
Guidelines for hepatitis C education  
targeting young people who inject drugs

Beyond Transmission:

Queensland Alcohol and Drug Research and Education Centre





© Queensland Health and  
University of Queensland, 2005

This work is copyright. Apart from use permitted 
under the Copyright Act 1968, no part may be 
reproduced by any process without permission of 
the publisher.

Disclaimer
The guidelines are generally applicable to young 
people who inject drugs. Further education and 
service delivery principles and strategies are required 
for engaging with young injectors from Aboriginal 
and Torres Strait Islander backgrounds, culturally 
and linguistically diverse backgrounds and other  
sub-groups.

Careful consideration has been given to internet sites 
and resources provided, however no responsibility is 
taken for the accuracy of information provided by 
these links. Orders placed over the internet for hard 
copy documents may incur freight costs.

Information provided in this resource is not intended 
to replace expert advice about the management of 
hepatitis C or injecting related harms such as vein 
damage. Information is to be considered relevant for 
two years from the date of publication.

Language
Particular terminology is repeatedly used for  
brevity and continuity, including ‘service provider’ 
and worker’. The contributions of peer educators 
and support people are recognised and encouraged, 
along with those outside the health and human 
service sector. Furthermore, the term ‘practice’ 
should be considered relevant to all those who 
make a considered attempt at engaging with young 
people about issues that affect their lives. The term 
‘interventions’ is regularly used for brevity and 
continuity, to denote a wide range of activities that 
are intended to bring about changes in knowledge, 
attitudes and practices of young drug users. 
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Introduction

Overview
This resource presents Guidelines for hepatitis C 
education targeting young people who inject drugs. It 
documents current good practice when engaging with 
young people about reducing harm associated with 
drug use, including hepatitis C infection. Information 
included in the resource is based on a range of research 
and experience about hepatitis C education.

Rationale
Recent research shows the highest rates of recent 
hepatitis C infections occur among people aged 
between 15-29 years, with transmission related 
to the sharing of injecting drug use equipment 
(National Centre for HIV Epidemiology and Clinical 
Research (NCHECR), 2003). Alarmingly low levels of 
knowledge about hepatitis C prevention have been 
found among some young injectors, despite many 
having an awareness of harm reduction messages 
such as “don’t share injecting equipment”.

Whilst sound knowledge of hepatitis C prevention 
and access to injecting drug use equipment are vital, 
there are a range of other factors that need to be 
taken into account. These relate to each individual, as 
well as their social context, and the location in which 
injecting drug use takes place.

Some of the issues are really complex!
During initial consultations when planning this 
document, service providers in the youth, health and 
welfare sectors in Queensland consistently said:

“Young people say they don’t share injecting equipment 
but then hep C shows up in their blood tests.”

“New injectors already come in contact with hep C, 
before they get any information about it. They need 
to know how to prevent hep C before they start 
injecting.”

“We can’t really discuss with young people how 
to inject, even though we know they are putting 
themselves at risk of hepatitis C infection.”

These are not issues that can be dealt with easily! 
But here is our attempt... much of the information 
is derived from strategies used by service providers 
and educators, as well as what current published 
research suggests. 

Training workshops held in six Queensland locations 
in 2004 helped to ‘test out’ and further develop the 
Guidelines for hepatitis C education targeting young 
people who inject drugs. 

Purpose of the guidelines
There is no one size fits all approach to preventing 
hepatitis C among young people. This resource 
presents a number of general guidelines to inform a 
broad range of hepatitis C education opportunities. 
Specific guidelines have also been documented about 
responding to some particular issues that may impact 
on hepatitis C prevention, such as injecting drugs in 
a group context.

Hepatitis C is one of a range  
of drug use issues
Information about hepatitis C may be of greater 
relevance to young people who inject drugs if they 
know how it can be transmitted during their actual 
injecting situations. There are ‘more things at stake’ 
for young people when they inject, rather than 
thinking about hepatitis C – they are focussed on 
using their drugs, which is often something they are 
doing with other people. There is also a range of 
harms associated with injecting drug use, other than 
hepatitis C infection.

It is important that young injectors have a ‘match’ 
between how they perceive their drug use, compared 
to their actual behaviour (many think they use drugs 
more safely than what they actually do). This plays 
a significant role in young injectors wanting to ‘take 
on board’ information and interventions aimed at 
reducing harm, including hepatitis C.

Framework
Research indicates that increasing numbers of young 
people are experimenting with drugs and drug 
injecting, and some young people continue to inject 
drugs despite experiencing considerable degrees of 
harm.  Current rates of hepatitis C infections require 
looking beyond preventing drug use, and instead 
enhancing young people’s capacity to reduce risks for 
transmission such as injecting equipment sharing and 
exposure to infected blood, as well as other harms 
associated with injecting. 

As well as a commitment to harm minimisation and 
harm reduction (see ‘Section 2: Background info...’), this 
resource is also informed by principles of social justice, 
asserting that young people have the right to equitable 
access to services that positively affect their lives, and 
to participate in the development and implementation 
of strategies that will impact on their lives. 
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Young people’s drug use issues are seen as arising 
from and impacting on broader issues including 
relationships, education and employment. Some 
young people who are at risk of hepatitis C infection 
are also at risk of a range of other health, social and 
wellbeing issues. Interventions to enhance young 
people’s lifeskills and situation in general can have 
multiple benefits, including enhancing their capacity 
to prevent hepatitis C infection. 

In acknowledging a broad health promotion framework, 
information ranging from community awareness-
raising, organisational development and self-care for 
workers has been included in this resource.

How to use this resource

Target groups
The target group for this resource is wide-ranging. 
It is not only those who are positioned to discuss 
injecting drug use with young people, who have a role 
in hepatitis C prevention. Many service providers, 
educators and support persons are well-placed to 
enhance young peoples’ capacity to understand and 
take responsibility for their health and wellbeing.

Self-assessment
The following self-assessment quiz helps ascertain 
which of the hepatitis C education guidelines are 
most applicable to your current work environment, 
skills base or level of engagement with young people 
who inject drugs. Self-assessment should occur 
before using this resource.

There are some general guidelines which are relevant 
to all service providers, regardless of their level of 
contact with young people who inject drugs.

Instructions for self-assessment
1. Respond to the questions below. 

2. Circle the number corresponding to your 
answer. 

3. Add these numbers up to make your total score. 

4. Read the paragraph that corresponds to your 
total score. This score will correspond to a 
category that suggests what your role is in 
relation to hepatitis C education and reducing 
other harms associated with injecting drug use 
among young people.

Quick reference guide
In order to assist readers to understand some of the 
terms used in this resource, a quick reference guide 
has been included at the end of this document.

When terms are used for the first time in the 
text of the resource, they appear in bold type. It is 
important to refer to the quick reference guide for a 
clear understanding of the meaning of terms and the 
context in which they can be appropriately applied.
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Self-assessment quiz

Q1: Engaging with young people: personally, professionally and organisationally

QUESTION VERY OFTEN OFTEN SOMETIMES RARELY NEVER

Do you give out injecting  5 4 3 2 1  
drug use equipment?

Do you do education about 5 4 3 2 1 
injecting drug use?

Do you do education  5 4 3 2 1 
about blood-borne  
virus transmission?

Do you talk with young  5 4 3 2 1  
people about risk taking 
in general?

Do you do formal 5 4 3 2 1 
interventions about drug  
use such as using the  
‘Vein Care’ resources?

Do you engage informally   5 4 3 2 1 
withyoung people about  
drug use?

Do you do applied/  5 4 3 2 1 
interactive workshops  
about drug use?

Do you engage with young  5 4 3 2 1 
peopleabout general issues 
they face?

Do you provide referrals for  5 4 3 2 1 
young people?

Do you provide clinical   5 4 3 2 1 
interventions for 
young people? 

Do you provide information  5 4 3 2 1  
aboutaspects of the law to 
young people?

Do you work from a  5 4 3 2 1  
‘youth friendly’ location?

