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It’s been a big few weeks in federal politics – not only at 
home in Australia, where our government has committed 
Budget funding to harm reduction measures, but also at 
the highest level of decision-making in the United States.

On April 21, the US administration of President Joe Biden 
submitted to Congress its first National Drug Control 
Strategy, focusing on two main pillars: addressing 
untreated addiction and addressing drug trafficking.

In unveiling its roadmap on drug policy, the White House 
team drew attention to the 106,854 people who lose their 
lives to overdose in the US in the 12 months to November 
last year.

The Director of the White House Office of National 
Drug Control Policy, Dr Rahul Gupta, told reporters the 
government would prioritise harm reduction, access to 
substance use disorder treatment and disruption of drug 
trafficking organisations, in combination with ramping up 
data collection related to drug policy.

Dr Gupta said: “President Biden’s inaugural National Drug 
Control Strategy… recognises that this is not a ‘red state’ 
issue or a ‘blue state’ issue – this is an American issue.”

It is the first time harm reduction has been included as  
a key pillar.

This shift in thinking by policy makers is massive. In recent 
times, just mentioning the term “harm reduction” was 
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enough to cause an organisation or project to be refused 
access to government, let alone funding.

Harm reduction has been a false-flag operation  
for drug war zealots for decades. It has frequently  
been mischaracterised as glorifying drug use and 
corrupting children.

The spread of illicit drug use problems around the globe 
has happened under the law enforcement- or interdiction-
centred approach and harm reduction has most often been 
excluded or provided only token support. Even so, it has 
still been pilloried and blamed for drug use problems.

The curious collection of countries objecting to harm 
reduction at the United Nations often included Russia, 
Saudi Arabia, China and the US. The US is now slowly 
but perceptibly decoupling from the most tyrannical 
tendencies of the drug war.

It’s too late for the many who have lost decades 
incarcerated for drug crimes and for the millions of  
lives lost, but it does give hope that, as the optimist’s 
old cliché purports, the arc of history is long but it bends 
toward justice.

John Ryan 
CEO, Penington Institute
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Recent research from the US 
highlights the growing prevalence 
of a specific phenomenon in 
relationships where one party – 
usually a woman – is receiving opioid 
agonist treatment or opioid pain 
relief. When domestic violence is 
used, there are increasing incidents 
of the other party exerting coercive 
control over their partner in order to 
misuse that person’s opioid treatment. 
Often this consists of the perpetrator 
using threats or actual domestic 
or family violence to coerce their 
partner to gain prescriptions for the 
perpetrator’s own personal misuse 
or to enable that medication to be 
diverted onto the illegal market.

Coercive control refers to a pattern 
of abuse in which autonomy and 
independence are stripped from the 
victim-survivor. Such abuse is often 
seen within intimate relationships 
and is a form of domestic abuse – and 
it’s on its way to becoming a crime in 
every state of Australia.

Associate Professor Yvonne Bonomo, 
Physician in Addiction Medicine and 
Adolescent Medicine at Melbourne 
University, feels passionately about 
bringing awareness of this form of 
coercive control to the forefront 
of clinicians’ minds so that it can 
be taken into consideration when 
conducting assessments and 
providing opioid agonist treatment 
or opioid pain relief to women or 
vulnerable people.

“The phenomenon of substance use 
being part of a relationship – that 
dynamic of a relationship – has been 
longstanding,” Yvonne says.

STANDOVER 
TACTICS:
HOW TREATMENT  
CAN BE HIJACKED BY  
COERCIVE CONTROL

THE PHENOMENON OF 
SUBSTANCE USE BEING PART 
OF A RELATIONSHIP – THAT 
DYNAMIC OF A RELATIONSHIP – 
HAS BEEN LONGSTANDING.
– Associate Professor Yvonne Bonomo
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“It happens for substances other 
than opioids, too, but I think it’s really 
because of the opioid crisis in the US 
that it’s being discussed more, and we 
see it in our clinical practice working 
with women here in Australia.

