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Going Coast toCoast
with NSPcoverage
The tiny settlement of Bamaga on the tip
of Cape York Peninsula and the fishing village
of Dover in southern Tasmania seem, when
it comes to illicit drug injection, worlds away
from Kings Cross. 

Yet, more than 4,000 kilometres apart,
they both have sterile injecting equipment
available, a fact that is testament to the
extensive coverage that is a vital feature
of the national needle and syringe program
(NSP) network.

Remote Halls Creek is almost 700 kilometres
from Broome where Vera Barrington is based
in her role as an overseer of the region’s
needle exchange programs under Western
Australia’s Northern and Remote Country
Health Service.

When asked about illicit drug injection in
these remote areas, Ms Barrington said it
was sporadic and the exception compared
with alcohol and “ganja” (marijuana).

Broome
The Broome NSP, which is based out of the
hospital’s emergency department (ED), was,
according to Ms Barrington, the busiest of the
sites in the Kimberly, with generally around
300 sterile needles going out per month. 

Having worked in the Sydney Sexual Health
Service before moving to Broome about six
years ago, she is in a good position to notice
differences between metro and rural areas on
matters such as client anonymity, workforce
development and even health promotion.

In Broome, for example, most NSP clients
were likely to come to the ED at night.
Ms Barrington thought that the perennial
sensitivity about NSPs being seen by some
as enabling drug use was felt a bit more by
staff in remote communities.

“For example, if we are trying to make
resources promoting the NSP in the
community, it might be seen as telling
people to inject drugs. And then that
person that works within that health
service may feel that they will be
blamed for that, if that makes sense -
blamed for promoting using needles
and injecting drugs,” Ms Barrington said.

Another point made by Ms Barrington
was that, because English is not the first -
or even second - language for many
people in Aboriginal communities,
health promotion material needs to
be easier to read than they normally are.
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‘...the message should be that drug use permeates across
the country. It doesn’t matter if it’s a community of 150

or a city of 40,000 people.’
The tyranny of distance in WA presents
challenges for workforce development,
as it does in any area at the best of
times. This is partly overcome with
new online NSP training modules,
electronic communication and good
old-fashioned road-trips out bush.

“We have an NSP co-ordinator at each site,”
said Ms Barrington. “We obviously have email
contact and they will tell me if there are any
issues. So far there hasn’t been anything, no
presentations that I know of where there
have been any particular issues.

“I also go out there on a regular basis and do
some women’s health, and at the same time
can engage with the staff and can provide an
in-service and can bring up some of the
issues.”

The seasonality, which revolves around the
wet and dry seasons, influences population
movements in and out of the Kimberley,
added Ms Barrington.

Mt Isa
As with the mining boom of the Kimberley,
Queensland’s Mt Isa area is another region
where the fly-in, fly-out workforce adds to
health service demands.

Psychologist Sandra Kennedy is
executive director of Mental Health and
ATODS (Alcohol Tobacco and Other Drug
Service) in Mt Isa, which has three separate
NSP outlets serving the city and outlying
areas. Under new Queensland Health
boundaries, Mt Isa is within North West
Hospital and Health Service, which, according
to Ms Kennedy, covers 333,000 square
kilometres and includes Mornington Island
in the Gulf of Carpentaria.

She said that small-town networks mean that
any new drugs trends could catch on quite
quickly. But similarly, close-knit social
networks mean that health promotion
messages could also be rapidly passed
along the grapevine.

Remote rural and regional areas could also
be subject to quick shifts in illicit drug trends,
Ms Kennedy said. A recent “spate of synthetic
speed” in the area followed synthetic cannabis
such as Kronic being sold in some local
shops before being banned.

“I think collectively injecting drug use is
often thought of as being a metropolitan
issue. And, I think, because of the remoteness
and the isolation of towns in the west or in
the far north, that they feel that it doesn’t get
that far,” she said.

“But the message should be that drug use
itself permeates across the country. It doesn’t
matter if it’s a community of 150 or a city
of 40,000 people.”

Ms Kennedy said that with close networks in
regional areas amongst injecting drug users
the potential rapid of blood borne viruses
high if sterile equipment wasn’t provided.

Mt Isa’s Sexual Health Service has a discreet
entrance where people can exit from a side
street, which makes it the city’s main “go to”
outlet for sterile equipment.

“The sexual health site is quite anonymous.
It’s a side street so they can duck in and duck
out without being seen by the general public.
That explains their really high distribution,”
explained Ms Kennedy, estimating that about
80,000 sterile needles are distributed each
year.

Continued on page five.
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Dental scheme 
The Federal Government has announced a $4-billion package to
provide subsidised dental care to children and adults who are on
low incomes and/or live in rural areas. The scheme will begin in
2014.

Extending over six years, it will make $1.3 billion available to fund
1.4 million new services aimed at low-income adults. This comes
on top of the $515 million announced in the 2012-13 budget.
More than three million children would be eligible.

Commenting on the scheme, Health Minister Tanya Plibersek
said: “While Medicare and free hospital care have been a basic
right for Australians for decades, millions of people in this country
still go without adequate dental care.” 

She added that the scheme would now be able to focus on
preventative measures.

‘‘Many more low-income Australians will be able to get not
just crisis treatment when their teeth are falling out or gums
abscessing, but actually moving back to a period... of prevention
and early intervention.’’

Ms Plibersek confirmed that the government would close
the Chronic Disease Dental Scheme, which was set up by
Opposition Leader Tony Abbott when he was Health Minister
under the Howard government.

The Medicare Chronic Disease Dental Scheme (CDDS) will close
from December 1 2012. No Medicare benefits will be payable for
any dental services provided under Medicare dental items 85011-
87777 from this date. The cost of any future dental services will
need to be met by the patient. Patients who had not received the
relevant GP care planning items prior to September 8 2012 will
not be able to access the CDDS from September 8 2012 and prior
to December 1 2012.