Do you provide a range of  5 4 3 2 1 
young people friendly  
resources?

TOTALS
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Self-assessment quiz

Q2: Rate your confidence about:

QUESTION EXCELLEN T VERY GOOD GOOD POOR VERY POOR

Knowledge about  5 4 3 2 1  
young people’s drug use?

Knowledge about young  5 4 3 2 1 
people’s injecting drug use?

Appropriate and useful  5 4 3 2 1 
responses  to young  
people’s drug use?

Appropriate and useful  5 4 3 2 1 
responses to young people’s  
injecting drug use?

Transmission of  
blood-borne viruses? 5 4 3 2 1 

Hepatitis C epidemiology? 5 4 3 2 1

Hepatitis C symptoms,   5 4 3 2 1 
treatments and  
psychosocial issues?

Infection control procedures?  5 4 3 2 1

Delivering information in  5 4 3 2 1 
one-on-one situations?

Delivering information in   5 4 3 2 1 
group  situations with  
young people?

Communicating with  
young people?  5 4 3 2 1

Supporting young people? 5 4 3 2 1 

Peer education processes? 5 4 3 2 1 

Young people’s participation   5 4 3 2 1 
in service delivery?

TOTALS
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Self-assessment quiz

Q3: What other activities have you been involved with?

QUESTION VERY OFTEN OFTEN SOMETIMES RARELY NEVER

Participating in staff  5 4 3 2 1  
development activities  
exploring hepatitis C 
prevention among young  
people, such as conferences,  
workshops?

Using websites for  5 4 3 2 1 
information about hepatitis C?

Using websites for  5 4 3 2 1 
information about drug use?

TOTALS

FINAL TOTAL

TOTALS

It is anticipated that service providers and educators can be divided into three categories, which are:

30 – 65 All
 Guidelines presented in this category are not specific to injecting drug use and are relevant for 

‘all’ levels of contact with young people and young injectors, whether this is rarely, occasionally or 
regularly.

65 – 95 Non-core
 Those who occasionally come into contact with young drug users and drug injectors as part of their 

work role.

95 – 150 Core
 Those who regularly engage with young drug users or drug injectors as part of their core work role.

These categories, which represent levels of engagement with young people about injecting drug use, have 
been adapted from the work of Brisbane Youth Service and Cairns Youthlink (2001) on the Statewide 
Needs Assessment Project (SNAP). 

The SNAP final report details the sexual health and injecting drug use training and resource needs of 
service providers and educators in Queensland. 

The project report can be downloaded from: www.health.qld.gov.au/phs/Documents/cdu/15880dmp.htm 
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Categorisation of all guidelines

Shading is used to differentiate guidelines which are 
relevant for each of the three categories (all, non-core 
or core). The shading matches that in the box below.

Guidelines presented in each category build on 
those in the previous category. That is, for non-
core workers, guidelines included in the all category 
and the non-core category are relevant. For core’ 
workers, guidelines presented in all three categories  
are relevant. 

Remember, there are also general and specific 
guidelines included in this resource, which are broken 
into the three categories. 

Artificial categories
The general and specific guidelines have been 
categorised into all, non-core or core by artificial and 
fluid divisions. The scores marking out these three 
categories are not set in stone – they are to be used 
as estimates only. If you fall close to a score cut-off 
point, please place yourself in whichever category 
you feel reflects your position in relation to hepatitis 
C education and reducing other harms associated 
with injecting drug use.

This self-assessment quiz aims to stimulate clarification 
of personal, professional and organisational roles and 
boundaries in hepatitis C prevention. 

Use of the internet
This document provides many links to information 
on the internet.

We realise that many workers do not have 
any access or easy access to the internet.  
Alternatively where possible, telephone 
numbers have also been provided for services  
and resources.

Links directly to specific internet sites have often 
been provided. After opening Microsoft Internet 
Explorer, put the cursor into the ‘command bar’ 
and type in the whole address. This should take 
you directly to the relevant place.

In the event this does not happen, either shorten 
the internet address to just after the ‘.com.au’, 
‘.com’ or ‘.net’ (whichever is relevant). This should 
take you to the front page of the internet site. 
From here you can search for the item you are 
after, or follow links that appear on the page.

Which category  Which guidelines  
are you in? are relevant?

All All

Non-core All + non-core

Core All + non-core + core
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Introduction

This section provides a broad context for the 
Guidelines for hepatitis C education targeting young people 
who inject drugs. It details hepatitis C transmission 
rates among young injectors, and documents risk 
factors for hepatitis C transmission. This section also 
explores the notion of ‘youth’, and how services  
could be best oriented to prevent hepatitis C infection 
among young people.

Hepatitis C

Notifications
The hepatitis C virus (HCV) has become one of 
the most frequently notified infections in Australian 
states and territories1 since tests to identify hepatitis 
C antibodies became available in 19902. The hepatitis 
C epidemic continues to escalate in Australia1 and 
around the world3, so much so that a 45% increase 
occurred in Australia between 1997 and 20014. 
Despite these increases being found, hepatitis C 
infection is still considered to be under-reported5. 

An estimated 11, 000 – 19, 000 new hepatitis 
C infections occur annually in Australia, and 
approximately 242, 000 people have already been are 
already infected6. Of these, an estimated 80% to 90% 
of hepatitis C infections are related to injecting drug 
use. Ten percent of infections are related to unsterile 
tattooing and bodypiercing, unsterile medical 
procedures performed in countries with high rates 
of hepatitis C, occupational transmission (eg. needle 
stick injuries), or mother-to-child transmission during 
pregnancy and birth. Around 5% of infections are  
due to receipt of contaminated blood or blood 
products prior to 1990. Since that time, donated 
blood and blood products have been tested and risk 
of transmission is now thought to be extremely low1.

Natural history
Hepatitis means inflammation of the liver. It is caused 
by non-viral factors (eg. alcohol, drugs, chemicals, 
autoimmune system functioning) and/or viral 
infections such as hepatitis A, hepatitis B and hepatitis 
C7. Hepatitis C is thought to have existed in Australia 
among populations of people who inject drugs since at 
least the early 1970s8, and for approximately 20 years 
was known as non A-non B hepatitis2. The hepatitis 
C virus was identified in 1988 and publication of this 
finding was made in 198910. There are at least six  
strains or ‘genotypes’ of hepatitis C, and there are 
several subtypes of these. People can become re-
infected with the same or other genotypes7, and as yet 
there is no vaccine against infection with hepatitis C.

Hepatitis C has been described as a slowly progressive 
disease11. If 100 people were infected with hepatitis C 
at the same time:

• 15 to 35 people will clear the virus 
spontaneously (thought to be within two to 
six months of infection) and will not develop a 
chronic infection or risk of developing advanced 
liver disease. They can, however, be re-infected 
with hepatitis C if they are re-exposed and 
subsequently could develop chronic hepatitis C 
infection.

• 65 to 85 people will develop chronic hepatitis C 
infection. Of these people:

° 20 to 40 would have the virus in their blood, 
but they would not experience symptoms of 
infection. They could pass the infection onto 
others and may still develop some level of 
liver damage.

° About 40 to 60 would have the virus in their 
blood and develop some degree of symptoms 
and liver damage after an average of 15 years. 
These symptoms could vary from quite mild 
to debilitating.

• Of those who developed chronic hepatitis C 
infection, between seven and 16 people will 
develop scarring of the liver (cirrhosis) after 
an average period of 20 to 40 years. Factors 
associated with increased risk of cirrhosis are 
alcohol consumption, HIV or hepatitis B co-
infection, being aged over 40 at the time of 
infection, and being male.

° Of these seven to 16 people, between two 
and five people will develop liver cancer or 
liver failure12, 13, 14.

For young people with hepatitis C, infection appears 
to progress at a slightly slower rate7.

