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THE THIRD ISSUE OF THE NEW 
BULLETIN EXPLORES THE 
DIFFERENCE WE CAN ALL MAKE IN 
REDUCING DRUG-RELATED HARMS.
Inside this month’s issue, you’ll find stories about the 
progress that’s been made to reduce the prevalence of 
hep C, the complex realities of performance- and image-
enhancing drugs, a Q&A with the inaugural Medical 
Director of the Sydney safe injecting room Dr Ingrid van 
Beek, and a celebration of the life of legendary consumer 
rights activist Jude Byrne. 

One of the many lessons I took from these stories is that 
systems can be changed for the better. Sometimes it 
takes only one person or organisation.

The past few weeks have provided more evidence that 
our drug control systems are beginning to show signs of 
change. 

In the middle of March, the Australian Government 
announced a $15 million grant opportunity to investigate 
the potential use of hallucinogens and stimulant 
drugs supported by psychological/psychiatric care for 
treatment-resistant mental illness.
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In early April, the Victorian Coroner Paresa Spanos called 
for the implementation of illicit drug checking after an 
investigation into the deaths of five young men who 
consumed what they believed was MDMA and/or magic 
mushrooms.

When you have a moment, please write to us with your 
feedback about The Bulletin and the types of stories you 
would like to read in future issues.

And, as always, please share with your colleagues and 
friends. The more widely The Bulletin is read, the more it 
will succeed.
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HEP HEP HOORAY!  
THE MIRACLE DRUG  
BEATING HEPATITIS C
For intravenous drug users, hepatitis C  
has long been an occupational hazard  
and almost a fait accompli.

- Greg Dore

THE DAAS HAVE REDUCED THE 
TREATMENT TIME FOR HEPATITIS 
C BY OVER HALF. THEY ARE ALMOST 
100 PER CENT EFFECTIVE, AND 
THERE ARE LITTLE TO NO 
SIDE-EFFECTS.

In 2019, about 45 per cent of intravenous users 
carried antibodies indicating exposure to the 
potentially lethal virus. They faced the risk of 
cirrhosis, liver failure and liver cancer. According 
to the Australian Government’s Fifth National 
Hepatitis C Strategy, there were an estimated  
621 hep C-related deaths in 2016.

But a medical magic bullet has virtually upended 
all that in just five years, changing lives and 
saving lives. 
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BEFORE I GOT  TREATED I FELT TAINTED. I WAS ALWAYS 
THINKING, ‘WHAT’S THE POINT IN GETTING CLEAN?  
I GOT HEP C. THAT’S GUNNA STAY WITH ME FOREVER.’ 
SINCE I GOT  TREATED IN JAIL I FEEL LIKE A NEW MAN.
- James

A modern miracle

Since 2016 almost half of all Australians 
living with chronic hep C have been cured 
of the disease, according to physician and 
Kirby Institute researcher Professor  
Greg Dore.

This is mostly thanks to a new direct-
acting antiviral agent treatment (DAA). 
When Greg calls DAA treatment “one of 
the medical world’s modern miracles”  
he is not exaggerating.

“The DAAs have reduced the treatment 
time for hepatitis C by over half. They are 
almost 100 per cent effective, and there 
are little to no side-effects,” he says.

The per-prescription cost to the client 
of DAA treatment for hep C ranges from 
$7 for those with a Medicare number to 
about $40 for those without one.

After six years of trialling, several 
DAA treatments were added to the 
Pharmaceutical Benefits Scheme and 
made publicly available in 2016 to 
everyone with hep C.

There was a large uptake of DAA 
treatment when it was first introduced, 
and in 2016 and 2017 one-third of 
Australians living with chronic hep C  
were cured of the disease, according to 
 a Kirby Institute report.

March 1 marked the fifth anniversary of 
the introduction of DAA treatment for hep 
C. More than 90,000 people living with 
hep C have been treated in this time.

Before DAAs, the treatment was an 
Interferon-based therapy which tried to 
control the virus by boosting the immune 
system. This was not entirely effective 
and had lengthy treatment times and 
side-effects comparable to chemotherapy, 
says Greg.

“There could be some nasty side-effects: 
general fatigue, psychological side-effects 
like changes in mood and depression, 
insomnia, hair loss, skin reactions –  
a whole range of stuff,” he said.

“Treatment times were around 6–12 
months. That’s a prolonged period of time 
to be exposed to that kind of toxicity.”

In 2016 “James” (not his real name) 
had been living with hep C for six 
years. He didn’t want interferon-based 
therapy because of the side-effects and 
a misconception he had about drug-
abstinence requirements, which Greg  
says was common.

What are DAAs?

Direct-acting antivirals (DAAs 
for short) are a safe and highly 
effective form of treatment for 
hepatitis C.

Unlike the previous Interferon-
based therapy which used the 
body’s immune system to kill the 
virus – and often produced serious 
side-effects – DAAs stop the hep C 
replicating inside the liver.

The treatment period for the 
DAAs is very short (usually 
8–12 weeks) compared to the 
old treatment, which took nine 
months or more.

Unlike the earlier Interferon-
based treatment, DAAs don’t 
involve injections – they’re 
taken as tablets. Patients on DAA 
treatment report minimal side-
effects compared to the older 
therapy.

A liver biopsy is no longer 
necessary to assess the liver 
prior to treatment and has been 
replaced by a fibroscan, which 
is a non-invasive and simple 
procedure.

Virtually everyone with hep 
C can receive DAA treatment, 
including people who were 
ineligible for Interferon-based 
therapy.

Greg Dore
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IF WE’RE GOING TO ELIMINATE HEP C IN 
AUSTRALIA WE NEED TO LOOK AT THE PRIORITY 
POPULATIONS WHO AREN’T ACCESSING 
MAINSTREAM HEALTH SERVICES. 
- Melanie Walker

“We actually treated heaps of people who 
were still injecting,” he says. 