“It’s hard to know to what extent [it 
occurs in Australia] as we don’t really 
have much data, but it’s important 
for clinicians to be aware so that 
they can explore the nature of the 
relationship and the nature of the 
use of the opioids. Whether it’s 
prescription opioids for pain or opioid 
agonist treatment for opioid use 
disorder, that’s an opportunity to talk 
with the woman about what’s going 
on in her life and help her address 
the problem.”

Restrictive behaviour

However, domestic violence can affect 
the lives of people who use opioids 
and directly intersect with their 
treatment and use in more general 
ways, too.

The National Centre on Domestic 
Violence, Trauma & Mental Health’s 
2019 Saving Lives Report outlines 
how coercive control and intimate-
partner violence in relationships 
where one party is using opioids can 
also encompass a partner restricting 
the other’s access to substance use 
disorder treatment.

This could be either an obvious 
restriction of a person's access 
to treatment, or having a partner 
misuse that person’s opioid agonist 
treatment and thus prevent them 
using the medication as intended.

Furthermore, the report outlines how 
the stress of leaving a domestically 
violent relationship increases the 
risk that a person will consume 
opioids to alleviate some of the 
distress, creating a cycle in which the 
relationship indirectly exacerbates 
the substance misuse.

Watch for warning signs

Yvonne says that assessing whether 
 a person receiving this treatment  
is being subjected to coercive control 
comes down to enquiring gently  
and carefully considering red flags – 
much like general domestic violence 
inquiry and assessment.

“Never go straight in asking about 
how the opioids are being used –  
that will result in a shut-down 
instantly,” she says.

“As clinicians, however, we need to 
have a low threshold for exploring 
the nature of the relationship but not 
in a direct way. It’s about asking how 
the relationship is.

“Does the woman feel safe?  
Are there frequent quarrels or 
arguments, especially about the 
opioids? Is she sometimes asked to 
do things or take things she doesn’t 
want to take? Is she pushed to attend 
doctors for prescriptions?

“Or, indeed, is it the opposite: that 
she’s prevented from accessing 
treatment until she’s really unwell, 
then taken either to the emergency 
department or a health professional 
for an urgent appointment?

“There can be many different ways 
the woman might be manipulated 
into asking for or needing treatment. 
As you get to know the woman it 
becomes easier to ask the relevant 
questions without seeming overly 
intrusive and to explore her situation 
further – it’s not usually something 
you can do at the first consultation.

“Also, watch the body language. 
Observe whether the partner comes 
with her to the appointment; watch 
their behaviour if they do attend. 

Gender matters

The gendered language used 
in both healthcare and the 
media when speaking about 
identifying and disentangling 
domestic violence illustrates  
the intersection between 
domestic violence and gender.

The large majority of people 
experiencing domestic 
violence and coercive control 
are women.

People with predisposing 
vulnerabilities such as 
disabilities and chronic 
illnesses, or belonging to 
minority groups such as the 
LGBTIQ+ community, also have 
higher risks of experiencing 
domestic violence.

Understanding the power 
dynamics that lead to such 
cohorts being more likely to 
be subject to intimate-partner 
violence means clinicians 
can become more skilled at 
identifying who needs help.
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"Sometimes you want to see the 
woman by herself and it becomes 
pretty clear that’s she’s too frightened 
to see you on her own or indeed 
that the partner will insist on being 
present. These may all be signs that 
start to build the picture as you get 
to know the woman that raise red 
flags and make you think that maybe 
there’s something more going on here.

“Once you have engagement in a 
therapeutic relationship you can 
start to ask more direct questions 
and explain to them that sometimes 
women are made to do things or 
ask for things that they wouldn’t 
normally ask for and enquire if that is 
happening to them.

YOU HAVE TO BE QUITE CAREFUL 
WHEN YOU’RE WORKING WITH 
A WOMAN TO ASK THE RIGHT 
QUESTIONS AND TO GENTLY 
UNDERSTAND THE NATURE 
OF THE RELATIONSHIP AND 
UNDERSTAND IF THEY’RE USING 
THE MEDICATION AS A RESULT 
OF A FORM OF CONTROL.
– Associate Professor  