Treatment and support
Health and support services for people with hepatitis 
C are limited in number, and adequate and readily 
available medical treatment is lacking in many 
respects5,15. Standard pharmaceutical treatment 
subsidised under the Pharmaceutical Benefits Scheme 
Section 100 (PBS S100), referred to as ‘combination 
therapy’, is available where specific criteria are 
met. Therapy comprises of pegylated Interferon  
(PEG-IFN), a drug that boosts the immune system,  
and Ribavirin (RBV), a drug that works against the 
virus. Clearing the hepatitis C virus from the blood 
is not guaranteed as a result of therapy. Sustained 
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response rates with PEG-IFN and RBV range from 
50% to 80% depending on a person’s genotype.  
There is an overall sustained response rate of  
50%-55% for all genotypes among all people in receipt 
of therapy16. Responses to treatment vary depending 
on a person’s genotype, the amount of virus in their 
blood, age, sex, stage of liver disease, and lifestyle17.

Adverse effects of medical treatment often arise, 
with treatment having been described as a complex 
process and demanding on the patient18, 19. Those 
who do not respond to treatment, and those who 
are untreated are left with high levels of unmet needs 
related to managing chronic disease and the resulting 
impact on health, wellbeing and quality of life. Young 
people under 18 years are not eligible under current 
PBS S100 arrangements for treatment for chronic 
hepatitis C infection. Treatment for other young 
people (up to the age of 25, for example) is often 
not considered appropriate because of concerns 
about side effects including depression, fatigue and 
nausea20. Recommended self-management strategies 
for people living with chronic hepatitis C infection 
are lifestyle management, alternative therapies and 
psychosocial support21.

Transmission
Hepatitis C is a highly infectious blood-borne virus 
that is transmitted through blood to blood contact 
with an infected person22. It is transmitted easily 
through only minor breaches of sterile injection 
practices and infection control procedures23. Hepatitis 
C can potentially be transmitted through every step 
in the process of injecting drugs24. Injecting drug use 
equipment such as mixing spoons, filters, rinsing water, 
tourniquets, the injecting environment and hands 
can be easily contaminated with blood and hence 
become potential vehicles for transmission25. Recent 
research suggests with current injecting techniques 
and situations of sharing injecting equipment, hepatitis 
C prevalence will stay elevated26.

Risk and rates of hepatitis C infection
Until recently, risk of hepatitis C infection was thought 
to increase with duration of injecting experience. 
That is, the longer a person injected drugs, the more 
chance they had of coming into contact with hepatitis 
C27, 22, 110. Duration of injection was related to age – 
the older a person was, the more likely they were to 
have been injecting longer28.

However, different trends have now become evident: 
...the absolute risk of becoming infected with hepatitis 
C in Australia through even occasional needle-sharing 
or careless injection practices is high, because the 
chance of coming into contact with the hepatitis C 
virus in such circumstances is high.

(Orr and Leeder, 1998, p. 19229)

An extensive review of literature from 160 studies in 
34 countries30 reports the average rate of hepatitis C 
among injecting drug users is 70.2% (total number of 
people in this study was 46, 419).

The Australian Needle Syringe Program (NSP) 
survey31 showed that rates of hepatitis C among 
injectors decreased from 63% in 1995 to 49% in 
1998, but increased in 2001 (58%). Similar trends 
occurred in Queensland with a decrease in rates 
recorded between 1995 (40%) and 1998 (29%), but 
rates increasing in 2001 (39%)32.

Young people who are new to injecting face a 
significant risk of hepatitis C infection right from the 
first time of injecting33. Results from the Australian 
NSP survey show that rates of hepatitis C among 
young injectors aged under 20 years increased from 
1998 to 2001 (22% to 29%)31. Similarly in Queensland, 
rates among injectors aged under 20 years increased 
from 1998 to 2001 (6% to 16%), as well as among 
injectors aged between 20 and 24 (1998: 8% to 2001: 
24%)32. Recent infection (in the last three years) is 
highest among people aged 15 to 28 years34.

These figures show rates of hepatitis C are very high 
in the general population of people who inject drugs. 
Due to such numbers of hepatitis C infections, “very 
substantial behaviour change will be required before 
HCV will be brought under control among IDUs”35.

Young people’s drug use

Initiation into injecting
The average age of initiation into injecting is thought 
to be younger now than in the past, from around 20 
years of age to 16 years and younger36, 37, 33. This has 
been related to the increased availability and injection 
of amphetamine, and an increase in young people 
initiating into injecting with amphetamine38, 31, 39, 40, 36, 41, 

42, 43. Many young people have already used the drug 
they first inject, through non-injecting methods, and 
have seen other people inject drugs44.

Young people begin injecting drugs for many reasons. 
These include for greater effectiveness of a drug, 
economic efficiency, peer pressure, circumstance, 
dissatisfaction with other means of drug use and 
curiosity44, 40, 45, 46, 33. Initiates have been described as 
“active player[s] in the event” of first beginning to inject 
(Crofts, Louie, Rosenthal and Jolley, 1996, p. 119447).

The person who first injects an initiate is usually a 
more experienced user, who is known to the initiate46, 

48. Key concerns with this are:
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Multiple social and cultural influences affect young 
people’s drug use. These include physical and 
environmental issues, widening socio-economic gaps, 
lack of shared norms and values, feelings of alienation 
and powerlessness, and unemployment53. The impact 
of these on drug use is now unmistakeable. The social, 
economic and physical factors influencing young 
people’s drug use are interrelated, to the extent 
that:

...it is impossible to single out drug use from other 
issues that are happening in the community and in 
young people’s lives.

(Paglia and Room, 1998, p. 651). 

Further to this, 

Drug related activity is not something that occurs on 
the margins of youth life but is increasingly intrinsic 
to the everyday affairs of young people.

(White, 1999, p.3354)

Drug use should not be seen in isolation. It is a 
complex psychosocial issue, and not simply an 
individual behaviour.

Commonwealth and State youth policies frequently 
identify the importance of young people having 
ready access to health, transport, housing, recreation, 
employment or education services regardless of their 
geographical location, social, cultural or economic 
circumstances. 

Targeted interventions are needed to address social 
disadvantage among disadvantaged populations, not 
just the drug use problems that are both symptomatic 
and contributory factors of underlying disadvantage. 
Further, those interventions need to be specifically 
tailored to be appropriate to the target group.

(Spooner, Hall and Lynskey, 2001, p. 2155)

Whilst Commonwealth and local responses are wide-
ranging, there are certain groups who experience 
greater lack of access to education, resources and 
support. Studies of young people in urban fringe 
settings112 and rural settings indicate significant 
feelings of disadvantage56, along with Aboriginal and 
Torres Strait Islanders, young people from culturally 
and linguistically diverse backgrounds (CLDBs), 
homeless young people and young people with 
mental illness57. In summary, programs, services and 
interventions targeting young people about drug use 
need to:

• Potential lack of access to sterile equipment

° Because of the often unplanned nature of 
initiation into injecting and the consequential 
reduced access to sterile injecting equipment, 
some also have their first experience of 
sharing equipment and therefore potential 
contact with blood-borne viruses33.

• Risk of infection through injecting technique

 If the older user has not learnt safe or clean 
injecting then they are likely to pass these 
unsafe practices on to the new user. This has the 
potential to put the new user at risk of infection 
right from the start of their injecting career.

(Rance, 1997, p. 3249)

• Ongoing risk of infection from injection 
technique

...the way in which a person is first initiated into 
injecting is likely to influence their subsequent 
behaviour in relation to risk of blood-borne 
transmission.

(Louie, Crofts and Rosenthal, 1994, p.933)

Hence, significant public health concerns arise from 
the very point of initiation into injecting drug use.

Young peoples drug use in context
Drug use is “often a part of growing up and 
experimenting with new things” (Burrows, 1994, 
p.450), and it is not only marginalised young people 
who use them. Most young people try illicit use 
of alcohol and drugs, with experimentation now 
to be considered normal. Most young people who 
try alcohol or illicit drugs do not become problem 
users, with experimentation declining in the mid-
to-late twenties into regular although generally  
non-problematic social use. The idea that alcohol, 
tobacco and cannabis “inevitably lead to harder drug 
use is basically an enduring myth” (Paglia and Room, 
1998, p. 551). Different drugs tend to be used by young 
people for different reasons52.