“The abstinence requirement was dropped 
in the early 2000s. There was evidence 
that treating people with Interferon who 
were still injecting drugs had reasonably 
good outcomes.”

James declined the Interferon-based 
treatment, as did many of his peers, and 
was in a Perth prison when the new DAA 
treatment became available. Although he 
was a sceptic, he says once he saw how 
effective it was, getting treatment was a 
no-brainer.

“It sounded too good to be true. I didn’t 
believe it. Then I saw other mates getting 
cured and how it changed them,” he says.

James says it went beyond treating the 
virus and helped him to address some 
of the underlying factors and feelings 
contributing to his drug use.

“Before I got treated I felt tainted. I was 
always thinking, ‘What’s the point in 
getting clean? I got hep C. That’s gonna 
stay with me forever,’’ he says.

“Since I got treated in jail I feel like a new 
man. It’s definitely made me think more 
seriously about getting clean and feeling 
like I can make a clean break.”

One of the keys to Australia’s success to 
date has been the cooperation of state 
and territory governments and peak health 
service organisations, says Australian 
Injecting and Illicit Drug Users League 
(AIVL) CEO, Melanie Walker.

Since that early success, however, the rate 
of testing and treatment has slowed. The 
biggest issue continues to be engaging 
with and accessing people who inject 
drugs, which the 2018–22 strategy 
outlines as a key focus.

“If we’re going to eliminate hep C in 
Australia we need to look at the priority 
populations who aren’t accessing 
mainstream health services,” Melanie says.

“It’s about coming up with innovative 
models of care that reach those 
populations that haven’t engaged with 
treatment so far.

“It’s one thing for someone with good 
access to health services to be able 
to access that treatment. It’s another 
thing for someone who is experiencing 
homelessness or has complex needs to 
access treatment.

“If you don’t have a roof over your head, 
you just don’t have the brain space to 
think about chronic conditions that will 
hurt you over time.

“That’s the new frontier in eliminating hep 
C in Australia. How do you access those 
people, and what sort of support do they 
need?”

All around the country, NSPs and health 
care services are finding ways to vary their 
models of care to better treat marginalised 
populations and, ultimately, eliminate hep C.

A key priority for Melanie has been 
preventative work like implementing NSPs 
in ACT prisons. (Although it has not yet 
established these, the ACT is the only state 
or territory so far which has committed to 
doing this.)

“There are prisons all around the country 
offering hep C treatments but without 
NSPs in prisons it’s ineffective,” she said. 

This cooperation is facilitated by the 
Commonwealth’s National Hepatitis 
Strategy, which outlines a clear plan and 
goals for eliminating hep C, Melanie says.

Many of the treatment targets set in the 
2014–17 strategy were met and even 
exceeded, with an estimated 43,360 
people initiating treatment and 69 per 
cent of people living with chronic hep C 
being treated.

Melanie Walker
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FOR US, A BIG CONCERN HAS BEEN THAT 
PEOPLE WHO USE DRUGS DON’T NECESSARILY 
ACCESS GPS OR AREN’T OPEN WITH THEM.
- Judith Bevan

“Let’s be real here: people are still using 
drugs in jail, and if they don’t have access 
to clean injecting equipment you can be 
sure they’ll catch it back pretty quickly.

“It’s about making the investment 
worthwhile by ensuring people have 
access to prevention – in prison and in  
the community.”

In Queensland, the Queensland Injectors 
Health Network (QuIHN) has focused on 
peer-based methods, outreach and various 
kinds of targeted marketing to access 
people marginalised from mainstream 
health, says project officer Amanda 
Kvassay.

“In Brisbane our main office is in Bowen 
Hills and we offer four or five outreach 
clinics to outer Brisbane so we can get 
closer to where people live rather than 
expect people to come to us,” she says.

“That is one thing that is really valuable in 
trying to reach more people. We try to do 
that across all our centres.”

QuIHN has also promotes hep C testing 
and treatment through messaging on 
syringe packets distributed from secure 
dispensing units (vending machines).

“We do a bit of targeted marketing 
through our network of syringe vending 
machines across the state,” says Amanda.

“Because we’re an NGO we’re able to 
do hep C treatment outreach at some 
Queensland health sites and we try to 
promote those sites through the vending 
machines to let people know that we’re 
around and that hep C treatment is readily 
available. And testing — there’s a big push 
for testing, too.”

In Western Australia, WA Health official 
Judith Bevan says workforce development 
is fundamental to winning the battle 
against hep C.

Offering support and resources to GPs has 
been a critical part of this,  Judith says, and 
is a key part of finding and treating hep C 
in such a large and isolated state.

“Getting GPs up to speed with prescribing 
has been a big component of workforce 
development,” she says.

“It’s about educating consumers but also 
about educating the health workforce in 
particular: letting GPs know that they can 
prescribe these treatments and there’s 
support for them to prescribe these things.”

However,  Judith also says that – just like 
in other states – the key to access lies in 
bringing services to people.

“For us a big concern has been that people 
who use drugs don’t necessarily access GPs 
or aren’t open with them,” she says.

“Trying to take services to where people 
are and to access them through other health 
services they may be already accessing – like 
a needle exchange or opioid substitution 
therapy providers – is key.”

When it comes to eliminating hep C, 
Australia is one of the most successful 
countries in the world.

Greg says while it’s not possible to 
completely eliminate the virus, Australia 
is on track to control it locally by 2026 – 
and our experience may offer a successful 
model for other countries to adopt.

“You can’t get everyone on the treatment. 
You need a vaccine to be able to eradicate 
the disease, but we can control the 
epidemic – bring it under control in the 
way that we have HIV,” he says.

“We’ve now treated around half of the 
people living with chronic hep C. Yes, 
there’s still a long way to go, but Australia 
has led the world in terms of access to 
the treatment. Thanks to the collaborative 
efforts of all involved we’re on track to a 
future without hep C.”