Mail order drugs on the rise in WA
New figures show that West Australians are going online to
support their drug habits, with record numbers of parcels
containing drugs being intercepted. Australian Federal Police
data shows 830 packages containing drugs such as cocaine,
heroin, cannabis and ecstasy were intercepted between
January 1 and August 28 this year.

However, the problem of “parcel post drugs” does not seem to
have domestic origins, at least not in the opinion of Commander
Bradley Shallies from the Australian Federal Police Perth bureau,
who said that while the phenomenon was a growing issue for his
officers, he did not believe websites offering drugs online were
based out of WA or Australia.

Monica Barratt of the National Drug Research Institute specialises
in understanding how drug trends are affected by the internet.
Her research shows that an increasing number of Australians
are buying prescription drugs and illicit drugs such as cannabis, 

methamphetamine, cocaine and heroin from websites such as
Silk Road, a site she came across while researching her PhD thesis.

According to Dr Barratt, buyers feel that the prices, product quality
and ease of ordering online outweigh the risks of getting caught.
She notes that they also point out that it’s safer than making a
transaction in an alley or on the street.

As she told The Age earlier this year, sites such as Silk Road may
also offer a higher degree of reliability than an illegal face-to-face
deal: “Assuming they're buying from a reputable seller and it's
someone who doesn't want to risk their rating by selling something
that wasn't what they said it was, then you've got a system there
where the seller has a really strong imperative to do the right thing
by the buyer.”

Unsurprisingly, operating - and using - these sites involves robust
security. Users can only access Silk Road through The Onion Router
(Tor), a program that protects identities and makes IP addresses
untraceable. Bitcoin, an encrypted virtual currency used for online
gaming that is supposed to prevent financial transactions from
being traced, is the payment method used.

Read more: http://www.theage.com.au/victoria/the-drugs-in-the-
mail-20120426-1xnth.html#ixzz26DFau6JQ

UK prison inmates addicted to prescription drugs 
A recent report shows that prescription drug abuse has soared
in prisons in England and Wales to the extent that it has become
a systemic problem.

Among the drugs being abused are tramadol, pregabalin and
gabapentin, which are prescribed for pain but also have a
psychedelic effect or act like sedatives.

Nick Hardwick, who, as Her Majesty’s Chief Inspector of Prisons,
provides independent scrutiny of the English and Welsh prison
systems for the British Justice Secretary, reported that people
with legitimately prescribed drugs had been intimidated into
giving them to others or had them stolen. Approximately one
in 10 of 350 inmates surveyed claimed to have a problem with
medication being passed to other prisoners.

Elizabeth Tysoe, who, as Head of Healthcare at HM Inspectorate
of Prisons, works alongside Mr Hardwick, said that prisoners had
discovered they enjoyed the side-effects of some painkillers, and
that the Inspectorate was concerned that some inmates could
threaten doctors into handing over prescription drugs for those
who did not medically require them.

Drug abuse in privately run jails has risen from 7.7 per cent to
9.3 per cent in the last year, while dropping in public sector
prisons to 6.7 per cent from 7 per cent.

Read more: http://www.dailymail.co.uk/news/article-
2191808/Inmates-addicted-prescription-drugs-report-reveals-
prisoners-bully-lie-painkillers.html#ixzz261ychFUq

Citations for articles in this Bulletin can
be found online with the PDF version of
this Bulletin. www.anex.org.au/bulletin
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Proactive client engagement at the Needle
and Syringe Program (NSP) “shop-front” can
boost customer satisfaction and attendance
at drop-in specialist clinics for injecting drug
users (IDUs), a new study confirms.

The study, which was published in the
International Journal of Drug Policy,
analysed client use of inner Sydney’s
Redfern Harm Minimisation Clinic (RHMC). 

It concluded that the IDU core client base
should be encouraged to make more use of
the services offered by primary healthcare
centres. The Redfern centre was set up in 2006
to augment the NSP that existed on the site
with the intention of helping IDUs, especially
those with blood-borne virus issues. Although
the centre was set up with NSP clients in
mind, it makes no distinction when patients
enter for treatment. 

RHMC is a drop-in clinic, so people don’t
have to make appointments. There is a nurse
on staff and a medical officer visits for four
hours a week. Clients come from the NSP or
are outpatients at a nearby drug treatment
facility or a residential drug treatment service.

Study co-author Associate Professor Carolyn
Day says because the NSP and clinic occupy
the same premises, while clients are receiving
sterile equipment they can ask to speak with
a nurse or make an appointment with the
medical officer. 

“The nurse is there and clients can walk
straight through and see them. Sometimes
the nurse will even be at the front counter.
They don’t need to go off down the block, or
next door or up a flight of stairs. And if they
need to wait there’s a waiting room.”

Clients can be tested for blood-borne
viruses or sexually transmitted infections.
They can also receive vaccinations and
general healthcare for drug and/or mental
health issues. Vein care advice is offered along
with treatment for wounds and abscesses. In
addition, the centre helps clients with public
housing matters. 

Dr Day, who is based at the University
of Sydney Medical School, said clients are
helped to make appointments where referrals
are needed and staff offer to text a reminder
message or call by phone the day before
appointments.

She said the model was a good one for
preventative healthcare within a vulnerable
population.

“As a population they have lots of health
complications. It’s a challenging population
from that perspective. We know a lot of
particularly active drug users really struggle
to do anything in the tertiary environment
except turn up at emergency when they’re
in particularly dire health. 

In three-and-a-half years the service had 384
clients, receiving on average two new clients a
week. But the study concluded that, although
clients returned to RHMC, the limited range
of requests for assistance and the knowledge
that IDUs have complex and often
unaddressed medical needs indicates that
it is underused. In particular, the authors
urge the NSP staff to take a more proactive
role in referring clients.

“Although I don’t think we could have trained
them better, the NSP staff weren’t probably
as proactive as they could have been.  

“It was a case of NSP staff just not being used
to saying to clients: ‘Go in and see the nurse’,
things like just talking people through. You
don’t have to be invasive if someone is
clearly running in just to get a fit-pack.