These changes reflect more general and ongoing 
processes in Australian society.

Rapid cultural changes and socioeconomic dislocations 
may produce the preconditions for widespread illicit 
drug injection...
(Des Jarlais et al (1993), as cited in Burrows, 1996, 

p. 21545)
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...understand and be sensitive to youth culture, 
the psychology of young people, and the impact of 
modern society on young people.

(Spooner, Hall and Lynskey, 2001, p. 4555)

Patterns of drug use
The ‘public health model’ focuses on patterns and trends 
of drug and alcohol use, locating dependent use at one 
end of a continuum and abstinence at the other. Substance 
use occurs at various levels along the continuum. In 
terms of regularity of use, people move between non-
drug use, experimental, occasional, recreational, regular 
and dependent use58, 50. There are several stages of drug 
use: initiation, experimentation, escalation, maintenance, 
discontinuation, and in some cases, renewal59.

Continuums indicate that drug use is often not stable, 
but changes throughout the lifespan60. “A person can 
move along the ‘spectrum’ or ‘rest’ at any point or 
move backwards. One stage does not necessarily 
lead to the next” (Burrows, 1994, p. 3150). The public 
health model signifies a shift away from the historically 
dominant ‘disease model’ that focused predominantly 
on drug dependence and classified drug users as 
alcoholics and addicts61.

Harms and risks vary according to type or patterns 
of drug use. For example, an experimental drug 
user may tolerate the effects of a substance but 
may be at greater risk of other harms due to being 
intoxicated, compared to a dependent user who is 
more experienced with drug using62. It is important 
to remember that most people who use drugs will 
not experience problems50.

Poly drug use
Poly drug use is the use of more than one drug. 
Combining drugs can alter and increase the effects 
of individual drugs. The chemistry of each drug is 
altered, as is the way the body and central nervous 
system respond. People react very differently and in 
unpredictable ways to combinations of drugs; this 
“unpredictability makes polydrug use hazardous” 
(Burrows, 1994, p.1450).

Poly drug use is considered the ‘norm’ among young 
people. The opportunistic nature of young people’s 
drug use is now more clearly evident, with choice to 
use a specific drug being based on price, availability 
and purity36.

Poly drug use is heavily implicated in overdose related 

deaths. ‘Polydrug toxicity’ is a major factor in 
overdoses with heroin and cocaine; amphetamines 
have not been thoroughly considered in this light  
yet. Specifically, the role of alcohol in combination 
with heroin or cocaine, or any number of other  
drugs “cannot possibly be overstated. An injection  
of heroin or cocaine that may be well tolerated when 
sober may well kill when drunk” (Darke, 2003, p. 71163).

Diversity among young people
It is important to acknowledge that young people (and 
indeed young people who inject drugs) represent a 
diverse range of experiences and backgrounds. In 
order to develop interventions targeting young illicit 
drug users, it is essential to understand who is being 
referred to. This prevents assumptions being made 
about their needs and experiences, and is crucial for 
the design and delivery of meaningful health policy 
and programs. 

Young people have generally been viewed as being in 
a period of transition. Youth is a time more extended 
and delayed than in the past, primarily because 
the economic world requires higher educational 
attainments to meet full time employment prospects. 
Dependence on family of origin is maintained until 
education is completed64. Decisions typical for making 
a transition out of ‘youth’ and toward ‘adulthood’ are 
delayed until this is achieved65. 

Generally, age limits of 12 and 25 years are attached 
to young people. Policy and programs are devised to 
target this age range.  However, young people under 
12 years of age engage in illicit drug use, just as drug 
use continues beyond the age of 25. Young people are 
not only defined by their age, but also their gender, 
social class, ethnicity, ability and sexual orientation66.

Whilst drug users are a diverse group of individuals, 
their shared experience may only be the very use 
of drugs. The drug using ‘community’ is defined and 
influenced by the illegal status of drug use, rather than 
by other factors that would traditionally be considered 
part of creating a community or culture62.

Targeting young injectors
Arguably, young people who inject drugs do face 
distinct situations and settings when they begin 
injecting drugs. There are also a number of factors 
that make youth drug use more of a concern than 
adult drug use. Young people have potentially less 
experience with social situations that demand group 
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Young people who are new to drug use and injecting 
are of particular concern, given the risks for harm such 
as overdose and blood-borne virus transmission. Real 
hepatitis C prevention opportunities are thought to 
exist among many young people, because education 
and support can be provided before they ever come 
in contact with the virus. Hepatitis C education must 
at least in part target and educate young people when 
or before they begin to inject43. Often significant 
changes occur in injecting practices from initiation to 
current use; these are influenced by both formal and 
informal information seeking and receiving46. Some 
injecting practices that people develop are thought 
to be difficult to then change45. Hence education 
is “required early” for it to be most effective  
(Garfein et al, 1996, p. 65567).

Young people begin and continue to inject drugs 
with people of a range of ages, experiences and 
backgrounds. Efforts to reduce harm need to be 
informed by and be relevant to the culture that 
young people understand. People use drugs in a 
dynamic cultural context and it is also within this 
context they make decisions about their health. 
While specifically targeting young people is an 
imperative, it also “means working with those of 
all ages, partly to help them to manage their own 
risk-behaviours but also to equipment them to be 
educators of others” (Jeffs and Smith, 199664).

Hepatitis C in context of drugs
Hepatitis C information itself has little use when 
presented without context. Hepatitis C is considered 
less of a priority to drug injectors than other more 
immediate concerns such as vein care, overdose, 
treatment options and the law62. Hence the 
importance of situating hepatitis C in the context 
of injecting drug use – in reality for young injectors, 
these issues are not segregated68. It is essential then, 
for workers to stay informed about the changing 
nature of young people’s illicit drug use and to 
understand and be informed by their opinions, stories 
and experiences62.

Harm minimisation 

Overview
An arguably radical shift in drug policy was announced 
by the Australian Government in 1985. The National 
Campaign Against Drug Abuse launched harm 
minimisation as the official strategy responding to illicit 
drug use, partly in recognition of the emergence of 
HIV/AIDS69. Harm minimisation underpins a number 

of public health strategies, including the National 
Hepatitis C Strategy 1999-2000 to 2003-2004 and 
the National Drug Strategic Framework 1998-99 to 
2002-03.  Harm minimisation is an approach aimed at 
reducing community and individual harms associated 
with drug use, that goes well beyond focusing on the 
elimination of drug use70.

Harm minimisation is the overarching philosophy 
that includes three interlinked principles:

• supply reduction (law enforcement initiatives  
to reduce the production, availability and supply 
of drugs)

• demand reduction (strategies that reduce the 
drug using population and deter people from 
starting drug use)

• harm reduction (options for reducing harm 
related to continued drug use)71, 72. 

Following on from this,

A comprehensive harm-minimisation approach must 
take into account three interacting components: the 
individuals and communities involved; their social, 
cultural, physical and economic environment; and 
the drug itself. Approaches will vary according to  
the population group, time and locality.

(Intergovernmental Committee on Drugs and the 
Australian National Council on Drugs, 1998, p. 1673)

Harm minimisation is underpinned by ‘simple logic’ 
that asserts that: 

...better results can be achieved if people engaging 
in dangerous behaviour are treated as responsible 
persons who will take steps to reduce the harm they 
may cause to themselves (and others) if given the 
information and opportunity to do so.

(Single and Rohl, 1997, p. 4474)

Harm reduction
Harm reduction is a principle that informs programs, 
projects and strategies, which are put in place to 
reduce the range of harmful effects of drug use by 
individuals and communities75.

Drug related harm is best understood as resulting 
from biological, psychological and social influences. 