Tom de Souza

Judith Bevan
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LOOKING GOOD?  
FOR THE BUFF, THE BEAUTIFUL AND THE  
BODY-HACKERS, PERFECTION COMES AT A PRICE

A fit, tanned guy walks into an NSP. 
Reading from his phone he asks for 
specific supplies – a fit-pack of 3ml 
syringes with 23-gauge needles. The NSP 
worker guesses a mate has told him what 
to say. 

When the NSP worker asks if the man is 
using performance- and image-enhancing 
drugs (PIEDs), he is quick to confirm he is, 
perhaps to distance himself from the other 
clients. But he’s also quick to say he’s fine, 
he’s healthy. Like, look at him!

While this is a hypothetical scenario, Quentin 
Evans, the Health Education Officer at the 
RUSH Needle and Syringe Program in NSW, 
says it is a fairly typical one.

PIEDs users are an incredibly challenging 
cohort for NSP workers – and GPs and 
pharmacists come to that – because the 
potential risks of these drugs, especially 
when combined, are not widely known by 
health workers. 

And as many people using PIEDs consider 
themselves healthy and well-educated 
about nutrition and exercise, they might 
feel a disconnect queuing up at a place 
that they associate with people taking 
“unhealthy” drugs.

So how can this population be better 
engaged?

The broad spectrum of PIEDs

When we think of PIEDs, we probably 
think of testosterone. 

But to properly understand the 
population of users, it is necessary 
to appreciate that a raft of other 
problematic drugs are part of the mix.

Testosterone is an anabolic-androgenic 
steroid (AAS) in the same family as 
boldenone, nandrolone and stanozolol 
– all of which can be injected for “gains” 
in physique and improvements in energy 
and exercise recovery time.

But even just focusing on injectable 
PIEDs that might see someone going 
to an NSP, the scope goes much further 
than these steroids.

The use of synthetic analogues of 
human growth hormone has increased 
as the price has fallen. Quentin says 
it is not as expensive now that it is 
available on the dark web, along with 
Dehydroepiandrosterone (DHEA). 
These can be oral or injectable but, as 
bodybuilder forums point out, orals are 
more liver-toxic so people often opt to 
inject despite the health risks.

Then there’s the injectable tanning 
agent Melanotan. 

“Melanotan use has gone down in the 
last year, which may be COVID-related,” 
he says, “but, generally it will rise in the 
summer months.”

Northern Territory community 
pharmacist and vice president of the 
South Australia/NT branch of the 
Pharmaceutical Society of Australia Sam 
Keitaanpaa provides advice on PIEDs to 
professionals.

He says some people also inject post-
cycle therapy (PCT) agents to mitigate 
the problems caused by AAS, such as 
breast growth when the body converts 
testosterone to estrogen.

In addition, Selective Androgen Receptor 
Modulators (SARMs) developed to treat 
cancer and osteoporosis are being 
sourced from the black market. The 
prescription-only Schedule 4 drugs are 
designed to provide the benefits of the 
steroids with fewer side-effects.

Research chemicals such as peptides 
are also being imported by some 
compounding pharmacists, Sam says.

“Because the pharmacy ‘compounds’ it – 
really they just pour a little in a syringe 
– it suddenly becomes legal.”

PIEDs might be bought from dealers 
(who could be a friend at the gym) or 
via the dark web. Alternatively, they may 
be prescribed by an “anti-ageing” doctor, 
an online doctor service or even a GP 
known for “pushing the boundaries”.
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People use PIEDs for a variety  
of reasons

Although the “gym-bro” stereotype 
persists, the use of performance- and 
image-enhancing drugs is much more 
widespread. 

Along with the expected bodybuilders, 
PIEDs are popular among some athletes, 
emergency personnel seeking greater 
bulk and energy — and, concerningly, 
teenage boys wanting to build their 
physiques faster.

Quentin says in Sydney the NSP in the 
beach suburb of Brookvale sees far more 
people using PIEDs than the St Leonards 
site, suggesting the presence of clients 
who use steroids for aesthetic reasons. 
He said another big group is the active 
occupational cohort, such as security, 
military, police and firefighters.

With more women powerlifting and 
pursuing muscular physiques in recent 
years, it might be expected there has 
similarly been an increase in women 
using PIEDs.

But Dr Katinka van de Ven, Director of 
the Human Enhancement Drugs Network 
(HEDN), which provides evidence-based 
information about PIEDs and other 
enhancement drugs, says we really don’t 
have the data either way. 

WHEN IT COMES TO WOMEN 
THERE’S EVEN LESS RESEARCH 
AND EVEN LESS MEDICAL 
SUPPORT.
– Dr Katinka van de Ven

“When it comes to women there’s even 
less research and even less medical 
support,” she says. To this end, the 
January 2021 issue of the regular 
periodical HED Matters was dedicated to 
women’s use.

Although research shows that the 
average age for people starting to use 
PIEDs is 20–24 years, it can begin much 
earlier. The 2017 Australian Secondary 
Students’ Alcohol and Drug Survey 
(ASSAD) report found that of 20,000 
students, two per cent had used AAS or 
other enhancement drugs, with one per 
cent reporting use in the past month.

Further, Katinka says, there is a growing 
number of men over 40 using steroids to 
fight ageing – for increased energy and 
sex drive.

Since many people who use PIEDs will 
not see an NSP or GP – particularly if 
they get their needles from whoever 
supplies the drug – it is hard to gauge 
the true figures. 

The National Drug Strategy Household 
Survey shows that the prevalence of 
non-prescribed steroids in Australia 
is steadily rising, from 0.3 per cent in 
2001 to 0.8 per cent in 2019. Similarly, 
the Australian Needle Syringe Program 
Survey National Data Report shows a 
significant increase in PIEDs as the  Dr Katinka van de Ven

“last drug injected” in NSW over the 
period 1995–2019 – from one per cent 
to 10 per cent. 