“But if it looks like an appropriate situation:
‘How are you?’ is a simple thing to say. You
don’t want to stop them getting a fit-pack,
but at the same time you should be trying
to engage them.

“They may feel they’re not even going to
answer because they’re on their way out to
have a shot. That’s fine but if you say: ‘How
are you?’ they may stop and if they’re up for
a chat you can say: ‘You know we’ve got a
nurse here and you can go see her if you
want.”

The purpose of the study, which audited
client files between 2006 and 2009, was
to discover whether the centre was retaining
its target clients and if it was fulfilling its
preventative healthcare purpose. 

More than half of the clients (53 per cent)
were referred by the residential drug
treatment service, while the remainder
came from the NSP. Most sought the clinic’s
services in regard to blood-borne virus testing
and/or vaccination (57 per cent). Of those
who sought hepatitis C screening, 62 per cent
were found to be positive. Reports of sharing
injecting equipment were common, with
79 per cent of IDUs admitting to a lifetime
of sharing and 56 per cent acknowledging
having shared in the previous year.

While most clients (82 per cent) accessed
the service more than once, there was only
a 50 per cent completion rate for the hepatitis
B vaccination series of three injections.

The study’s authors noted that there were
anomalies in the clients’ widespread use of
GPs privately and their poor uptake rates for
blood-borne virus protection. Although nearly
two-thirds of the RHMC’s clients (62 per cent)
had their own GP, 50 per cent had not been
vaccinated for hepatitis B despite there being
government recommendations to do so and
despite the fact that subsidised vaccinations
are available. And even when clients did agree
to be vaccinated, only half of them ended up
completing the series.

Indeed, the fact that so many clients had
their own GPs but still went to the RHMC
for treatment strongly suggested that
there remained barriers to them receiving
appropriate services from their doctors. 

“I think there’s a lot of scope for these sorts
of populations because we know they don’t
engage well with GPs,” Dr Day said. 

Which made the basic model of the primary
health care centre even more sound, she said.

“There are some really good examples of
primary healthcare services out there and
when they are run really well they’re likely
to be a much more cost-effective model
from a public health perspective,” Dr Day said.

“But they haven’t been written up so there’s
not a lot of data on outcomes,” she added. 

Injecting drug users
slow to take up
primary health
service - study

Cities’ bowels
flushed with

ecstasy

Cities’ bowels
flushed with

ecstasy
In March last year, scientists examined the raw sewerage of 19 European cities for patterns
of drug use. The ground-breaking project was led by the Norwegian Institute for Water
Research (NIVA) in Oslo and the Mario Negri Institute in Milan in collaboration with
11 European research institutes.

On seven consecutive days, researchers took samples from 21 sewerage treatment plants
servicing a combined population of approximately 15 million. These were analysed for
evidence of cocaine, amphetamine, ecstasy, methamphetamine and cannabis.

The project’s methodology circumvented an understandable tendency to reticence which
can distort the findings of conventional questionnaire-based surveys. Respondents to the
latter are prone to lying for fear of being caught out, leaving drug controllers without
much-needed data.

No such inhibitions influence sewerage analysis, indeed Dr Kevin Thomas, NIVA Research
Manager, believes that the tests are an important addition to existing methods.

“There will always be some uncertainty about the reliability of the results of
questionnaire-based studies,” said Dr Thomas.

“Our research approach, based on sewer samples of European cities, however yields very
accurate and dependable results on the total amount of drugs used. Through sewer research,
we can determine how big the drug market in a city is. We can also quickly measure changes
in consumption over very short time, such as after a police raid or a customs seizure. Our
approach is applicable anywhere. With the right financing we have the potential for the first
time to better understand the hard facts about illicit drug use worldwide.”

Findings
The data showed that 350 kilograms of cocaine was used every day. 

The highest average cocaine use was in the Belgian port city of Antwerp, followed by
Amsterdam (Netherlands), Valencia (Spain), Eindhoven (Netherlands), Barcelona (Spain),
London (UK), Castellon (Spain) and Utrecht (Netherlands).

Amsterdam showed the highest sewerage loads of ecstasy, though the authors said the
figures were probably spiked by drug dumping in a police raid on an ecstasy factory two
days before the study. Antwerp and London also had high levels of ecstasy use, but none
was detected in Castellon, Umea (Sweden) or Stockholm (Sweden).

The highest methamphetamine use was measured in Helsinki and Turku in Finland,
Oslo (Norway) and Budweis (Czech Republic).

The highest levels of cannabis were measured in Amsterdam (which tolerates marijuana
use), with Paris the second-biggest user in the study.

Read more: http://www.cosmosmagazine.com/news/5835/citys-drug-patterns-
written-sewage
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Tony: one
course of
treatment
was enough

Tony can count the number of times he
injected drugs on the fingers of one hand:
a couple of times when he was at university
in the early 1970s, and another couple of
times when he was living in London a few
years later.

“It was just one of those things young people
did then. I was never a huge fan – not enough
to go chasing jokers all over town for drugs.
But on a couple of those occasions I did
share a syringe with someone. I must have
got infected then,” says the 60-year-old.

Tony was diagnosed in 2002 after having
hepatitis C type 1 genotype for a quarter
of a century. He sought out a doctor because
he’d become highly sensitive to fatty food
and found even small amounts of alcohol
made him extremely ill. 

“Sometimes just one stubbie would be
enough to make me vomit and have me
bedridden for a day with a migraine. All my
closest friends tried to tell me I was weak,
but it was obvious something was making
me really crook.”

By the time he went on the pegylated
interferon and the antiviral drug ribavirin
treatment in 2007, he was losing weight
fast and his friends and family thought it
was only a matter of time before he’d no
longer be with them. 

“I felt considerably worse during the
interferon. I was nauseated, was even
more tired and my skin was badly affected.
They tell you to put moisturiser on, but of
course I knew better. All the skin on my legs
just seemed to come apart. The epidermis
just opened up, exposing the flesh
underneath.