Some of the more serious harms that may arise from 
drug use, particularly the regular injection of illicit 
drugs are:
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• overdose

• acquiring blood-borne viruses

• social and psychological problems

• drug dependence

• financial burdens

• criminality and incarceration.

The focus of the principle is on reducing harm 
associated with continued drug use and as such 
steers away from taking a position on the rights or 
wrongs of drug use.

The provision of equipment used in the injection of 
illicit drugs is arguably the major type of harm reduction 
strategy used in Australia. In doing this, Needle and 
Syringe Programs (NSPs) have been considered a 
highly important harm reduction strategy which is 
both successful and cost effective with “minimal side 
effects” (Wodak, 1997, p. 27923). Community based 
organisations such as drug user groups have been 
established and funded in most Australian states and 
territories. As well as providing injecting equipment, 
they have been instrumental in developing educational 
and harm reduction programs76.

Continued drug use
After nearly three decades, harm reduction remains 
a controversial principle, and is criticised on the basis 
that some interpret it as condoning drug use and 
undermining the abstinence ideal77.

Some definitions of harm reduction see it as a 
framework to minimise the harmful effects of drug 
use and drug consumption69. However, some argue 
that harm reduction does not necessarily require 
a reduction in drug consumption78. Others assert 
that reducing drug consumption can actually lead 
to an increase in harms particularly if drug use 
is re-commenced when tolerance is low79. Harm 
reduction is considered by many as not “relevant 
either to primary prevention efforts with non-users, 
or to the treatment of serious abuse problems with 
abstinence-oriented goals” because these require 
well-developed, whole-of-community, and clinical 
interventions (Erickson, 1995, p. 28478). The primary 
focus is on reducing harm resulting from drug using, 
rather than levels of consumption, unless these are 
causing harm. Programs promoting harm reduction 
should not be viewed as opposing those promoting 
abstinence, but can be viewed as synergistic77.

Harm reduction recognises that the health of the 
community also depends on the health of drug users80. 
Reducing harms and minimising risks to both the 
individual and the community, rather than promoting 
cessation of use, are regarded as more realistic goals 
for many drug users.

A broad range of interventions are required to 
address the variety of individual and social harms that 
can be caused by drug use80. Examples of effective 
harm reduction initiatives are: 

• provision of education and information regarding 
the harms associated with illicit drug use and 
injecting drug use

• opportunities for developing safer drug use, 
including better injection techniques

• peer education

• Needle and Syringe Programs

• broader access to blood-borne virus testing and  
hepatitis B immunisation

• pharmacotherapies such as methadone 
maintenance treatment and buprenorphine 

• medically supervised injecting centres.

Illicit drug users themselves naturally use their own 
harm reduction strategies. It is these that should 
be explored and supported by health and human 
services68.

Socially created harms
A range of socially created harms arise from the legal 
status and prohibition of drugs, including:

• risks being taken and crimes being committed  
to procure supply of drugs

• the impact of incarceration on the individual, 
families and the community

• discrimination and stigmatisation of illicit  
drug users62.

For some illicit drug injectors, the intentions of health 
promotion activities are undermined by the threat of 
law enforcement, resulting in:

• not calling an ambulance to attend to an 
overdose for fear of, or experience of, police 
becoming involved

• discarding injecting equipment quickly and 
unsafely to avoid police contact

• not accessing sterile injecting equipment, or 
treatment or support services, or participating in 
research for fear of identification
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• not keeping or distributing written health 
information about injecting drug use, for fear of 
being identified as a drug user

• not reporting assaults, domestic or sexual 
violence because of ramifications relating to the 
illicit drug use context.

Injecting equipment sharing

Access to injecting equipment
In addition to increasing access that current injectors 
have to sterile injecting equipment, the issue of 
equipment sharing must also be addressed to reduce 
hepatitis C. Studies of young injectors show that 
alarming numbers are sharing injecting equipment. 
One of the main reasons people share is lack of access 
to sterile equipment81, 82, 83, 84. Many factors impede 
access to obtaining new equipment, including:

• the unplanned delivery of drugs, and not having 
equipment on hand at this time46

• the cost of purchasing equipment from places 
such as pharmacies82

• being too shy to access equipment at a youth 
service where they have a case worker85

• humiliation and prejudice from agency staff or 
pharmacy staff82

• a risk of breach of confidentiality and anonymity 
by agency staff46

• fear that possessing injecting equipment may 
lead to incrimination, harassment or arrest46, 86, 82

• living in a rural area with limited sources of 
sterile injecting equipment87.

Attempts to avoid some of the risks of accessing 
sterile injecting equipment potentially increase risks 
of infection with blood-borne viruses46, 88, 48. Some 
young people who inject do not have a “safe, secure, 
clean and quiet place where they can prepare and 
inject their drugs let alone store clean injecting 
equipment” (Rance, 1997, p. 3349).

Incarceration is another serious impediment to 
accessing sterile injecting equipment. The provision of 
injecting equipment is not legal within prisons, despite 
some recognition that injecting drug use occurs, and 
despite the over-representation of injecting drug 
users within prisons89, 90, 8. The sharing of injecting 
equipment within prisons has been described as 
“inevitable”, with estimates made of “one needle 
and syringe available for each five users who inject” 
within prisons (Falconer, 1999, p. 690). Hepatitis C is 

“arguably the major public health challenge facing the 
correctional setting” (Falconer, 1999, p. 590).

Influence of social relationships on 
sharing equipment
Understanding the context of injecting equipment 
sharing is crucial for informing the development 
of meaningful and successful interventions. One of 
the most important factors to take into account 
is that drugs are often used while in the company 
of others. People develop significant relationships 
through injecting drug use88, and drugs are often 
objects around which relationships are formed or 
reinforced91.

The sharing of injecting equipment within relationships 
and social networks often occurs when access 
to equipment is difficult92, 93 and when alternative 
methods of drug administration are not considered 
acceptable94.

Sharing has also been related to:

• the influence of trust in relationships81, 46

• social norms81, 93

• solidarity85

• being with relatives94, 84, 81, 95 

• dependent and unequal relationships, with 
females being thought to more often receive used 
injecting equipment from males68, 91.

Group situations can bring about greater risk-
taking than people might engage in individually96, 98. 
Some are seen as ‘entitled’ to use sterile equipment 
before others, including the purchasers of the drug, 
those who obtained equipment and those most 
experienced in injecting91. Some people take steps to 
reduce transmission risks, such as the careful selection 
of, and sharing with people thought unlikely to be 
infected with blood borne viruses, including sexual 
partners93 or newest users40. Sharing equipment in 
groups or with sexual partners is reportedly also part 
of “bolstering” relationships (Claire, 1996, p. 27646).

Risk perception and reduction
Some of the reasons for sharing injecting drug use 
equipment have been related to a person’s subjective 
perception, assessment and acknowledgement of risks 
involved68, 81, 93 and to personal bias in the assessment 
of these risks99. Alcohol intoxication and other drug 
use may also serve to increase risks by reducing 
clarity of thought, concern for personal safety and 
decision making113.
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Young people’s risk taking has been explained as a 
“normal adolescent development task” (Wintle, 1991, 
p. 19103). Young people are thought to engage in risk 
taking if:

...they think there is a reasonable chance of pleasant 
outcomes... [but] are less likely to engage in risky 
behaviour if they recognise potentially negative 
outcomes, but the likelihood of those outcomes is not 
a clear influence... adult emphasis on the dangers of 
risk may not be the most effective strategy in dealing 
with the phenomenon...

(Moore and Gullone, 1996, p. 357100)

Some injectors are thought to be unconcerned about 
contracting viruses such as hepatitis C (Treloar et 
al, 2003101). There is also thought to be evidence of 
“mindless” or “automatic” injecting, where some 
injectors take risks because they “...become less aware 
of the blood present when injecting drugs because it 
becomes just a part of the process and is taken for 
granted” (Treloar et al, 2003, p. 4101). 