The figures for 2020 will be complex: 
Quentin says the number of clients using 
PIEDs slowed down during lockdown in 
NSW, followed by a flurry of action when 
gyms reopened.
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The complex risk factors?

The pursuit of strength and beauty can 
exact a heavy toll. Several complications 
are associated with PIEDs use.

Anabolic-androgenic steroids have a 
cardiovascular risk, ranging from high 
blood pressure to blood clots, strokes, 
artery damage and even an enlarged 
heart. Katinka recommends asking 
clients if they have a family history of 
cardiovascular problems. 

Mood changes are common, from 
increased aggression while using the 
hormones to depression after having 
ceased use. A recent Icelandic study 
polled 10,300 secondary school students 
and 1.6 per cent reported using steroids. 
Of those, 78 per cent reported more 
anger issues, anxiety and depression 
and lower self-esteem than non-users 
and 30 per cent said they had attempted 
suicide, compared to 10 per cent of  
non-users.

Men using PIEDs to boost or reclaim 
their virility might find it backfires. 
Infertility is a potential side-effect of 
testosterone, which decreases sperm 
production.

NOW A LOT MORE PEOPLE ARE USING THE ‘BLAST 
AND CRUISE’ APPROACH WHERE YOU USE A LARGER 
AMOUNT FOR A WHILE, THEN CUT BACK BUT KEEP 
USING THE STEROIDS.
– Quentin Evans

“There are (also) more controversial 
things like human growth hormone. The 
problem is, we know about it in terms 
of supplementing it to someone with 
a deficiency, but there’s not that much 
known about people using it for the 
anabolic (muscle-enhancing) effects.”

Although some PIEDs users might fear 
becoming stigmatised, Beng says PIEDs 
users can benefit greatly from visiting 
their doctor.

“They can get free blood tests. It’s 
like any other substance: if there are 
significant risks of side-effects you 
would test for them, just like someone 
who’s injecting heroin could be tested 
for hepatitis C and someone who’s 
drinking too much could have their liver 
function tested,” Beng says.

Quentin Evans

Dr Beng Eu

“It is also really important to talk 
about infertility,” Katinka says. “They 
might not be thinking about children 
now but they might want children in 
the future and they might be advised 
to store their sperm.” 

Hypogonadism (the decreased 
functioning of the testes or ovaries) can 
cause low mood and low energy. Another 
sexual side-effect, priapism (prolonged 
erection, often unconnected with sexual 
arousal), can result from taking Melanotan.

Dr Beng Eu, a GP who practises out of 
Prahran Market Clinic in Melbourne, 
has extensive experience treating 
people who use PIEDs through a 
harm-reduction lens. He says there 
is a testosterone risk connected with 
prostate cancer.

“I don’t think there’s a suggestion 
that testosterone causes it, but a lot 
of prostate cancers are sensitive to 
testosterone,” Beng says. 

“So if you happen to have prostate cancer 
with high levels of testosterone, you’re 
probably promoting the cancer to grow.” 
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Quentin says referrals by NSPs to GPs 
are infrequent because of the stigma 
people using PIEDs expect to encounter. 
However, the NSP where he works 
has referred one person to an AOD 
counsellor. 

“He wanted to stop but was having 
trouble,” Quentin says. 

“I think that could become more of 
an issue, because traditionally people 
would use steroids in 12-week cycles. 
Now a lot more people are using the 
‘blast and cruise’ approach where you 
use a larger amount for a while, then cut 
back but keep using the steroids.”

A call to arms

There is no official training program 
around steroid use, and presentations 
about PIEDs at AOD conferences tend to 
be basic. Experts says there is an urgent 
need for better understanding of this 
complex area.

The Human Enhancement Drugs 
Network has produced a range of 
educational posters, infographics, 
pamphlets and videos suitable for NSPs. 
Quentin uses some of the booklets from 
Exchange Supplies in the UK, such as  
A Pocket Guide to Steroids. 

“They have the typical doses and 
frequencies of use for steroids and other 
substances, which is good because we 
don’t ourselves want to advise them on 
what dose to use,” Quentin says.

THE FUNDAMENTAL AGREEMENT AMONG THE 
PEOPLE USING THESE MEDICINES IS THAT HEALTH 
PROFESSIONALS DON’T KNOW ANYTHING ABOUT 
THEM SO THERE’S NO POINT IN ASKING THEM.
– Sam Keitaanpaa

Beng says it is vital that the health 
sector deepens its engagement with 
people who use PIEDs “because there 
are millions of online tutorials and 
information about how you cycle and 
how to stack all this stuff, but then 
there’s very little that concentrates on 
side-effects”.

And yet, he admits, it can be a confronting 
task for some health workers.

Sam Keitaanpaa

“You have a very mobilised, well-
educated population coming in who  
are probably going to challenge you  
if you sound like you’re not really sure,” 
Beng says. “They often educate me about 
things like checking for kidney function 
and what are the right tests to order 
because they have a high creatinine level.”

Sam Keitaanpaa is blunter still. 

“The fundamental agreement among 
the people using these medicines is 
that health professionals don’t know 
anything about them so there’s no point 
in asking them,” he says.

“In my experience, when people 
have opened up to me about these 
substances, they’re generally looking for 
the safest way to use them, and if you 
meet them at that level they’ll actually 
engage really readily. There’s a lot of 
harm reduction and great conversations 
we could have, dispelling myths and 
rumours.”
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How NSPs can engage  
PIED users

When a client goes to an NSP asking 
for larger needles, or looking like they 
might be using PIEDs, Quentin suggests 
asking: “Is this equipment for anabolic 
steroids or other PIEDs? Have you used 
them before? Where are you intending 
to inject?”.

He asks the last question because 
sometimes clients want to inject 
testosterone into their calves or 
pectorals, wrongly believing that the 
agent works on the area where it’s 
injected. At other times people worry 
about the size of the larger needles 
needed for intramuscular injections. 