“But after eight months my haemoglobin
levels were falling too low to continue the
treatment. My oxygen-carrying capacity
was way down and I was labouring about
the place. So I wasn’t getting any better,
so they stopped it.” 

Tony said he was almost immediately
offered another treatment, but he was
hesitant following the effects of the
course of interferon.

“It took a couple of months to feel like I
was back to where I was pre-treatment.”

“The specialist seems quite assiduous. He
seems to be always angling to get people
onto advanced trials. I was a bit wrung out
by the interferon treatment. 

“So, after having another scan, the doctor
said there was some other combination
they’re having, a trial of a type 1 treatment
that has a high degree of success. When they
said they wanted to try me on something
else which required me to go into hospital 

for several days, I just had no appetite for
that.”

Tony hasn’t had to have additional treatment
since, apart from regular blood tests and an
annual review at a public hospital, which
lately involves a CT scan.

Tony says the scans show that he does not
have cirrhosis.

“I’ve got fibrosis (and) my liver certainly isn’t
in very good condition. But it’s not got that
Swiss cheese phenomenon yet where there
are gaps in the tissue.”

He says he’s fortunate.

“I’ve been lucky in that I’ve always eaten
fairly sensibly all my life and never been
much of a drinker so my liver has been spared
some of the insults that make people sick.

“And as for work, I’ve been lucky too in that
we have our own business so I cannot say my
employer has discriminated against me for
having hepatitis C.”

But he cannot deny having hepatitis C has
changed his life considerably.

“I’ve now got into fairly regular habits and
don’t drink. On the whole my health doesn’t
seem to be affected dramatically, but still I
think I must necessarily be functioning less
well than if I hadn’t got it.”

Continued from page one.

“I certainly think that’s a part of it, particularly when you’re
running an opioid treatment program. That’s run out of ATODS so
you’ll find that our ATODS NSP turnover is quite low compared
with sexual health or the emergency department.

“People are worried they’ll get kicked off a program if they are
getting clean kits. We certainly continue to give them, but if
they want to come for treatment they don’t want to be seen as
still using.

Mallacoota
Mallacoota is near the NSW border in far south-east Victoria.
A caravanning destination, it is, like Mt Isa, popular with “grey
nomads”. Set among semi-temperate rainforest, the tourist and
abalone diving town is, in terms of volume, one of the state’s
small NSPs.

Distributing 12 needles a month would be busy by its standards,
according to Mallacoota District Hospital Nurse Manager Celia
Wallace. She said that the stats sheets showed demand “spiking”
occasionally as injecting drug users drop into the town for a while
before moving on. In her view, it was also quite likely that locals
who needed access to sterile equipment might well travel to
Orbost in Victoria or even up to Eden in NSW to maintain
anonymity.

Victor Harbour
South Australia’s picturesque coastal town of Victor Harbor has
had an NSP for more than 20 years, according to Victor Harbor
hospital NSP coordinator Jill Cooper.

Anonymity for clients didn’t really seem to be much of a particular
problem, even though in such small centres everyone seemed to
know each other, said Jill who, as a nurse, has been involved with
the NSP for more than 20 years.

“Maybe clients have just said, ‘All right, I have to show my face and
if somebody knows me, they know me - it’s a small country
town’,” she said.

“But that’s the problem you have with every medical issue. If I go
to a doctor in my local town, I know all the doctors and half the
receptionists, and probably the Practice Manager and the person
who sends the accounts. One hopes that confidentiality
is maintained.”

Victor Harbor is soon to add a Syringe Vending Machine to its
service. 

Hepatitis C - the rising costs
Continued from page eight.

Meanwhile, revelations that the number of deaths in the US
from hepatitis C now exceed the toll from HIV have prompted
the Centers for Disease Control (CDC) to support blanket testing
of the whole baby-boomer generation - everyone born between
1945 and 1965.

The CDC quotes research showing that hepatitis C is significantly
higher among baby-boomers than other age groups.

Current screening policies aimed solely at people most at risk
of becoming infected (such as injecting drug users) mean many
infections remain undiagnosed and therefore untreated, leading
to a high risk of complications, the CDC said. 

Published simultaneously in the August 17th edition of Morbidity
and Mortality Weekly Report and online by Annals of Internal
Medicine, the new CDC guidelines highlight the limited success of
risk-based strategies.

Previous CDC guidelines on screening for hepatitis C have been risk
based. These recommended testing people with a history
of injecting drug use as well as those who had received blood
products and organs before 1992, the children of mothers with
hepatitis C and healthcare and other workers who had suffered
occupational injuries which may have involved exposure to the
virus. 

It is estimated that between 2.7 and 3.9 million people in the US
are infected with hepatitis C. Nevertheless, between 45 per cent
and 85 per cent of all hepatitis C infections remained undiagnosed. 

This high rate of undiagnosed infections has fuelled a 50 per cent
increase in hepatitis C-related mortality between 1999 and 2007.
The longer someone is infected with hepatitis C, the greater the
risk of developing liver cirrhosis and liver cancer. 

People infected with the virus in the 1970s and 1980s now have a
significant risk of serious hepatitis C-related disease. After recent
studies of hepatitis C in different age groups showed a significantly
higher rate in the baby boomer generation, the CDC decided to act.

Going Coast to Coast
with NSP coverage

Harm reduction in
substance use and
high-risk behaviour:
international policy
and practice

Edited by Richard Pates and Diane Riley,
published by Blackwell Publishing (2012).

Amid the wealth of worthy - but often almost impenetrable - literature for drug treatment
professionals, the recently published Harm reduction in substance use and high-risk behavior
stands out both as a beacon of readability for non-academics and as a cleverly mapped A to Z
guide on the field.

The collection of essays ranges across a broad landscape, starting with the history of harm
reduction and quickly moving to the “hot” issues of prisons, law enforcement, the “War on
Drugs” and then to the global wins and losses and the international achievers and under-
achievers. Its clarity and presentation is likely to enthuse newcomers or reinvigorate the
less new (and possibly jaded) workers in the field.