There are likely to be “some combinations” of drug 
using, risk taking behaviour and specific contexts that 
lead some people to be more at risk of blood borne 
virus infection through the sharing of used injecting 
equipment than others (Loxley and Hawks, 1994, p. 
22102). It is important to explore why young people 
engage in that behaviour, as well as the “macro” 
(external or social) and “micro” (internal and 
individual) factors that influence risk taking (Wintle, 
1991, p. 23103).

Reducing risks associated with injecting drug use, such 
as the sharing of injecting equipment and hepatitis 
C infection, is a complicated task that requires “not 
only changing individual behaviour but also the style 
of negotiation, interaction and behaviour between 
people” (Connors, 1992, p. 59388).

Interventions

Range of interventions
It is essential that hepatitis C prevention and 
education strategies are designed and delivered 
with particular sub-populations and their differing 
hepatitis C prevalence rates in mind104, 22. Other 
guiding principles suggested are those that encourage 
the “promotion and development of consumer 
perspectives and participation”, peer education and 
the implementation of local community directed 
strategies (Australian Intravenous League (AIVL), 
1994, p. 2-3105).

Social and personal skills development methods have 
been considered successful in achieving behaviour 
change “by improving skills to cope with situations 
where unsafe behaviours are common” (Nutbeam, 
Blakely and Pates, 1991, p. 980106). Also,

...interventions that can change an adolescent’s risk 
status for one problem behaviour, are likely to be 
effective in changing the other risk behaviours.

(Spooner, Hall and Lynskey, 200155)

Essentially, these ‘empowerment approaches’ are 
limited to assisting each individual to influence their 
personal situation, and do not address fundamental 
social factors responsible for experiences of 
powerlessness such as poverty, gender and race106. 
Strengthening community action about injecting drug 
use requires:

... an opening of access to information and resources, 
and support to develop effective leadership and skills 
in organisation... substantial shifts in the attitudes of 
society towards drug users, and needs to be reflected 
in Government policy and police action.

(Nutbeam, Blakely and Pates, 1991, p. 981106)

Interventions informed by the Ottawa Charter 
for health promotion attempt to generate change 
through:

• building healthy public policy

•  facilitating community action

• creating supportive environments

• developing personal skills, and

• reorienting services towards prevention 
efforts107.

Education messages
In the short term, people who inject drugs must be 
provided with information about risks associated 
with sharing all injecting equipment such as spoons, 
filters, water and tourniquets, as well as needles and 
syringes105, 108. Awareness must also be raised among 
young people about the possibility of hepatitis C 
transmission through casual blood contact, sharing 
toothbrushes and razors; and through tattooing 
and body piercing108. Education and intervention 
messages need to encourage people who inject 
drugs to “plan ahead, so that they will be sure to 
have sterile equipment available” (Schneider Jamner, 
Corby and Wolitski, 1996, p. 1285109). Education must 
move beyond:
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Merely emphasizing the risks of sharing syringes or 
other drug injection equipment... High priority must 
be given to educating drug injectors on those drug 
sharing techniques which potentially allow for virus 
transmission. However, merely telling users to stop 
sharing drugs – a behaviour that fulfills multiple 
positive functions in the drug using community – is 
unlikely to work. It is both overly simple and at odds 
with instrumental interests and community norms. 
Instead, such education could be well integrated with 
safer injecting training...

(Grund et al, 1996, p. 69991)

Hepatitis C prevention can usefully occur before a 
young person ever injects drugs, through general 
blood awareness education, as well as at the time of 
first beginning to inject, and when injecting becomes 
established. A range of information provision modes 
and messages are required, to match the context 
from which information is being delivered, and the 
injecting situations in which risks are taken or harm 
experienced110.

Holistic response
The following quote describes an holistic approach 
to preventing hepatitis C among young injecting drug 
users (IDU).

Various levels of responsibility can be identified in 
ensuring the safety of injectors and society – for 
example, society can foster an environment in which 
injecting drug use is treated in an informed, productive 
way, the government can provide equipment, facilities 
and support (NSP, information networks, treatment 
centres, publicly funded advocates and researchers 
and medically supervised injecting centres), and IDU 
can assume a level of individual responsibility for safe 
injecting practice.

(Treloar et al, 2003, p. 2101)
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Guidelines for hepatitis C education  
targeting young people who inject drugs

Acknowledgement
Many of the Guidelines presented in this section 
are based on work by Brisbane Youth Service and 
Queensland University of Technology, on The role of 
amphetamine injection risk behaviours in hepatitis C and 
drug use risk behaviours project (report written by A. 
Davies and others, 2002).

The report can be downloaded at:
http://www.health.qld.gov.au/phs/Documents/cdu/
20541dmp.htm

Structure of the guidelines
This section presents information, principles and 
strategies to guide hepatitis C education. This occurs 
in two parts:

• General guidelines which inform a broad range 
of hepatitis C education opportunities 

• Specific guidelines which focus on preventing or 
responding to some specific issues that many 
young injectors experience, such as vein damage.

The general guidelines and specific guidelines are each 
divided into three categories: all, non-core and core. 
These categories are explained in the ‘Introduction’ 
at the beginning of this resource.

General guidelines
The general guidelines are applicable for a wide 
range of hepatitis C education strategies, modes 
and settings. Some are applicable for hepatitis C 
education targeting the general population of young 
people, whilst others relate to education for young 
people with considerable injecting experience.

Specific guidelines
The specific guidelines relate to particular and often 
complex issues that young injectors often experience. 
These issues are explored because they provide 
insights into injecting drug use practices and risk taking 
behaviour. Understanding these issues is crucial for 
devising relevant hepatitis C prevention strategies.

Specific guidelines: topics and structure

Specific guidelines are about: 

• poly drug use

• initiation into injecting drug use

• commitment to injecting

• matching perceptions: identity and behaviour

• sharing injecting equipment

• environment when injecting

• harms associated with injecting

a. overdose

b. vein care

• testing for hepatitis C

•  hepatitis C positive young people.

(Please note that the general guidelines are also 
relevant to each of these topics).
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Specific guidelines are structured as follows.

1. What we know
This section presents research and other information 
that contributes to current understanding of young 
people’s injecting drug use. This information provides 
a basis for the guidelines and reflects evidence-based 
practice. A wide range of information has been drawn 
upon, recognising the importance of: 

• current experience, knowledge and ‘practice 
wisdom’ of service providers and educators who 
engage with young injectors

• published literature and research

• policy documents

• reports, presentations and newsletters about 
projects and services relevant for young injectors.

2. Implications for practice
This section answers the “so what?” question that 
sometimes arises after reading research reports. 
This section analyses information presented in the 
‘What we know’ section, and outlines things that may 
need to be taken into account when responding to 
particular issues faced by young injectors.

3. Guidelines
This section presents the guidelines for hepatitis C 
education. The guidelines are divided into the all, non-
core and core categories, as outlined in the ‘Introduction’ 
section at the beginning of this resource.

4. Links, resources and information
This section provides links to current existing 
resources and information sources where possible, 
to assist in the implementation of the guidelines.

All guidelines are best understood in the context 
of the ‘Working with young drug users’ section of 
this resource, which presents information about 
strategies for service delivery and interventions 
relevant to young people who inject drugs.

Before delving into the Guidelines for 
hepatitis C education targeting young people 
who inject drugs, we thought it necessary to 
outline the theory on which the guidelines 
are based. 
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Preventing hepatitis C transmission among young 
people in general, and young injectors in particular, 
will require professionals working with youth to 
develop and implement prevention and education 
programs that are easily understood, accessible, non-
judgmental and appropriate to the contexts in which 
young people make decisions about injecting drugs 
(Batey, 2000, p. 21).

Interpreting drug use
According to Australia’s National Drug Strategic 
Framework 1998-99 to 2002-03, a comprehensive 
harm minimisation response to drug use must take 
into account three interacting components:

• the individuals and communities involved

• their social, cultural, physical and economic 
environment

• the drug itself 2.