“They’ll say they want to use thin, short 
needles, so we’ll advise them against 
doing that and explain why they need 
this needle for the consistency of the 
drugs they’re injecting.”

Poor hygiene and injection technique 
could result in abscesses and nerve 
damage, so sometimes Quentin’s team 
might draw diagrams showing where to 
inject. 

“We also have a foam sponge, used for 
training nurses, which replicates the 
layers of skin, fat and muscle,” he says. 
“We can show what it feels like to go 
through those layers – the different 
levels of resistance.”

PEOPLE MIGHT NOT BE AWARE THAT SHARING A VIAL 
CAN INCREASE THE RISK OF TRANSMISSION. THEY 
MAY BOTH PUT THEIR NEEDLES IN THERE. 
– Dr Katinka van de Ven

Changing the attitude  
of GPs

Dr Beng Eu sees his mission 
as not so much trying to reach 
PIEDs users as educating medical 
professionals to ask the right 
questions of their patients.

“If someone is a clearly a really 
keen gym goer and looking quite 
fit – without necessarily looking 
really, really large – as part of 
my general questions I might 
ask them about whether they 
take any sort of supplements 
or protein powders, if they 
experiment with peptides,  
if they consider steroids,” he says. 
“It’s warming up to ‘Have you 
used them in the past? Are you 
thinking about using them in the 
future?’ as well.”

Beng and some other researchers 
launched PUSH, a health audit of 
people using PIEDs that has been 
running for around 20 months. 
“We want to collect some data 
about patients being seen in 
general practice who we don’t 
know much about,” he explains. 
“We’d like to flesh out more 
information about this population 
that presents to GP clinics: who 
they are, how large they are, 
whether they’re heavy users, if 
they have a lot of side-effects.”

Beng and Dr Katinka van de Ven 
have also produced a GP Guide 
to harm minimisation for patients 
using non-prescribed anabolic-
androgenic steroids (AAS) and other 
performance and image enhancing 
drugs (PIEDs).

Katinka van de Ven says people who use 
steroids, in particular, need to be warned 
about potentially dangerous behaviours.

Firstly, they may engage in sexually risky 
behaviour so a conversation could be 
had about safer sex, and secondly, blood-
borne virus transmission can occur if 
they share vials.

“We do see that within this population 
the infection rate is lower because we 
don’t see a lot of needle sharing,” she 
says. 

“Having said that, people might not 
be aware that sharing a vial can also 
increase the risk of transmission. They 
may both put their needles in there.”

Jenny Valentish
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JUDE  
BYRNE

TIRELESS ADVOCATE FOR  
PEOPLE WHO USE DRUGS

Throughout Australia and the world, Jude’s 
peers honoured a “drug-using woman, 
mother and grandmother” revered for 
her “wisdom, determination and insight”, 
a person whose “joy was infectious and 
passion unwavering” and who “fought 
throughout her life for fundamental 
human rights” and “will remain 
unforgettable to so many”.

On March 2, Jude wrote in an online 
message: “A bullet I couldn’t dodge.  
A hernia to terminal cancer is a jump.  
I was too slow.”

Three days later, on the evening of March 
5, she passed away in a Canberra hospital 
with her two surviving siblings, elder 
sister Jo-Anne and younger brother Guy; 
daughters Autumn and Imogen; son Myles; 
and partner Geoffrey by her bedside.

Many people learned of the loss through 
a statement made early the following 
morning by Melanie Walker, CEO of the 
Australian Injecting & Illicit Drug Users 
League (AIVL), an organisation Jude  
co-founded and for which she worked  
as National Project Coordinator.

“Jude was still talking to people about 
work and shaping the future from her 
hospital bed right up until the end – on 
the Thursday before she passed away 
on the Friday night – such was her 
commitment to the work she was leading 
and AIVL,” Melanie tells The Bulletin.

“As a strategically minded woman she 
was always very attentive to succession 
planning in terms of AIVL and the sector 
– that was part of the strength of her 
mentorship role.”

Melanie says while not even Jude herself 
realised the extent of her illness – “We 
all thought it was hernia until six weeks 
before her passing” – Jude had “done a lot 
of work for years assisting up-and-comers 
with a view to ensuring the longevity of 
her projects and sustainability of the drug 
user movement’s contributions to policy 
and programs going forward”.

“Jude also established the national peer 
network within AIVL that provides a forum 
for peer workers across the member 
organisations to get together to talk about 
their work, to work on various workforce 
development initiatives and to provide 
input to researchers and policy makers 
direct from the coalface.

“All of the people who were mentored 
and influenced by Jude’s work – so many 
who’ve gone on to have integral roles in 
the sector – will be able to carry that on 
into the future.”

Melanie says Jude’s involvement in 
establishing AIVL as a national peer-based 
drug user organisation was “one of the 
major achievements in her life and career”.

“She was also integral in setting up the 
International Network of People Who Use 
Drugs, INPUD, and she was on innumerable 
boards and reference groups throughout 
the years, including the board of the 
International Network of Hepatitis and 
Substance Users, INHSU. She recently 
stepped down from the board of the NSW 
Users and AIDS Association, NUAA, where 
she had assisted in a time of transition.

“Jude was a Goliath in creating 
organisations and structures that 
carry forward the views and needs of 
people who use drugs nationally and 
internationally, not just in the drug user 
movement but also across the research, 
policy and development, and program 
development spaces.

“Warrior of activism”, “extraordinary woman”, “hero”, 
“inspiration”: Jude Byrne’s death in March triggered an 
immediate outpouring of tributes for one of the global 
community of drug users’ greatest advocates.
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I AM COMPLETELY 
ADDICTED TO CHANGING 
DRUG LAWS AND  
THE WAY WE ILLEGAL  
DRUG USERS ARE 
REPORTED ON  
AND SEEN BY THE  
WIDER COMMUNITY.
– Jude Byrne (1957–2021)

“Through it all she was quite an understated 
woman in how she communicated this with 
her family so Jude’s children are only now 
getting to know a lot more about her 
work. It’s lovely for them to see how highly 
regarded she was.”