The chapter on the Recovery Movement is a good example of the editors’ plain English
approach. Author Neil Hunt, who is described as a researcher and trainer, takes a consensus
approach to outlining the contending standpoints of hardliners among the treatment
establishment who feel threatened by the encroachments of the recovery model and the
standard-bearers of the new paradigm. 

Recovery is not inconsistent with harm reduction, Hunt says, deciding there is far more to
agree about then contend over. He urges harm reductionists to look beyond any visceral
reactions to terminology and recognise that all parties are working to maximise the health
and wellbeing of the populations they aim to support.

The book does not shirk reality, and the global survey of harm reduction and its application
that forms its closing section paints a gloomy picture of roads not taken, of hope marred by
disheartening regression.   

The Russian Federation provides a case in point. In the early years of the century, more than
70 harm reduction programs aimed at HIV prevention existed in Russia. However, at the time
of writing, the authors gloomily predicted the likelihood of none at all remaining by 2012. Yet
the Russian Federation and Ukraine account for nearly 90 per cent of HIV/AIDS cases in Eastern
Europe and Central Asia. Compounding one’s sense of frustration is a Russian Health Minister’s
claim that there is no evidence for the value of opiate substitution treatment programs.

While some Latin American governments have been at the forefront of the decriminalisation
debate, their policies remain rooted in the primacy of prosecuting drug users. 

Meanwhile, basic prevention programs struggle in places like Africa (also the
least documented region of the world in terms of data on drug use). Sub-Saharan Africa
is the region most heavily affected by HIV, accounting for 67 per cent of all new infections
worldwide. And in North Africa and large parts of the Middle East social conservatism constrains
the adoption of clear harm reduction policies despite burgeoning drug use. 

The global picture may appear to present little cause for optimism. But the review does point to
areas of light, especially where harm reduction work has been done and continues to be, such as
in the US. The work by activist groups in opening needle exchanges as acts of civil disobedience
is well described and their evolution into successful harm reduction organisations presents a
bright beacon of hope for the future.

More than just
handing out
equipment
Continued from page seven.

“If you’re having a bad day then I say to staff,
‘Don’t see people, get someone else to do it
for you. It’s just so important for people to
feel comfortable and safe.’” 

She says new clients too need to adjust to the
NSP environment. 

“Clients come in and do the old ‘this is not for
me’ because they’re embarrassed. I understand
completely and then, after they’ve been in a
few times ‘for their friends’, they might start
to tell you it’s for them. 

“I say to people it makes no difference to
me what you do; it’s your business, you’re
an adult. All I care about is you are doing it
safely. That’s my role. Of course when you
come in I’ll encourage you to use a new
syringe every time and I’ll encourage you to
swab and I’ll encourage you to do vein care. 

“But at the end of the day, the fact you’re
injecting drugs is totally irrelevant.” 

REVIEW:



Previous studies have noted a tendency among some nurses to have moralistic, stereotypical and cynical views about drug addiction.
A recent UK study looked at both their attitudes to illicit drugs and at the factors that influence those attitudes.

Such factors included societal views, media portrayal of drug use and drug users, local community culture,
personal experience and education and training.
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Societal views
The majority of students in the study agreed
with the UK's legislative response to illicit
drugs, although some expressed concern about
the punitive stance taken by society towards
illicit drug use. Many participants discussed
individuals using illicit drugs to improve their
health from both psychological and
physiological perspectives. People who
administer drugs for health benefits were
seen more positively than those who use
them purely for pleasure. 

(Interviewer) Do you think society deals
with it in the right way?

(Interviewee) They do and they don't.
They send a lot of mixed signals, don't they?
They say amphetamines are bad but they give
amphetamines to kids with ADHD, don't they,
to calm them down, so I don't know. Is it good?
Is it bad? 

I don't think putting them in prison does
anything, really. My sister's a police officer -
she used to be a prison officer - and she said
there were more drugs inside than there were
outside and a lot of people that went in without
a habit came out with one.

Media portrayal of drug use
and drug users
Many participants mentioned media stories
as an important source of information. While
a small number were critical of how the media
presented stories relating to illicit drugs, the
majority appeared to accept the media's
portrayal of their use.

The media are never going to print a nice
story about drug addicts, are they, because
it doesn't sell papers. They'd rather print one
saying “drug addict off his face stabs old lady
to death”. They're not going to say “drug addict
runs into burning building and saves a baby”.
It doesn't work like that. It's all negative,
isn't it?

Local community culture
Researchers also looked at how local
community culture and social networks
contributed to attitudes. 

We went down to the corner shop one night and
there were two little kids, not much older than
my daughter, who'd be about four at the time.
They were swinging on the railings outside the
shop and the shopkeeper came out and told
them it was time they were going home and
they said, “Oh, we can't: my mum's cooking her
drugs in the front room”.

The people that I used to knock about with
would take drugs. If I were the kind of that, 

er... [pause] hasn't got her own mind I could
have quite easily gone down that track.

Personal experience
The survey participants who had worked in
healthcare settings related their experiences
of working with illicit drug users. The feeling
was that they appeared to be considered by
some staff as an inconvenient drain on
resources.

It was awful, really. They had no patience with
them, no sympathy. It was as if they couldn't be
bothered. Those people were there because
they had put themselves there. That was the
type of attitude towards looking after them. The
needs were met - I can't say they weren't - but
after everybody else. They came bottom of the
heap.

I actually think they are singled out. From this
experience, I actually heard two nurses - one
of them quite young, so I don't think age has
anything to do with it - who turned round
and said, “Well, they get what they deserve”,
and I said, “What do you mean?” and they said,
“Well, she's a junkie anyway” and I said, “Well,
she's here because she's ill”, and I was quite
shocked by that. There was another older nurse
that was of a similar mind but thought that the
quicker we can get her better the quicker we
can get rid of her.

Education and training
All respondents said that the subject of
substance misuse was an important part
of nurses’ education, but only 18 per cent
said that it was covered in sufficient detail. 