Yvonne Bonomo

SOMETIMES WOMEN WON’T 
REALISE THIS IS WHAT’S 
HAPPENING. THEY’RE IN A 
SITUATION WHERE THEY’RE NOT 
USED TO BEING ASSERTIVE – 
THERE’S A BIG POWER IMBALANCE 
AND THEY’RE IN A STATE OF 
ANXIETY AND HYPERVIGILANCE, 
WORRYING ABOUT DAY-TO-DAY 
SURVIVAL, AND THEY’RE NOT 
REALLY IN A POSITION TO BE ABLE 
TO STAND BACK AND PROCESS 
WHAT’S HAPPENING TO THEM AND 
WHERE THEIR LIFE IS GOING.’
– Associate Professor  

Yvonne Bonomo

“It does, however, take time to engage 
the woman and get her trust and 
then to let her know there are ways 
she can get help and she doesn’t 
have to do what she’s being made to 
do, bearing in mind that that doesn’t 
mean she’s going to accept that 
advice straight away. It’s a very big 
thing for a woman to make a decision 
to change her situation. Even knowing 
how to start can be overwhelming so 
one has to approach things in a very 
circumspect and patient manner.”

Clinician’s awareness  
critically important

Yvonne says the nuances of coercive 
control mean the clinician’s 
awareness and line of questioning is 
most important in helping a survivor 
identify violence when perhaps they 
themselves have not recognised 
the context as being abusive – 
which is commonplace for people 
experiencing domestic violence.

“There can be a power dynamic 
between a woman and their partner 
when it comes to getting treatment,” 
she says. “They’re coming to treatment 
allegedly for themselves but then 
that power dynamic is coming into 
play and the treatment might be 
being used by the partner or the 
woman might be asking for a higher 
dose and that’s because she’s sharing 
it with the partner.  

"You have to be quite careful when 
you’re working with a woman to 
ask the right questions and to 
gently understand the nature of 
the relationship and understand if 
they’re using the medication as a 
result of a form of control.

“Sometimes women won’t realise 
this is what’s happening. They’re in 
a situation where they’re not used 
to being assertive – there’s a big 
power imbalance and they’re in a 
state of anxiety and hypervigilance, 
worrying about day-to-day survival, 
and they’re not really in a position 
to be able to stand back and process 
what’s happening to them and 
where their life is going.

“Without talking it through with a 
health professional or other trusted 
person, it may not become apparent 
that there’s more going on and that 
maybe they could get some help to 
navigate that challenge.”

Julia Banks
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Australia’s use of pharmacotherapy to 
treat opioid dependence is keeping 
pace with population growth but has 
not increased in real terms in the past 
decade, despite the release of new 
drug formulations.

According to the latest National 
Opioid Pharmacotherapy Statistics 
Annual Data (NOPSAD) report, on 
a snapshot day in June last year, 
47,563 people were receiving 
pharmacotherapy in seven states 
and territories at a rate of 23 clients 
per 10,000 residents. (Data for 
Queensland were not available at the 
time so have been excluded.) This  
has remained relatively stable since 
2011, sitting generally at either  
20 or 21 per 10,000 and skewed 
slightly in 2021 by the lack of 
Queensland’s figures.

STANDING FIRM:
PHARMACOTHERAPY USE 
STABLE AS CLIENTS AGE

The highest ratio of recipients in 
June was 30/10,000 in NSW (where 
long-acting injectable buprenorphine, 
or LAIB, has been introduced to 
correctional facilities), with the lowest 
in the Northern Territory at 7/10,000.

Ageing cohort

One thing that has changed 
noticeably since 2011, however, is the 
age of pharmacotherapy clients: in 
2021 the mean age was 44 years – up 
from 38 ten years earlier. The single 
biggest share in 2021 was in the 
40–49-year age-group (36 per cent, 
or 16,963 clients), followed by 30–39 
years (24 per cent or 11,479) and 
50–59 years (22 per cent or 10,276).

At the same time, the proportion of 
younger clients has fallen, from 15 
per cent among under-30s and 40 
per cent in the 30–39-year bracket 
in 2011 to 8 per cent and 24 per cent 
respectively last year.