This harm minimisation framework reflects a similar 
interpretation of drug use as that put forward by 
Zinberg3. Zinberg argued that drug use could not be 
understood in isolation from the context of use, and 
that it should be seen in a social and cultural context, 
rather than through the historically dominant belief 
that the use of all illicit drugs would inevitably lead to 
‘addiction’4.

The three characteristics of Zinberg’s model are:

 Drug: pharmacology of the drug

 Set: the individual’s attitude, personality and 
expectation

 Setting: the physical and social environment 
where the drug is being used.

(Keenan, 1998, p. 644)

These three aspects of drug use interact to produce 
the individual’s drug use experience. 

When we understand behaviour of a drug user (or 
users) as situated in the broader personal, social 
and legal context there is a greater capacity for 
insight into the meaning of drug use to that group 
or individual. 

(Keenan,1998, p. 654)

The complex number of issues (for example drug 
interactions; individual expectations of how the drug 
will feel and tolerance levels; and drug use in a public 
versus private place) that can be factored into this 
model highlights how difficult it can be for outsiders 
to understand a drug users’ experience. 

Injecting drug use in context

Interpreting the risks associated 
with drug use 
The above model provides the means by which a 
perception of drug use can be broadened beyond the 
pharmacological makeup of the drug and its addictive 
qualities. It offers the opportunity to recognise 
that drug use and the ways drugs are used is also 
influenced by meaning and circumstance. Therefore, 
interpretation of risky and harmful drug use behaviour 
can also be interpreted within the three categories of 
drug, set and setting. 

When it comes to blood-borne virus prevention, 
the priority has been to provide drug injectors with 
information about the technical aspects of injecting, 
over and above other issues that contribute to and 
make up the injecting experience. The focus has been 
on education about learning to inject and not sharing 
injecting drug use equipment. Little support has been 
provided for injectors to achieve safer injecting in 
their individual and social contexts. The focus on  
the technical aspects of injecting ignores that: 

Drug sharing plays a crucial role in the social 
organisation of the drug using subculture. 

(Grund et al, 1996, p. 6915)

In terms of hepatitis C transmission it is often 
stated that, “...regardless of the level of information 
or desire to use safely, users are often unable to 
translate theory and principles of ‘best practice’ into 
reality of safer drug use (Kelsall and Kerger, 2001, p. 
3346). That, “very often it is the situation or the social 
relationships involved which dictates what happens, or 
conspires against safer drug use” (Kelsall and Kerger, 
2001, p. 3346). There are interrelated individual, social 
and environmental issues that combine to influence 
the successful interpretation and application of 
hepatitis C prevention and safe injecting information/
education into knowledge, and then into practice7. 
Therefore, situating injecting behaviour in a broader 
context is crucial to the development of innovative 
hepatitis C prevention strategies (see the ‘Working 
with young drug users’ section for more discussion).

For example, harm reduction strategies aimed at 
reducing the sharing of injecting equipment needs 
to account for the meaning of sharing4 and the 
circumstances under which sharing is taking place. 
It is worth noting there are an indefinable number 
of factors that could potentially influence any single 
injecting drug use experience. Nonetheless, and by 
way of creating some insight into the types of issues 
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that influence injecting drug use episodes, some 
examples are listed below.

Drug: Type of drug 
 Mode of administration

Set:  Perception of self as drug user: perception 
of self as a drug user may be influenced 
by the type of drug used rather than 
frequency of use. Perceptions of self as an 
experimental, recreational or dependent 
drug user appear to relate to an overall 
conceptualisation of drug use. Despite 
variations and dependency being associated 
with individual drugs8.

 Level of injecting autonomy: the level of self 
reliance or responsibility a person takes 
for the financing, seeking, mixing up and 
administration of the drug. 

Setting:  Social context: place where drug use takes 
place and the relationships between those 
using the drugs.

Injecting scenario
A young injecting drug user perceives her regular 
use of amphetamine as harmless because she 
relates harm to stereotypes about dependent 
heroin use/users: junkie. This is in part based on 
a dominant belief that amphetamines are ‘not 
dependent forming and therefore not harmful’, 
which by inference extends to a perception of 
self as only a recreational drug user, despite 
regular and frequent use.

As a means of limiting her drug use she does not 
learn to inject herself, therefore relying heavily 
on other injectors for obtaining, mixing up and 
injecting the drug. This young person also lives at 
home with her parents and often uses and injects 
drugs in her friend’s car. 

Risks 
The risks for hepatitis C transmission that this 
young person exposes herself to are not solely 
mitigated by herself – but arise because of social 
stereotypes, living circumstance and an inability 
to exert, to any great extent, influence over her 
own drug use experience. In other words she has 
limited ‘power’ in the injecting situation. 

Additionally, injecting in cars can create high risk 
situations in terms of managing hygiene, is high 
risk for overdose and often means the injection 
process is rushed due to public exposure. 

One particular young injector has been described 
using the headings above, however, these headings 
can be applied a range of other injecting scenarios.

Consideration of the meaning, context and 
behaviour displayed in an injecting episode is 
important when it comes to the development of 
prevention and intervention strategies. 

Expanding understanding about how these 
things interrelate for individual young injectors 
has the potential to penetrate some of the more 
challenging aspects of injecting drug use that 
contribute to unsafe injecting and increasing 
rates of hepatitis C among young drug users. 
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General guidelines

The general guidelines presented over the following pages apply to a broad range of hepatitis C education situations.

All levels of contact with young injectors

The following topics can be explored with young people, that will 
have flow on effects into drug use relationships:

• the types of relationships the young person has

• negotiation skills and trust

• how greater self-reliance can increase positive health outcomes

• gender inequality issues – historically and personally.

Engage with young people about general life skills that underpin a 
range of situations including injecting drug use:

• concepts of health and safety

• personal power

• decision making

• negotiating the health system.

Provide general hepatitis C and blood awareness and hygiene 
information to young people.

Develop an organisational agreement about the approach and role to 
be taken with young injectors, such as whether to:

• reduce harm by promoting self-reliance

• provide information about drugs and hepatitis C, or

• refer onto other services.

Do not assume that all injecting drug users are the same, just because 
they inject.

Avoid using jargon, abbreviations, technical terminology and labels 
used by health and human services when engaging with young people 
and developing interventions. 

• Some language is useful for young people to understand and use, 
so provide clear explanations and examples.

Ensure resources are on hand that are appropriate for young 
drug users, whether this is referral or safer injecting information. 
Information should be:

• up-to-date

• ‘youth friendly’

• changed regularly

• through a wide range of formats

• detailed yet easy to understand.

Improve access to hepatitis A and B information, testing and vaccination.

ALL

Social relationships

Life skills

General information

Approach

Assumptions

Language

Resources

Hepatitis A and B
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NON-CORE

Hepatitis C

Access to information

Injecting equipment availability

Those who have occasional contact with 
young injectors

Provide young people with information about hepatitis C transmission, 
symptoms, progression of chronic infection, psychosocial impacts and 
effectiveness of current treatments.

Enable access to ‘safer injecting’ information.

• Drug injectors require access to print and verbal information 
about safer injecting, and the harms associated with sharing 
injecting equipment.

• Keep a range of up-to-date information on hand, or know 
where to access it. Much of the information about injecting drug 
use is for specific target audiences and should only be displayed 
accordingly.

Raise awareness of a range of access points for injecting equipment, 
including Needle and Syringe Programs (NSPs) at government services, 
hospitals and community based organisations, and pharmacies.

• Keep information on hand about this, or know how to access it.

CORE
Knowledge of injecting

Direct targeting

Influence injecting

Self-reliance

Those who engage with young injectors regularly
Keep up-to-date with how young people inject:
• various types of drugs used and injected
• social contexts in which injecting occurs
• practices and equipment used
• harms experienced
• strategies used in an attempt to reduce harms.

Directly target young people who inject drugs, with information about 
preventing hepatitis C transmission through safer injecting drug use.