After a career of advocacy for others, Jude’s 
final days were made more comfortable 
thanks in part to the intervention of the 
Canberra Alliance for Harm Minimisation 
& Advocacy (CAHMA) and AIVL, which 
collaborated to have her granted access 
to pain medication. “It is during sickness 
and illness that people who use drugs 
really see the sharp end of prohibitionist 
discrimination,” CAHMA Manager Chris 
Gough says. “We were proud to be able 
to swing into action and ensure Jude had 
sufficient pain relief to ensure her human 
rights when she became seriously ill.”

Making a difference

In a family eulogy during Jude’s funeral, 
her brother Guy recalled: “Around the 
time of the AIDS epidemic, Jude began 
her advocacy for drug users and other 
vulnerable groups.”

Drawing on her own lived experience 
as a person who injected drugs – and 
would continue doing so for the rest of 
her life – Jude first became involved in 
hepatitis C virus (hep C) and drug use 
issues in 1989.

In the late 1990s she was the first 
ongoing staff member employed by 
AIVL, heading up its national hep C 
program. Jude became a force in the 
fight to eliminate hep C among people 
who inject drugs, through her work 
both at AIVL and with the World Health 
Organization (WHO) and, more recently, 
with INHSU and other organisations.

Childhood on the move

The third of six children of Tom and 
Aileen Byrne – a railway worker-
turned-WWII airman and a nurse, from 
North East Victoria – Jude was born in 
Melbourne on August 7, 1957.

As a baby she moved with her family 
to the Hawkesbury Valley near Sydney 
when her father was transferred to the 
Royal Australian Air Force (RAAF) base 
at Richmond. It was the first in a series 
of RAAF relocations – Canberra and 
then Darwin followed before the Byrnes 
eventually settled back in the capital, 
where Jude attended Australian National 
University.

Inspired by her mother, Jude took 
up nursing at the Alfred Hospital in 
Melbourne. This interest in healthcare 
grew into a lifelong commitment to 
outreach, harm reduction, evidence-
based drug policy and peer education.

As part of the Australian Injecting & Illicit Drug Users League’s (AIVL) work on ageing 
among people who use drugs,  Jude Byrne was interviewed for a series of podcasts 
that’s due to be launched in May. These episodes will be hosted on the AIVL website.

“We’ll be hearing Jude’s voice and getting the benefit of her wisdom even beyond her 
passing,” AIVL CEO Melanie Walker says. “People will continue to learn from her work 
and her insight – we haven’t had the last word from Jude just yet.”
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Championing treatment for all

Having received hep C interferon 
ribavirin therapy herself, Jude saw the 
benefits of having treatment made 
available to all Australians.

She worked closely with Professor 
Margaret Hellard at Burnet Institute on 
this initiative.

“For the sector, losing Jude is a real 
blow,” Margaret says. “People will come 
through, but Jude played an immensely 
important role.

“The nature of her personality meant 
she was able to find a way to work with 
everybody – it was a great strength of 
hers. Not everyone has that ability.

“She was incredibly valuable as a 
colleague and friend and guide. I could 
pick up the phone and ask her advice 
about doing something in a way that 
was right for the community and how we 
might frame it going forward to engage 
with people. We could always have that 
conversation about getting the balance 
right.”

Margaret says although the two had 
known each other since the early 2000s, 
her relationship with Jude had deepened 
in the past decade.

“I began to know her well when we 
were on a WHO expert advisory group 
together, and then in 2014, around 
the time of the UNAIDS International 
AIDS Conference in Melbourne, I was 
advocating for treatment for everybody 
for hep C.

“Not everyone was agreeing with me – 
most people were saying ‘Medication’s 
too expensive’ and there was concern 
that governments would then take 
money away from harm reduction, 
concern about blowing budgets. People 
were initially sceptical, because it came 
out at $1,000 a pill so it would be 
$100,000 or more to cure one patient 
of hep C, but we knew from other work 
that it could actually be much cheaper.

“Jude was open to those discussions. 
Early on, we needed to speak with 
government and we needed community 
to back us up so we could move 
the conversation along in a really 
constructive partnership approach.

“This was how we were able to say that 
treatment absolutely should be made 
available to people who were injecting 
drugs so that they would be able to 
break the chain of infection and not 
accidentally pass it on to others. 

“It was Jude from AIVL and Helen Tyrrell 
from Hepatitis Australia and others who 
took the lead.”

Jude’s groundbreaking work in advocacy 
and research on behalf of people 
who use drugs, and the professional 
relationships she fostered, ensure her 
influence will continue to be felt for 
decades to come.

 
Rosalea Ryan

Jude was the first peer representative 
appointed to the Australian National 
Council on Drugs, the Prime Minister’s 
advisory committee on drug policy 
during the Howard era.

She authored many papers and in 2006 
co-wrote The Safer Injecting Handbook 
(published by the Australian Drug 
Foundation) with Andrew Preston. She 
was a frequent speaker at conferences, 
seminars, forums and workshops in 
Australia and overseas, including in her 
role as chair of INPUD.

In 2011, at the Harm Reduction 
International (HRI) conference in 
Lebanon, Jude was presented with the 
International Rolleston Award for her 
“outstanding contribution to harm 
reduction at an international level”.

HRI Executive Director Naomi Burke-
Shyne and Conference Co-managers 
Maddie and Lucy O’Hare remember Jude 
as a “courageous and inspirational harm 
reduction leader – a brave pioneer and 
fierce advocate for the rights of people 
who use drugs”.
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I WAS BORN TO DUTCH 
MIGRANT PARENTS WHO  
CAME TO AUSTRALIA IN 
1950 AFTER THE WAR WITH 
NOTHING, LIKE MANY 
MIGRANTS AT THAT TIME.