“[This] continues the trend 
of an ageing cohort in opioid 
pharmacotherapy treatment,” the new 
edition of the NOPSAD report states. 
This may be due to:

 — methadone having been available 
for more than 40 years in Australia

 — pharmacotherapy reducing the  
risk of premature death, enabling 
some clients to remain in 
treatment for decades

 — clients seeking treatment for the 
first time at an older age

 — declining use of heroin since the 
early 2000s

 — the ageing of Australia’s population 
across the board.
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Among these older Australians, 
methadone was the treatment of 
choice in 2021 – more than three in 
four clients (77 per cent) aged 60 or 
over received methadone, compared 
to only 42 per cent of clients 
under 30 (among whom one of the 
buprenorphine-based medicines was 
more prevalent).

Demographic differences

More than two in three clients  
(68 per cent or 32,576) are men –  
a pattern that's consistent across the 
four treatment types: methadone, 
buprenorphine, buprenorphine-
naloxone and LAIB.

Aboriginal and Torres Strait 
Islander (ATSI) people are receiving 
pharmacotherapy at a significantly 
higher rate than non-Indigenous 
people – 90 clients per 10,000 ATSI 
Australians. The ratio is highest in 
Victoria (159/10,000) and lowest in 
the NT (6/10,000).

While methadone remains the most 
common treatment within this group, 
its use declined from 67 per cent 
of clients in 2016 to 48 per cent in 
2021; buprenorphine almost doubled 
in this period from 22 per cent to  
43 per cent.

Treatment choices

Methadone is still the most commonly 
prescribed pharmacotherapy drug in 
most jurisdictions – the Australian 
Capital Territory and Victoria lead 
the way with 67 per cent and 63 per 
cent of clients receiving methadone, 
respectively. However, its use has 
dropped from 69 per cent nationally 
in 2011 to 58 per cent last June.

The buprenorphine-naloxone 
combination is the top choice in 
Tasmania (39 per cent) and the NT  
(37 per cent).

LAIB was reported for the first time 
in 2020, when it was dispensed to 
2.4 per cent of pharmacotherapy 
clients, and showed substantial 
growth – to 3.4 per cent – in 2021. 
This figure likely understates LAIB 
uptake, as NSW data do not separate 
LAIB from the broader category of 
buprenorphine.

Across the seven states and territories, 
44 per cent of people cited heroin as 
their opioid drug of dependence, with 
oxycodone the next-highest at 4.7 per 
cent. Twelve months earlier, heroin 
had been the primary drug for only  
37 per cent.

Infrastructure profile

Across the decade, the percentage of 
prescribers working with methadone 
alone decreased, and by 2021 
only roughly one in seven was 
authorised to prescribe just a single 
pharmacotherapy drug type.

On the snapshot day in June, 83 
per cent of prescribers in the seven 
participating jurisdictions were in the 
private sector (that is, in organisations 
that were not part of government or 
were not government-controlled).

About nine in 10 pharmacotherapy 
dosing point sites are in pharmacies. 
On any given day, each site receives, 
on average, 19 clients – up from 17  
in 2020.

The report concludes with positive 
news for both workers and clients 
outside the major metropolitan 
zones: “Since 2014, rates of dosing 
point sites per 100,000 population 
have increased in all remoteness 
areas. The largest increases have 
occurred in ‘outer regional’ [such as 
Cairns and Darwin], ‘remote’ [such as 
Katherine and Mount Isa] and ‘very 
remote’ [such as Tennant Creek and 
Meekatharra] areas.”
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BUDGET BENEFIT: 
HARM REDUCTION AFFIRMED IN 
FEDERAL FUNDING PLAN
Overdose affects Australians of all ages, from all places, 
yet for far too long it has failed to earn recognition by  
all three tiers of government as the national health crisis 
that it is.

This year’s federal budget is a move in the right direction. 
Through its financial promises released on March 28,  
the Australian Government has pledged significant 
investment to combat this major cause of death among 
Australians aged 20–49.

Both at Penington Institute and broadly across our  
sector, this announcement of substantial funding for  
drug and alcohol treatment and support services  
has been noted with appreciation.

In particular, we welcome confirmation that access to 
overdose-reversing naloxone will be expanded nationwide 
thanks to the success of the initial Take Home Naloxone 
(THN) Pilot. As the pilot’s evaluation revealed in February, 
on average, three deaths a day have been prevented by  
the use of THN since the program was launched in 
December 2019.