A key issue raised was the lack of consistency
in the coverage of illicit drug use during
training. This was particularly noteworthy
given that all of the participants were
recruited from the same school of nursing. 

The gentleman who was teaching us in the
first year did the drugs lecture; he was very
anti drugs, and yet in the same sentence
he said he wouldn't mind his 15-year-old
daughter going out and having a few pints.
I found that very difficult to stomach. I find
it odd that someone could say they wouldn't
mind someone misusing alcohol but they
wouldn't like them misusing drugs.

The inadequacy and inconsistency of training
around substance misuse was a key outtake
from this study, and strongly echoed points
made in previous ones. Respondents said they
would like their course curriculum to contain
more factual information on drug use, such
as the physical effects of drugs and treatment
interventions.

A cause for concern among the study’s
findings was that lack of knowledge, coupled
with negative stereotypes of substance users
influenced by society and the media, could 

result in a reluctance among healthcare staff
to engage with substance using patients/clients
effectively.

The Australian perspective
Interestingly, recently graduated nurses in
Australian universities have also reported
that, in their experience, education regarding
problematic drug and alcohol use was scant,
with several saying that it was only addressed
during study into mental health, and then only
within the context of dual diagnosis. 

Similar to their UK counterparts, Australian
nurses commented on negative attitudes to
drug users within their student and workplace
experience. A graduate nurse interviewed by
the Bulletin said that nurses were “thrown
in the deep end” when confronted with this
group of patients and so tended to model
their professional approach on the pre-

existing culture established by senior nursing
staff. Often this was expressed as limited
empathy and significant intolerance for a
group deemed “needy” and “demanding”,
particularly in regards to pain relief.

I heard one midwife say to another,
“Don’t handle that baby too much. You
wouldn’t know to look at her, but the
mother has hep C.” 

Once a medical registrar was speaking
about a heroin-using patient in a case
conference and said, “Did you know they
want to have another kid? Probably to get
the baby bonus and buy another flat-screen TV.” 

I was working with a Senior Nurse who
was talking about drug-using patients and
said,“Why would you choose to work with
people who don’t even want to help
themselves?” 

One Australian nurse’s
experience

Do you feel that when you were studying, substance misuse was covered adequately in the
curriculum?

No, although at the time I did not realise the complexity surrounding the issues. I chose an
elective in mental health nursing, however I don’t believe there was an elective for drug and
alcohol issues, so the topic was only touched on in the core curriculum and expanded on within
the mental health elective. 

Did you feel adequately prepared to engage with drug users when you entered the workforce
(or during student placements)?

Yes, I think so. I had also completed a Bachelor of Science (Psychology) so I felt confident to
engage with those living with mental health conditions and so often this is tied in with drug use.

I was also working in an inner city tertiary hospital’s emergency department within five weeks
of being a Registered Nurse, so I had to learn very quickly! The skills I had as a new nurse were
around engaging with patients facing a range of difficulties, not specifically around engaging
drug users. However I believe the fundamental concepts we were taught are applicable to
engaging with all patients: patience, understanding, empathy, and a non-judgemental attitude.
The Code of Professional Conduct and the Code of Ethics for Nurses in Australia, which all
registered nurses agree to adhere to, very clearly explain the importance of caring for all
patients, regardless of their background, conditions, culture etc.

What general behaviour have you observed of your nursing colleague’s attitudes to drug users?
Any examples positive or negative?

In areas where drug use is frequently seen (e.g. in the emergency department of a large inner
city hospital), I felt that the nurses did not treat drug users differently to any other patients. I
believe this was the result of experience, education and exposure, and the modelling of
appropriate behaviour by senior staff. 

On the wards, however, there was less understanding generally and I did occasionally witness
discussions about suspected drug-seeking behaviour (along the lines of querying a patient’s
request for pain management as being truly a reflection of their pain or drug-seeking behaviour)
and blood-borne virus status was always handed over, regardless of relevance to the patient’s
current health issues. Also, terms such as ‘junkie’ were used and although not meant in a
derogatory way, the implication of using such words wasn’t well understood



A grieving young client illustrated for Sally
Rowell from the WA AIDS Council how needle
and syringe program work could amount to
something far more important than just
handing out equipment. 

“One day I heard this person wailing outside.
It turned out it was this woman who’d been
coming to the needle exchange. She’d been a
user and a sex worker and her mother had just
passed away. 

“So as soon as mum has died, her family
turned to her and said: ‘Well, now mum’s
gone, she was the only one who ever wanted
you around and we don’t want you. So now
she’s gone, you can just f**k off.’

“You could understand how distressing that
was because she was very close to her mother
and dad and she had nowhere else to go. So
she came to the needle exchange. I was so
gob-smacked this was the only place she had
where she could come to, where she felt safe
enough to get some sort of comfort. 

“I guess that was the day I really realised
this was more than just about handing out
equipment and that this was actually for some
people a really important service. Even though
they might only come and spend a couple of
minutes with you, somehow you make an
impact on their lives and it can have a
profound effect for them.”

Sally Rowell, WA AIDS Council Community
Health Promotion Services Manager, has
worked 16 years in the public health area.
Her initial role in 1996 was to pilot a blood-
borne virus training program for prisoners. 

It has now evolved into the HIP HOP (Health
In Prison, Health Out of Prison) program,
which is delivered to all inmates of WA prisons. 

“This is going back in 1996. I did the project
for the two major high-security prisons -
Casuarina, which is men, and Bandyup, which
is women. I used to go in three or four times 

a week and do education around transmission
and prevention. It was more HIV than hep C
in those days.

”My biggest wish would obviously be to get
needle exchange in prisons. But it’s such an
issue for people. I remember one day saying
to one of the prisoners about needle exchange
and he said, ‘That’ll never happen because it’s
illegal’.

“And I said, it’s not about the legality of the
drug. Eventually prisons will recognise the
importance of needle exchange as a public
health issue. It’s a shame at the moment
because there are some great models around
the world where needle exchanges operate in
jails. 