You’re a physician, so were you born 
into a medical family in the leafy 
eastern suburbs of Sydney?

No. Quite the opposite. I was born to 
Dutch migrant parents who came to 
Australia in 1950 after the war with 
nothing, like many migrants at that time. 
My father worked as a tradesman, a 
fitter-welder, and my mother did home 
duties. I grew up in Wentworthville in 
Sydney’s western suburbs and I went to 
state schools – in fact, a pretty rough high 
school where I was quite frightened for 
my safety for many years. Someone like me 
who stood out a bit was certainly a target 
for the school’s bullies.

DUTCH COURAGE 
HOW A STUDIOUS OUTSIDER BECAME  
THE SAVIOUR OF SYDNEY’S MEAN STREETS

For more than 30 years Dr Ingrid van Beek AM has worked in harm reduction, including 
as Director of Kirketon Road Centre in Kings Cross, Sydney, until early 2017 and as the 
founding Medical Director of Sydney Medically Supervised Injecting Centre (the first of its 
kind in the English-speaking world) in 2000–08. In 2010 she was awarded membership of 
the Order of Australia for her contribution to improving the health of socially marginalised 
populations. Ingrid is a Conjoint Professor at the University of NSW Sydney’s Kirby Institute 
and chairs the National Centre for Clinical Research on Emerging Drugs.

What was it that made you stand out?

Even though my parents were living in 
very modest circumstances, they had 
big plans for me and my brothers. It’s 
the migrant story. They invested heavily 
supporting us through our state school 
education and for me that included 
ballet, stage-acting and modelling as 
a child. These were not things that 
increased someone’s popularity at my 
school. And, yes, I did well at school – 
that in and of itself wasn’t something 
that made you popular, either.

I’ve later in life seen that those difficult 
years, even though I had good friends, 
taught me to cope with not being liked 
necessarily – which is not to say I don’t 
like being liked, but respect means a lot 
more to me.

My mother was particularly influential. 
She really pushed me forward with the 
idea that I just had to keep persevering 
and with time things would get better. 

She was right – certainly once I went 
to university. There it was the reverse 
where I was “the Westie”, unlike most 
who were from the leafy suburbs and 
the private schools, but in a way that 
was cooler than how I’d been perceived 
to be at school. I definitely didn’t need to 
make sure a friend went with me to the 
toilet block anymore.

It made me resilient and persevering 
and determined and I learned how 
to just soldier on. Maybe it also gave 
me some street smarts that I found 
useful particularly when it came to the 
injecting centre’s various battles.
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What inspired you to want to study 
medicine?

My background gave me a deep sense of 
social justice. I saw a lot of people living 
in that social milieu who didn’t have 
the support of their parents like I did, 
who were actually often quite bright but 
didn’t necessarily do well even if they 
did make it to university level,  
also because they didn’t usually have 
role models.

I had an older brother who’d already 
done medicine so there was in fact a 
doctor in the family before I started, 
immediately before me – six years ahead 
so he finished when I started. So right 
throughout my high school years I had 
him as a role model and that was in 
contrast to most of the other kids in 
our area at that time. To me medicine 
seemed like something that was 
practical and useful work, where good 
things could be done.

I had an acute sense of how people 
didn’t have equal opportunity. I suppose 
I caught that bug and it was nurtured by 
my parents, who were very political. My 
father was part of the Dutch resistance 
during World War II. He taught me about 
having the courage of your convictions 
even if contrary to the government of 
the day – the government of that day 
in the occupied Netherlands of course 
being the Nazi regime – and that you 
have to stand up for what you believe in 
even if that involves some risk. He came 
from a socialist youth background, was 
part of the early trade union movement, 
so I grew up handing out how-to-vote 
cards for Gough Whitlam’s “It’s Time” 
election. That was when I was starting 
high school, so I was politicised at a very 
early age and it all melded together.

How did you then direct your career 
towards public health?

As for choosing to work in public health, 
and in particular among drug users and 
sex workers in Kings Cross, as a medical 
student I was placed at St Vincent’s 
Hospital in Darlinghurst during the 
late 1970s. That was when there was 
an incredible escalation in barbiturate 
use, heroin use and injecting drug use. 
Overdose cases were coming in – many 
– every day and I saw those as a student 
and later on as an intern and medical 
resident there. There was a huge 
disaffection for drug users; they were 
treated very poorly, disrespectfully, in 
the emergency centre and on the wards. 
I could see that there was this huge 
need. There were no networks in place 
or community-based services to actually 
refer people to for any further care or 
assistance at that stage.

My junior medical training years there 
also happened to coincide with the AIDS 
epidemic and a whole shift in thinking. 
Instead of just sitting back and saying 
“Well, when you people want to change, 
maybe we’ll have an abstinence-based 
drug treatment program for you”, we 
were starting to reach out to people 
while they were drug using, not making 
judgements. And treating people 
respectfully – partly, I’d like to think, 
because we thought that was a better 
way to approach all people, but also 
for pragmatic reasons because it was 

MY FATHER WAS PART OF THE DUTCH RESISTANCE 
DURING WORLD WAR II. HE TAUGHT ME ABOUT 
HAVING THE COURAGE OF YOUR CONVICTIONS… 
AND THAT YOU HAVE TO STAND UP  
FOR WHAT YOU BELIEVE IN EVEN IF  
THAT INVOLVES SOME RISK.

quickly appreciated that this was the 
population that was potentially going 
to be the conduit for HIV to the broader 
community. 

We had no choice but to reach out 
and make contact and try to find ways, 
acceptable ways, to reduce people’s risk 
behaviour to stop an explosive epidemic 
which had already well and truly 
established itself in that area.

You joined Kirketon Road Centre 
quite early, didn’t you?

Kirketon Road opened in 1987 – the final 
year of my MBA program.