From July 1 this year, THN will be rolled out in all eight 
states and territories, providing truly national help – 
without prescription and free of charge – to Australians 
who might either experience or witness an opioid-related 
overdose in the community. This is the logical next step 
and should be viewed as a gigantic feather in the caps 
of the NSP, pharmacy and other health services staff in 
New South Wales, South Australia and Western Australia 
who have contributed to the overwhelmingly positive 
operation of the THN Pilot.

The effect this decision will have on the quality of life of 
people who use opioid-based drugs, and of those around 
them, is incalculable.

We must never underestimate the psychological trauma 
caused not only to people who themselves experience 
overdose but also to those who offer assistance as first 
responders, including many of our Bulletin readers who 
work on the front line.

Opioids are by no means the only substances that 
contribute to overdose in Australia, however. A variety of 
pharmaceutical drugs – benzodiazepines, anti-depressants 
and anti-convulsants – are also being detected in 
overdose fatalities.

There is no doubt about it: overdose is a national and 
global health emergency.

Unintentional loss of life from overdose in Australia 
continues to outnumber the road toll, and Australia’s 
Annual Overdose Report 2021 shows drug-induced deaths 
as the second-leading cause of death for those aged 30 
to 39 in the 2019 calendar year, behind only suicide. For 
those 20 to 29 and 40 to 49, drug-induced deaths were 
the third-leading cause.

THN alone cannot address this.

Pleasingly, it’s not the only positive for our sector in  
this year’s budget.
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Funding has been allocated to extend projects under 
the National Ice Action Strategy, to continue initiatives 
preventing and treating blood-borne viruses, and to enable 
new investment in training for mental health workers  
who support people with both substance use and mental 
health conditions.

Specifically, this budget provides:

$170.2m over five years from 2021–22 (and $4.9m per 
year ongoing) for preventive health initiatives, including:

$31.6m over four years from 2022–23 to extend 19 drug 
and alcohol projects under the National Ice Action Strategy.

$19.6m over four years from 2022–23 (and $4.9m per year 
ongoing) to roll out a national THN program.

$30.1m over four years from 2022–23 to improve health 
outcomes through preventive and other health initiatives 
under the National Preventive Health Strategy 2021–
2030, including:

$8.6m in 2022–23 to continue initiatives preventing  
and treating blood-borne viruses and sexually 
transmissible infections.

$44.9m over four years from 2021–22 to support 
vulnerable Australians, including:

$8.5m over three years from 2022–23 to extend  
culturally appropriate programs in 16 communities  
across the Northern Territory through the Red Dust 
program, focused on social and emotional wellbeing, 
sexual health, relationships, alcohol and other drugs,  
and Foetal Spectrum Disorder.

$64.7m over five years from 2021–22 to implement 
the first stages of the 10-year mental health workforce 
strategy, including:

$1.3m over two years from 2023–24 to build the capacity 
of mental health workers to respond to people with both 
substance use and mental health conditions.

These commitments are a welcome shift in the national 
approach to harm reduction.

For people wishing to reduce their use of opioids, our 
parliamentarians must follow on from this year’s pledge by 
improving access to and affordability of pharmacotherapy 
as a treatment option in every state and territory and 
in every community, regardless of geographic or socio-
economic considerations.

And beyond making naloxone accessible to all Australians, 
the logical next steps in addressing overdose must include 
drawing greater public attention to the presence of 
non-opioid drugs in the majority of overdose deaths. The 
alarming rate of multi-substance overdose in Australia 
must be highlighted through awareness-raising and 
education. Our most recent figures show that of the 1,644 
unintentional drug overdose fatalities recorded in 2019, 
more than half involved benzodiazepines (sedatives) and 
more than one in four involved stimulants such as ice.

There is still an enormous amount of change needed in 
this space. The current allocation alone will not reverse 
trends that have been decades in the making, but it will 
at least allow a portion of this much-needed work to be 
carried out. Little by little, progress is being made.