“But if you look at it as a public health issue,
it’s a no-brainer. There’s a risk of putting
people at risk. Now that hepatitis C is the
issue, potentially there are some real risks
there for people.

“It’s a hard one, but I would love to see that
[prison NSP] happen.” 

Sally said she initially became involved
through the AIDS crisis. 

“I’ve had a number of roles and am currently
manager of our community development and
advocacy, part of which is the needle
exchange.” 

She says she still feels it is valuable to keep
up her client contact.

“I still go and do some shifts from time to
time. I like to keep my hand in. I have a real
interest in the area. I’ve always liked to keep
myself a bit connected with clients regardless
of what role I’ve had. It keeps me grounded,
keeps it real.” 

“I’ve met some amazing people who have
had amazing lives or been through incredible
hardships. They’re often really great survivors
and have just got some really positive 

attitudes. Then there is another group of
clients who are real tough cookies. They’ll
come in and give you a hard time to start
with. But once you get a bit of rapport with
them, they’re usually really fantastic. 

“There’ve been very few people I’ve worked
with through needle exchange that I’ve
thought: ‘If I never saw them again it’d not
be a problem’. But most of the people I’ve
worked with have been really fantastic and
often you look forward to them and learning
more about their journey. 

“I’ve been here 16 years so I’ve seen their lives
progressing. Some of the clients will still come
back and say hi even when they’ve stopped
using. For some it’s more than just injecting
equipment. It may be the only contact they
have outside their usual circle.”

Sally says she tries to make sure all staff
members at WA AIDS Council are trained in
NSP work so they realise what clients have
to offer.

“I know everybody has different ideas about
people who inject drugs, and when they do
the training I know the first time they have
to do a shift they’re really shitting themselves,
and I just laugh internally thinking, ‘My god,
you’re in for such a shock’. 

“They come out and say, ‘My god, they’re
so normal!’ They think they’re going to get
a knife pulled on them. I see so many changes
in staff, watching how when they become
really comfortable and understand it’s ok
and they start to have a laugh with clients.

“It’s so nice to see them relaxing and taking
people for who they are, not for what they
perceive them to be.”

Sally says she tries not to judge new NSP
staff either because some of the most
unlikely types become the most committed
and effective workers.

“I am constantly being surprised by people
who come in and want to work in the needle
exchange. You sometimes look at them and
think they’re so removed from this area and
yet they turn out to be some of the best
volunteer workers we have.”

Asked what is key for new staff, she goes
straight to the subject of preconceived
notions of drug users.

“You can’t come in with any preconceived
ideas and you’ve really got to try and come
from a really non-judgmental attitude towards
people who inject drugs and what they’re like,
because they are so diverse.

“I say to staff, ‘Imagine what it must be like
to be participating in something that’s highly
illegal and also highly frowned upon by the
majority of the community. Imagine how
hard that must be for them walking through
that door to ask for equipment. So it’s really
important we break down as many barriers
as possible to make them more comfortable.’

“Smiling at someone can make a big
difference. I tell new staff to treat clients
as you would anybody else, and with the
respect they deserve. Be interested in other
people’s lives. I always encourage people to
take that opportunity. 

“Treat people the way you’d like to be treated,
regardless of what is happening for them,
whether they’re injecting drug users or sex
workers or men who have sex with men or
whatever - it doesn’t matter. 

“Our job is to ensure we stop the transmission
of blood-borne viruses. It isn’t our role to
stand in judgment on who someone is or
what they’re doing.”

She also advises staff to avoid working in the
NSP when they are unhappy or irritable.

Continued on page five.
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More than just handing out equipment

Sally Rowell, WA AIDS Council.

‘I’ve met some amazing people who have
had amazing lives or been through incredible
hardships. They’re often really great survivors
and have some really positive attitudes.’



Hepatitis C
- the rising

costs

Costs to national economy of Australians
currently affected with hepatitis - $13.6 billion

$252 million a year, with a likely five-year cost
of $1.5 billion.

Healthcare costs over lifetime:
� 143,700 cases of cirrhosis - $623 million
� 67,462 cases of liver failures - $1.3 billion
� 34,878 liver cancers - $700 million
� 12,788 liver transplants needed - $950 million

Alarm over the climbing death toll from viral
hepatitis has spurred medical experts and
health service providers to call for an
immediate doubling of the distribution
rate for clean needles and syringes. 

The call came as deaths from liver cancer
were found to be increasing at the same rate
as deaths from melanoma. Fatalities were
tipped to treble by 2030 unless drastic action
was taken. The grim prognosis was delivered
at the Australasian Viral Hepatitis Conference,
held in Auckland early in September. 

Virologists, clinicians and community groups
at the conference responded with a set of
targets to slow the spread of viral hepatitis
and the number of liver cancer deaths. These
targets were enshrined in an agreement titled
The Auckland Statement. 

Under the statement’s terms, targets for 2016
were to: 

� halve the incidence of new hepatitis C
infections by doubling the amount of new
injecting equipment distributed and
implementing needle and syringe programs
(NSPs) in prisons. (Hepatitis C is transmitted
by blood-to-blood contact, primarily via
the sharing of contaminated injecting
equipment.)  

� apply consistent approaches to funding
hepatitis B vaccinations for those at
greatest risk.

� ensure that at least 80 per cent of all
people living with hepatitis B or hepatitis C
are diagnosed. 

� guarantee that five per cent of people living
with hepatitis C receive antiviral treatment
each year. 

� guarantee that 10 per cent of people living
with hepatitis B receive antiviral treatment
each year.

About two per cent of the Australian
population and almost four per cent of
New Zealanders are thought to be living with
chronic viral hepatitis. This amounts to more
than half a million people - 270,000 with
chronic hepatitis C and almost 300,000
with chronic hepatitis B. 

The resulting economic drain on Australia
has been estimated at $252 million a year,
with a projected five-year cost of $1.5 billion.
The estimates were compiled for a report,
The Economic Impact of Hepatitis C in
Australia, by the Boston Consulting Group.