Kings Cross was unique in Australia 
in that there was a substantial gay 
community in the Darlinghurst area 
with an HIV prevalence of about 30 per 
cent by the time we realised what was 
happening. Australia was historic in not 
having that move across to “injecting 
drug users”, as they were called then, 
because we were in time with a needle 
syringe program and with all sorts of 
other supports necessary to reduce risk 
behaviours.

My interest in social justice, graduating 
at that time, seeing a need for drug 
users, HIV turning up – it all converged 
and then I did a placement at Sydney 
Hospital during my MBA. I had switched 
away from surgery, which was my 
original idea, because I thought there 
was no real need for me as a surgeon. 

AS A MEDICAL STUDENT I WAS PLACED AT ST VINCENT’S HOSPITAL 
IN DARLINGHURST DURING THE LATE 1970S. THAT WAS WHEN 
THERE WAS AN INCREDIBLE ESCALATION IN BARBITURATE USE, 
HEROIN USE AND INJECTING DRUG USE.
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But I was pretty organised. I had re-
organised the entire booking system of 
the cardiac surgery unit at St Vincent’s 
during my surgical term there, which 
they’d said couldn’t be done. And that 
made me think “Hey, maybe I’d be better 
working at population level, systems level”.

And then while I was at Sydney 
Hospital the medical superintendent 
there, Dr Vicki Pearson, was just about 
to become the first Director of the 
Kirketon Road Centre (KRC). She didn’t 
have a clinical background. I’d done 
my family planning course and she 
needed  doctors with clinical skills. So 
I became the Wednesday doctor during 
the second and final year of my MBA. I 
really enjoyed the work – the integrated 
primary health care model. I was hooked.

Then, in late 1988, the Director took 
extended long-service leave and I stood 
in for her for four or five months. I was 
very lucky to be able to put my hand up 
to do what I thought was the job from 
heaven.

That was really when it took hold that I 
could see a vision for the service. It was 
very tiny in the beginning – it was really 
just a slightly specialised general practice 
with a social worker thrown in – but we 
were like this lovely little family of health 
workers committed to harm reduction.

I could certainly see at that early stage 
that the model had huge potential 
in that area, partly because, as I’d 
discovered while working just down 
the road at St Vincent’s, there was a 
dearth of services in the area. You would 
have thought that if you were going 
to have a government-funded sexual 
health service – I mean, HIV wasn’t the 
first sexually transmitted infection to 

come along – that you’d have located a 
clinic in Kings Cross, where there was a 
huge concentration of sex workers and 
their clients and young people and gay 
people and so on. Yet there was basically 
nothing there of that nature.

Kirketon Road had more of a sex worker 
health focus to start with but it quickly 
broadened its scope, starting the area’s 
first NSP in 1988 as injecting drug use 
was increasingly being recognised 
among its street-based clients, and 
hepatitis C not long after. In 1993 
we also integrated a low-threshold 
methadone access program to ensure 
that those most at risk of blood-borne 
infections no longer had the greatest 
difficulty accessing this effective 
treatment modality.

What do you remember most about 
the initial days of Sydney Medically 
Supervised Injecting Centre – its 
establishment and then once it 
started operating in 2001?

‘K2’ – KRC’s satellite NSP set up in a 
shopfront on the main street of Kings 
Cross in 1996 – was what I often 
describe now as the “dress rehearsal”  

for the injecting centre: a big battle 
about the location and lots of 
community meetings. It was a new thing 
at that time to find myself in community 
meetings being called all sorts of things 
by some of the burghers of Kings Cross.

Those earlier years helped me during 
our establishment of Sydney Medically 
Supervised Injecting Centre (MSIC) 
from the point of view of learning not 
to overreact, not to take any abuse too 
personally and not to crumple in a heap 
– but instead to continue to calmly and 
respectfully explain the reasons the 
area needed what was being proposed, 
trusting that right would win out in the 
end. And it did. Random polling showed 
we had high levels of local community 
support for this new service and the 
injecting centre later on.

When we started NSP in 1988, the 
community wasn’t at all mobilised in 
relation to objecting to them; they didn’t 
really know what they were. We were 
also very lucky not to have social media 
back in those days, so people were much 
less able to organise their opposition 
compared to now.

You were the lonely, one and only, 
medical director of an injecting 
room in Australia for quite a long 
time.

Yes, I was – for the first eight years.

So you saw it from the beginning 
until it was made permanent?

We never dare call any health service 
“permanent” – they’re always “subject to 
ongoing reviews”. But MSIC ceased being 
referred to as “a trial” when its enabling 
legislation was finally amended in the 
NSW Labor Government’s final days in 
late 2010.

I’d returned to being KRC’s full-time 
director by then. But, never one to waste 
an opportunity, I used my resignation 
from MSIC in 2008 to advocate for 
the lifting of its trial status, putting 
this firmly on the public agenda. That 
the tabloid press called it out as “a 
deliberate publicity stunt” is a badge of 
honour to me.

* Read part two of our conversation with 
Ingrid in the May edition of The Bulletin, 
when she shares her thoughts on NSPs 
and primary health care in Australia.

WE NEVER DARE CALL 
ANY HEALTH SERVICE 
“PERMANENT” – THEY’RE 
ALWAYS “SUBJECT TO 
ONGOING REVIEWS”.

‘K2’ – KRC’S SATELLITE NSP SET UP IN A SHOPFRONT 
ON THE MAIN STREET OF KINGS CROSS IN 1996 – 
WAS WHAT I OFTEN DESCRIBE NOW AS THE “DRESS 
REHEARSAL” FOR THE INJECTING CENTRE.

In her book, In the Eye of the Needle: Diary of a 
Medically Supervised Injecting Centre (published 
by Allen & Unwin in 2004), Dr Ingrid van Beek 
AM recounts the establishment phase and 
challenging early years of the facility’s operation 
in Sydney as experienced by its founding Medical 
Director. In the Eye of the Needle is available in 
paperback and as an e-book.
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