John Ryan
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Q&A WITH DONNA GARCIA: 

HEPATITIS C:  
IT’S NOT JUST  
ABOUT INJECTING

Donna, can you tell us how you  
came to be involved with 
HepatitisWA and describe the  
work you do there?

I’m the NSP co-ordinator. I started  
at HepatitisWA as a volunteer back  
in 2017.

After losing my sister in 2014 to an 
overdose, when I went out to clean 
out her house I found some mail.  
I now know what it was but I didn’t 
back then. She was going into a trial 
for the hepatitis C tablet. I actually 
thought hep C was HIV – so, AIDS.  
I thought it was all connected.

I have nine kids and I’d been at 
home – I hadn’t been at work in a 
good 20 years. The last time I’d used 
a computer was to type up a letter; 
there was no internet. So I went and 
did a computer course, and there was 
a girl doing it with me who’d had a 
work accident. When I was telling her 
about my second sister who’d passed 
away of overdose and who’d had AIDS, 
she said “Are you sure she had AIDS? 
Because there’s no such thing as AIDS 
anymore”. I said “Yeah, yeah, yeah. It 
was hep C”.  

She said her mum worked for 
HepatitisWA and I should tell them 
my story so they could explain it  
to me.

When I rang them they said “Oh, do 
you want to come and work for us? 
Come and volunteer”. I was thinking 
“If I think like that about hep C and 
HIV, how many others of my mob 
think the same?”

I volunteered there for maybe eight 
months and then they offered me a 
placement as an NSP officer. Later I 
became the liaison officer where I’d 
go out to schools like our Aboriginal 
football programs and go to refuges – 
the domestic violence refuges, which 
I really enjoyed.

My main target was trying to get to 
the oldies. With our mob we have so 
much respect for elders that we don’t 
go and get needles in front of them, 
and they probably don’t access NSPs. 
So it was about trying to get through 
to the older people that it’s not just 
about injecting; it could be backyard 
tattoos. I tell them “Hey, you don't 
have to see the blood but you know 
it’s there”. With the oldies it’s more  

IT WAS ABOUT TRYING 
TO GET THROUGH TO THE 
OLDER PEOPLE THAT 
IT’S NOT JUST AROUND 
INJECTING; IT COULD BE 
BACKYARD TATTOOS.

Having joined HepatitisWA initially as a volunteer, Donna Garcia has since 
transitioned into full-time employment with the organisation and currently  
co-ordinates its NSP services based in Perth.

“Okay, dear, did you have a blood 
transfusion prior to 1991? Because 
there wasn’t a screen back then, you 
know. If you did, well it’s best to go 
get checked”.

With domestic violence women,  
if there’s a chance to grab them and 
say “Have you had any risks?”, then 
maybe that’s the time they can talk 
to you.

At HepWA we have an NSP that’s 
connected to a clinic, the Deen Clinic. 
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We deal a lot with street-based 
people so I’ll go with them through to 
see the nurse and then get them onto 
treatment. I’ll advocate for them so 
they can understand what’s been said 
to them, not with high-tech words. If 
they need to go to have a liver scan, 
I’ll accompany them. They don’t have 
to talk; it’s all there on paper. Then I 
bring them back to the city and set 
them on their way.

With our street-based guys, a lot think 
no-one cares about them, so their 
attitude is kind of “Why do you care 
if I’ve got hep C?” We have to gain 
their trust. Once we’ve gained that 
they’ll come around and then they’ll 
say “But if I get tablets, then they’re 
going to get stolen from me; my bag 
gets stolen all the time”. So we have 
a good connection with a chemist in 
the city that will do their daily dose. 
They go in in the morning, have their 
breakfast and go to the chemist to 
pick up their medication. We’ve told 
them we know they have barriers but 
we’re helping to get over those.  
They have other health issues and 
housing of course is their priority, but 
we also tell them “If you’re feeling 
good about yourself then that’s a foot 
in the door”.

whatever. But I saw them every day 
and they were getting to trust me 
more and more and then they’d say 
“Oi, Auntie. My mate went and had 
that treatment and he reckons he’s 
cured now". And I'd say "Yeah, I’m 
hearing a lot of people are getting 
cured now – apparently 95 per cent”. 
I’d talk with them and tell them “Look, 
I’m new to this too”. Eventually they’d 
come around.

