-related inquiries. We’ve always 
trained our staff to be led by the client. There isn’t much point 
pushing them.

“It’s no good talking to people who aren’t ready to talk. The door 
has to be opened by the client.”

Caroline, who has used NSPs in more than one state and has 
also worked in them, said that as a client she was uncomfortable 
about some aspects of interior layouts. She said high counters 
and screens formed a barrier between workers and clients, which 
could imply that clients weren’t considered trustworthy.

“The counters, when they’re high, make the assumption I’m going 
to be threatening or rob them. I can think of a couple of NSPs 
[where] they’ve created an environment [where] there’s that fear 
the moment you walk in. I’m over it.”

She said that ideally clients would be able to collect their own 
equipment.

“If it was an inviting place and you felt trusted and maybe you 
could get your own equipment. There’s a sense of trust. I’ve no 
problem going to those places.”

However Caroline dislikes combining filling out statistics forms 
with clumsy attempts to make conversation. 

“It has been said that we need the data. Well, workers can 
establish a relationship with a client in other ways.”

Staff attitudes key to good service
The Department of Health in its Western Australia Needle and 
Syringe Program Review found that a lack of privacy, restricted 
hours of operation and unhelpful staff attitudes can compromise 
the effectiveness of NSPs. 

Louise Grant, who manages the Western Australian Substance 
Users Association Inc (WASUA), says that having well-informed 
and trained people working at NSPs is essential.

“Confidentiality and harm reduction come first, but NSP staff 
have to know what they’re talking about.”

WASUA has set up a mobile outreach service in Bunbury, south 
of Perth, and found that knowledge gaps among staff had 
discouraged users.

“One of the clients said to the Coordinator that they used to feel 
uncomfortable towards the [mobile outreach] van because of this.

“A worker who’s done a range of things will engage [with NSP 
clients] on a very casual level and won’t make judgments,” added 
Ms Grant.

Merri Community Health Service runs a secondary NSP as part of 
an extensive range of services. Its manager, Bernadette Mulcahy, 
says it operates from the centre’s reception desk  and clients are 
sometimes offered fresh fruit to encourage them to stop and 
talk. Staff found that when clients took something to eat they 
might pause long enough to mention that they’d like to speak to 
someone, for example a nurse. Surveys found that reception staff 
were happy when the fruit was introduced as they saw it as doing 
something “good”.

Sending a health message while distributing syringe packs is 
important for pharmacy NSPs, says pharmacist Angelo Pricolo, 
whose Tambassis Pharmacy is also a pharmacotherapy dispensary. 
Pharmacotherapy and NSP clients are served at one end of the 
pharmacy’s three-metre-wide counter.

“I try and include some sort of leaflet taped to the pack, just a 
simple educational message,” Mr Pricolo told the Bulletin.

If a client seems approachable, he will also try and ask basic 
questions about what and how they are using.

“But it has to be non-judgmental. And fast. Fast is good if you 
want to break down barriers and make them feel comfortable 
about coming back, and maybe discussing things further.”

Counter fitout and  
body language matter
Anxiety and the risk of being exposed 
pervade the core activities in injecting 
drug users’ lives – scoring and using.  
So breaking down barriers such as fear 
and mistrust is essential for everyone 
who is serious about making their 
lives safer. 
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It has prompted some Australian drug sector 
specialists and community leaders to weigh 
up what Australia may do to extend a helping 
hand. The increase was reported by the 
European Monitoring Centre for Drugs  
and Drug Addiction (EMCDDA).

Associate Professor Nick Lintzeris of the 
University of Sydney said Australia could 
contribute to education, training and workforce 
development in the Greek alcohol and drug 
sector.

“What Australia can be doing is that back-room 
stuff – the guidelines. All the quality stuff that 
wraps around and allows your clinical care 
to run well. There’s no point in shipping over 
loads of clean needles: none of that’s going to 
happen,” he said.

The alarm was sounded after the EMCDDA 
posted figures for recent HIV infections in 
Greece. The report said that, between 2006 and 
2010, the number of new infections in Greece 
had varied between nine and 16 a year.

During the first 10 months of 2011, there  
were 190 new cases among drug users.

In terms of taking remedial action, the 
Monitoring Centre recommended making 
pharmacotherapy and needle and syringe 
programs more accessible. In Athens, people 

have had to wait three to four years to get  
on the pharmacotherapy program. 

The head of Médecins Sans Frontières (MSF) 
Greece, Reveka Papadopoulos, blamed cuts 
to health services and needle and syringe 
programs for the HIV infection surge. She said 

a 40 per cent reduction in funding for hospitals 
is stretching Greek social services to breaking 
point.

While some commentators have blamed 
immigrants or prostitutes for the fresh 
infections, others have suggested poverty  
is driving drug users to take extreme  
measures themselves.

Dr Marios Lazanas, President of the National 
Research and HIV Prevention Centre, told 
Australian Greek community newspaper Neos 
Kosmos that HIV-infected people were eligible 
for a monthly pension of 700 euros, and that 

at least some of the new infections could be 
amongst people who took the risk of sharing 
needles because, if infected, they would at least 
get the welfare payments.

Professor Lintzeris commented that the 
possibility that people were deliberately 

becoming infected could not be discounted. 
“Where there’s huge unemployment it could 
well be like you’re more likely to get a pension, 
and once it didn’t matter much – but now it 
matters a lot.

“So it’s complicated. It’s not as simple a case as 
they’ve shut down a few NSPs. There’s no doubt, 
they’ve cut back on services and that is going to 
have an impact.

“It also may be that many HIV-positive people 
were previously not counted because of the 
fear of bringing the family into disgrace. In 
Greek culture the family network is very, very 

important and things like the family name, 
shame and honour are very important as 
well. So it may well be that you’ve had HIV-
positive people who were not identified to the 
government. 

“Yes, the government has cut services; yes, 
there’s been an explosion in HIV; but there are 
so many variables in between. For example, 
most Greek injecting drug users probably 
weren’t accessing services to begin with. It’s 
hard to nail exactly what’s been going on 
without local knowledge.

“We’re talking about relatively small numbers 
[of intravenous drug users]. We’re talking about 
a handful of cases, and any movement there will 
make it look like there’s been an explosion.”

Meanwhile, the Greek government has 
responded by announcing it will ramp up 
distribution of condoms and clean syringes. 
Deputy Health Minister Michalis Timosidis said 
the Greek Organisation Against Drugs (OKANA) 
and volunteer groups will distribute 30,000 
condoms and 10,000 syringes as part of a 
scheme to be initially launched in Athens.

Professor Lintzeris concluded that Australians 
should never think that something similar could 
not happen here.

“That’s the take-home message: that [it could], 
even in countries that consider themselves first 
world and they think they’ve got established 
treatments and established harm reduction 
services.

“It doesn’t take much for things to fall apart. All 
those things could happen in Australia. We could 
easily lose our needle and syringe programs, and 
who would shed a tear?”

Greeks out of works
HIV rates among injecting drug users in Greece have 
surged dramatically, with the number of infected users 
in Athens soaring by 1250 per cent last year.

HIV
EXPLOSION

   The head of Médecins Sans Frontières (MSF) Greece, Reveka 
Papadopoulos, blamed cuts to health services and needle and 
syringe programs for the HIV infection surge. She said a 40 per 
cent reduction in funding for hospitals is stretching Greek social 
services to breaking point.