The report stated almost half of the expense
of viral hepatitis will be incurred by personal
disabilities arising from the illness. Over the
five-year term 44 per cent of the cost (or
$640 million) will go towards assisting those
who have been disabled and are too ill to
work or have lost their jobs for health-related
reasons. 

Part of the problem is that viral hepatitis can
have no symptoms so people often have no 

idea they have it until they have complications
such as cirrhosis, when treatment options may
be limited and survival rates poor. (See Tony’s
story on page 5). Therefore early detection
and follow-up/treatment is essential.

Dr Benjamin Cowie of the Australasian
Society for HIV Medicine (ASHM) Viral
Hepatitis Program, hailed the setting of
goals, saying it was the first time targets
had been formalised. 

“We can cure hepatitis C, and for hepatitis B
the therapies are very effective. However,
fewer than three per cent of people with
hepatitis C are treated each year,” he said. 

“If we target people for treatment for hepatitis
B who meet the guidelines ... we can halve
their cancer risk in four years.”

Data analysed by Victorian Infectious Diseases
Reference Laboratory (VIDRL) showed that the
incidence of liver cancer tripled between 1982
and 2007. 

“Liver cancer has the fastest increasing
incidence and the joint-fastest increasing 

mortality of any cancer in Australia. Further
research is urgently required into the nexus
between chronic viral hepatitis and liver
cancer to address this emerging public health
priority,” Dr Cowie said.

In Victoria liver cancer diagnoses increased by
an average 5.2 per cent a year in metropolitan
areas and by 6.2 per cent in regional areas.
Almost a third of these patients died within
30 days of diagnosis and fewer than a fifth
survived for five years, the VIDRL study found.

“That puts it on an equal footing with
melanoma as the fastest increasing cause
of cancer death in Victorians,” said Dr Cowie,
adding that the findings would apply to most
of Australia.

“Even in more recent years, nearly one-third
of patients died within 30 days of diagnosis,”
Dr Cowie said.

However, he told the conference, there is a
wave of new drugs on the way that promise
higher cure rates and fewer side-effects.

The standard treatment for hepatitis C is
a combination of pegylated interferon and 

the antiviral drug ribavirin in a course that
lasts either 24 or 48 weeks, depending on the
HCV genotype. This will not work for at least
20 per cent of patients, however, and
interferon can have toxic side effects. 

New oral drugs (telaprevir, boceprevir) that
improve the effectiveness of conventional
hepatitis C therapy have been approved for
use in Australia and NZ, but they are not yet
subsidised. These are the first of a long line
of new treatments that are due to become
available over the next five years. 

For hepatitis B, conventional treatments are
focused on controlling the infection rather
than cure. To avoid liver damage, a person
with chronic hepatitis B is likely to need
tablets for the rest of their life.

Dr Cowie said even more drugs were in the
development pipeline. “The staggering thing
is how many others are also coming into 

clinical trial evaluation simultaneously. It’s
like the development of HIV antiviral therapy
we’ve seen over the last 15 years has been
telescoped into two years for hepatitis C.

“The new therapies have the potential to be
much more effective, much easier to tolerate
and [are] also able to be given orally and not
injected - so that’s why it’s a game-changer,”
Dr Cowie told the Australasian Viral Hepatitis
Conference. 

The conference was also the launch-pad for
a new testing policy to reduce the number
of people living with chronic hepatitis B. It is
estimated that 170,000 people in Australia
were living with the condition, one-third of
whom were still undiagnosed.

The policy, which was formulated by the
Australasian Society for HIV Medicine (ASHM),
provides advice on appropriate testing
pathways for health professionals ordering and
interpreting hepatitis B tests. ASHM Clinical
Director - Viral Hepatitis Professor Bob Batey
said that without appropriate monitoring or
treatment one in four people with chronic
hepatitis B will die from liver cancer or liver
failure.

“We can see from recent international
research that appropriate treatment for
chronic hepatitis B can reduce the risk of liver
cancer by over 50 per cent in just a few years,”
stated Professor Batey.

The conference’s call for NSPs in prisons
reflects the extremely high rate of viral
hepatitis among inmates. Hepatitis C is six
times more common in prison than in the
wider community, according to the federal
Department of Health and Ageing’s prisons
working group on the virus.

“Studies indicate that one in three male
inmates are hepatitis C antibody positive and
two-thirds of all female inmates are, or have
been, infected with hepatitis C. These figures
equate to up to half of the total full-time
prison population [estimated to be around
25,000 persons] being infected.” 

The group said that, with between 5,000 and
10,000 inmates being released from prison
back into the community each year, both
corrections and public health sectors needed
to act. Coincidentally, a treatment program
that started in 2008 at Risdon Prison in
Tasmania has shown how well a prison-based
hepatitis treatment intervention could work. 

Nine out of ten inmates taking part are being
cleared of the virus, Dr Chris Wake told the
conference.

Meanwhile, plans are proceeding for a trial
of Australia’s and the English-speaking world’s
first prison-based NSP in the ACT.

The trial, which will take place at Canberra’s
Alexander Maconochie Centre, could see
prisoners being able to access sterile
injecting equipment. It is proposed that if
the trial proceeded it would be based on a
one-for-one model, where prisoners exchange
a dirty needle for a sterile one.

Last year Anex proposed that NSP staff could
play a role in filling the gap in identifying
chronic sufferers, a scheme endorsed in
theory by state and territory health officials
responsible for NSPs. 

Indeed, literature supports the view that NSPs
have a unique, but as yet under-utilised, role
to play in promoting and delivering hepatitis B
prevention. Day et al (2010) argue that NSPs
should be used to increase hepatitis B
vaccination uptake, and that doing so among
injecting drug users would “have implications
for the delivery of other vaccines relevant to
this group”, particularly anticipated hepatitis C
vaccines. 

Continued on page four.

‘We can cure hepatitis C, and for hepatitis B the therapies
are very effective. However, fewer than three per cent

of people with hepatitis C are treated each year.’