And you know what? I’m not hearing 
much about the old treatment 
anymore; I’m hearing more and more 
about the new treatment and them 
wanting to know when they can get 
on with it.

When you’re having conversations 
about hepatitis C with your clients, 
what sort of concerns or questions 
are coming up?

The main concern for our street-based 
clients is not being able to hold the 
tablets because they’re scared they’re 
going to be stolen from them.

Also, “I don’t have that kind of money 
to pay for these tablets”. I’m saying 
“You get it on a script. You have your 
healthcare card; you can get a script”. 
Some of them aren’t even on health 
benefits – they’re just living off the 
streets – so I’ll say “Our clinic girls 
are wonderful. They’ll work their way 
through where there’s a barrier and 
we’ll always find a way over it”.

We had a really, really good case right 
before COVID hit where a street-
based girl had had hep C for 10 years. 
Every time she came in to the office 
she just didn’t want to know, didn’t 
want to talk to anyone. But she got 
to know me and one day when she 
was just feeling like real crap I said 

“You know, it might be hep C, mate. 
It might be doing real bad damage 
to your liver”. I accompanied her and 
her husband to get their liver scans 
done. They both went onto treatment, 
they’re both in houses now – their 
whole life together has just turned 
around. We found out they had 
syphilis too. They didn’t want to go 
downtown to sexual headquarters so 
we rang up and got the nurse to come 
to us so it was like a one-stop-shop 
for them. We told them they didn’t 
have to give up injecting drugs –  
they just had to do it safely. She’s 
a well-respected lady within the 
homeless community so when we hit 
her hep C on the head then the word 
got out there.

WE DEAL A LOT WITH  
STREET-BASED PEOPLE SO  
I’LL GO WITH THEM THROUGH  
TO SEE THE NURSE AND THEN GET 
THEM ONTO TREATMENT. I’LL ADVOCATE 
FOR THEM SO THEY CAN UNDERSTAND 
WHAT’S BEEN SAID TO THEM, NOT WITH 
HIGH-TECH WORDS.

WE’VE TOLD THEM WE KNOW 
THEY HAVE BARRIERS BUT WE’RE 
HELPING TO GET OVER THOSE.

‘AND YOU KNOW WHAT? I’M NOT HEARING MUCH ABOUT THE OLD TREATMENT 
ANYMORE; I’M HEARING MORE AND MORE ABOUT THE NEW TREATMENT AND 
THEM WANTING TO KNOW WHEN THEY CAN GET ON WITH IT.’

WE TOLD THEM THEY DIDN’T HAVE 
TO GIVE UP INJECTING DRUGS – 
THEY JUST HAD TO DO IT SAFELY.

We know that the main risk factor 
for hepatitis C transmission is 
sharing injecting equipment. How 
well informed do you think your 
NSP clients are about that risk of 
transmission, about symptoms, 
testing, treatment?

I do a health promotion calendar 
throughout the 12 months, and within 
that calendar we have up to three 
different messages that go out with 
fit packs. Our volunteers pump that 
messaging out with the packs. Even if 
our clients are going to grab and run, 
they still get the last word in.

In the back of our mind, we know 
by our street-present people what’s 
actually out there.

If there’s an outbreak of hep C, we 
start talking about it. If we know 
there’s an issue with the purity 
of heroin, we’ll tell them about 
overdose: “Come on, we’ve got 
naloxone here. Make sure you’re safe”. 

In terms of the new medications 
and treatments that are available, 
do you find people are still holding 
views about what the old 
treatments were like? Perhaps they 
had a bad experience with an old 
treatment so now you’re having to 
explain the new options to them.

When I first started at HepWA I heard 
some really bad stories. The old guys 
were coming in and saying “Look, I’m 
over that treatment. It didn’t work 
for me” or “It made me suicidal” or 
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We’ll always give out that information 
but they also get it on flyers, and the 
flyers have more pictures than words 
so they can see and understand it, 
because we know if there are too 
many words they won’t pay attention 
to it.

Do you use a different kind of 
messaging to engage people if 
they’ve previously had a bad 
experience with the old-style 
treatments?

We still have a couple of regulars 
who come in who were hard knocks 
and they’re old-school: “Nah, I’ve been 
through that”. I’ll still hammer them 
with “You know, it’s a tablet a day, up 
to 60 days”. But, at the end of the day, 
they’re the ones we have to try to get.

You mentioned that some of your 
people don’t want to go to the 
other health clinics.

Yeah, they’re looking for a  
one-stop-shop.

There’s still a lot of discrimination 
and stigma around hep C – a lot of 
shame with my mob. That’s how  
they feel.

I’m trying to tell them “You get cured 
and you’re on top of the world.  
Shame is if you have it and you’re 
doing nothing about it”.

With our mob I don’t talk about 
injecting as much because I don’t 
want to pin it to that, even though 
it’s our highest rate, especially in the 
prisons – backyard tattoos are just 
as bad. I talk more towards that and 
sharing razors and toothbrushes –  
you know, “Don’t share that 
type of thing” – more than 
talking about injecting itself.

Is that sense of shame also present 
in your broader health services?

It is – throughout. We get country 
people coming down to Perth and 
we have packs they can take back. 
We also do postal distribution here 
because of COVID. I always say to 
them “I’ve made up a book that shows 
where all the NSPs are through 
Western Australia", so whatever part 
of the country they’re from, I can say 
“Do you know there’s an NSP there?” 
If it’s a hospital they might say “I’m 
not going to sit around and wait for 
two hours just to get my needle", so 
we'll give them extra packs.

When workers engage directly 
with people who are at risk of 
contracting hepatitis C, what are 
the main messages they should 
share with clients?

The main message for me is not 
sharing any kind of equipment to do 
with injecting. Every day at work  
I’m saying that to the clients:  
“Just remember, don’t share”.

It’s also about just making sure 
they’re aware that if they’ve been at 
risk they should get tested; there’s no 
harm in this.

And of course, if you’re positive, get 
on treatment – it’s a tablet a day.

Do you find there’s reluctance to 
be tested?

Once a year I do the fingerprick 
survey with Kirby Institute, and it’s 

funny because our clients want the 
results when I do it. I say “We can 

take your blood and get your 
results for you – this is just for a 
survey; this is just for research”, 

but they say “But surely we can 
get results from this”. It’s like 
“Oh, you want to get tested 
now?” Last year we had seven 

people through that day 
because I was saying “Do you 
really want to get tested? 

Okay, right, I’m taking you through 
now”. It’s just a spur-of-the-moment 
thing. Having the clinic right there 
helps.

Do you think Australia should 
adopt a broader approach to 
awareness of liver health – perhaps 
recommending a liver health check 
in the same way as when we hit 50 
there are heart health and bowel 
cancer checks?

Yes, especially for anyone who’s had a 
blood transfusion. They’re not going 
to know until they get a test.

But also in prisons it should be 
mandatory that everyone’s tested. 
With the high rate of hep C that we 
have in prisons, why aren’t they being 
tested? It shouldn’t be an option; it 
should be “Okay, you’re going to get 
screened”. We all know “there are no 
drugs in prisons” so let’s say they’re 
all tattooing each other or they’re all 
sharing the same razor – we won’t  
say “injecting”.

As a final question, what do you 
think needs to be done in the next 
eight years to meet the global 
target of eliminating hepatitis B 
and C as a major public health 
threat by 2030?

Just keep getting messages out there 
– to everyone, really, because we don’t 
know who has hep C or hep B.

When I went to one of the refuges, 
there were three old ladies who’d 
never had their hep B immunisation. It 
was like “I’m sure I would have had it 
but can you check just in case?” I took 
along our phlebotomist to the refuge 
and found out they hadn’t been 
immunised, which made us wonder 
how many others had also missed out.

We need to get the word out: just 
keep talking, messaging. People will 
get sick of us talking and say “Well, 
I’m going to go and do it”.

THE MAIN MESSAGE FOR ME IS NOT SHARING ANY KIND OF 
EQUIPMENT TO DO WITH INJECTING. EVERY DAY AT WORK I’M 
SAYING THAT TO THE CLIENTS: “JUST REMEMBER, DON’T SHARE”.
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