Information provided must be able to influence safer injecting 
practice. It should:
• answer the question “how can blood borne virus transmission 

be prevented through my usual situation/s of injecting?”
• take into account how injecting occurs with other people, as 

well as processes and situations that might need to change in 
order to increase safety

• promote strategies for reducing injecting risks across the range 
of locations that people inject in, such as homes and cars.

Explain how greater self-reliance can reduce risks with injecting.

Work with young injectors to decrease their dependency on others 
for all aspects of the injecting process. Explore:
• reasons for not injecting self, if applicable
• what they have done themselves, or helped with, in the injecting 

situation
• roles people take when injecting
• differences in the way people have injected them
• elements of the injecting process they could take more 

responsibility for
• ways they would best learn about injecting practice.
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CORE 
Non-injecting

Injecting others

Modes of learning

Effectiveness

Peer education

Equipment availability

Monitor health

Training and development

Those who engage with young injectors regularly
Information about non-injecting routes of drug administration 
should be provided for young people who have experimented with 
injecting, but who do not use injecting as their main mode of drug 
administration.
• This may improve levels of satisfaction with non-injecting.
• Information will need to be detailed about methods of 

administration, legal status and reducing harms.

Engage with current injectors of all ages about strategies to reduce 
risks when ‘initiating’ and injecting young people. Explore: 
• why are some injectors asked to give others their first injection?
• how do you feel about injecting others for their first time?
• how did you learn to inject?
• what kinds of information do you pass onto others, and how?
• what are the qualities of useful and reliable information?

Risk reduction information should be available through a range of 
modes, including written materials, safer injecting workshops and 
visual demonstrations, audio/visual products, assistance with specific 
aspects of injecting, and discussion.

Ascertain the extent to which young people understand information 
provided. Where feasible:
• ask young people to explain to you how to inject – this can 

demonstrate their knowledge of safer injecting behaviours
• use games (such as the ‘Safer injecting game’) to explore the 

injecting process
• undertake needs assessments or research about young people’s 

knowledge, attitudes and behaviours.

Involve young people, and their friends and lovers, in development 
and implementation of risk reduction strategies.
• Assumptions must be avoided about “who is a peer”.

Ensure the accessible availability of all equipment required for 
injecting drugs.
• Availability of sufficient equipment is an important part of 

reducing sharing.
• If some equipment is not available free of charge, such as sterile 

water, make it available for sale.

Encourage continued monitoring of health status of young people 
diagnosed with chronic hepatitis C.

Provide training and development opportunities to medical and other 
services who come in contact with young injectors, about:
• how to best engage with young injectors
• the range of issues they may face, and the most appropriate response
• referral organisations.

The general guidelines in the table above are considered applicable for many of the  
education and service delivery contexts that involve young people who use and inject drugs.

The specific guidelines in the following sections are relevant for particular situations  
and issues associated with young people’s injecting drug use.
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This section presents guidelines about specific areas 
of focus. These are target areas for interventions. 

Specific guidelines

Definition
Poly = more than one.

Poly drug use refers to two separate but overlapping 
patterns of licit and illicit drug use.

1. The use of a range of drugs over the course of 
time – this may be related to fluctuations in cost, 
availability and purity of various drugs.

2.  The simultaneous use of a number of different 
drugs within a single session of usage – often the 
intention is related to enhancing, maximising or 
offsetting the effects of another drug. 

What we know 
Studies into drug trends, drug use and related issues 
indicate that poly drug use and poly injecting drug use 
is the norm despite individuals displaying preferences 
toward a specific drug at any given time9, 10, 11, 73.

There are countless combinations and patterns in 
which people use drugs. Some drug users may use 
a range of drugs infrequently and in small amounts. 
Others may be dependent on a range of drugs13. 
Background use of drugs such as cannabis and 
alcohol can also remain stable despite fluctuations in 
experimental, recreational or dependent use of other 
drugs including injected drugs8.

That a person uses numerous drugs at any given time, 
does not itself indicate drug dependence. Nor does it 
predict the level of harm a person might experience 
with their drug use. Poly drug use may, however, be 
implicated in increased overdose risk and higher 
levels of injecting risks13.

Poly drug use can be a challenge for workers 
attempting to deliver harm reduction interventions. 
It is difficult to keep up-to-date about changes in 
drug availability and usage trends. Also, addressing 
harms related to the use of one drug may be difficult, 
if harmful use of other drugs is not also known  
and addressed.

Implications for practice
• Due to fluctuating patterns of drug use, 

education interventions may be relevant and 
useful at some times, but not at others.

° If you are seeing the same young person over 
time, do not assume their drug use patterns  
are stable.

• Interventions need to take into account 
interaction between the range of drugs  
(both injected and non-injected) being  
consumed together. 

° Injecting is one of a range of modes of drug 
administration, and only one of a range of  
drug use concerns. 

• Risks differ according to drugs used and 
the context in which they are used. Some 
injecting situations may be riskier than others. 
For example, a young woman may inject 
amphetamine at home with one other person, 
but at times may also inject heroin quickly in 
a public toilet by herself, and on occasion may 
inject her methadone dose.

• There may be indirect avenues through which 
poly drug use issues can be explored. For 
example, dehydration and overdose issues  
may create opportunities for talking about  
poly drug use.

Poly drug use
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All levels of contact with young injectors

Familiarise yourself with, and improve access to information regarding 
current drug trends in your region.

Where appropriate, clarify the range of drugs that a young person is 
using at any given time, by asking questions in the following situations:

• informal conversations

• workshops

• brief assessment processes

• formal assessments

• intake procedures

• questions asked when providing injecting equipment at a Needle 
and Syringe Program (NSP)

• data collection for funding requirements.

Explore the following aspects of poly drug use:

• drugs used in the last week

• ways each drug is used, such as swallowing or injecting

• times that drugs are used (such as going out or going to sleep)

• any negative effects related to drug use in the last week.

Provide access for young people to general drug information, including 
pamphlets, posters, audiovisual material and websites.

Provide information about how drugs interact when used together 
and harms that arise, or know how to access this information.

Provide information on drug overdose, or know how to access it.

ALL
Drug trends 

Putting poly drug use  
on the agenda

Questions to ask

Drug information

Drug interactions

Overdose

General guidelines

Poly drug use
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NON-CORE

Drug related issues

Those who have occasional contact with 
young injectors

Discussing the variety of drugs that a young person uses, can create 
inroads into discussing other drug use behaviours, including injecting. 
This may provide opportunities to explore safe injecting practices, 
including blood awareness and blood-borne virus prevention.

CORE
Drug interactions

Overdose

Contextualise drugs used

Identifying drugs used

Those who engage with young injectors regularly

Reinforce that all drugs can interact when used together, and that 
this can cause increased risk of overdose and negative physical and 
psychological effects.

Drug overdose information should be expanded beyond being about 
how much of a drug is taken, to reinforce that overdose is caused by 
interaction between more than one drug taken.

It is important to not only target the primary drug used, or only the 
drug that is injected. Harm can arise from the use of all drugs, and the 
interaction between drugs used.

Promote a dialogue with young people that offers the opportunity 
to explore the range of licit and illicit drugs they are currently using. 
For example:

• If the young person is injecting amphetamine, it is reasonable 
to talk about the types of ‘come down’ drugs they take after 
using amphetamine binge. Following  
on from this, offer information about other come down 
strategies.

• If the young person is using heroin, create opportunities to 
discuss whether heroin is used in combination with other drugs 
including alcohol and benzodiazipines, which can contribute 
to greater overdose risk.
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Links, resources and information

Information
See the quick reference guide at the end of this 
document for a brief overview of the following 
information:

• amphetamine

• cocaine

• heroin

• comedown

• dependence

• drug interactions

• overdose

• recreational drug use

• tolerance

• withdrawal.

Drug trends
Make contact with key drug and alcohol organisations 
in your area in order to keep up-to-date with current 
drug trends in Queensland in general, and in your 
region in particular. For Queensland drug trends, the 
following reports are useful.

Fischer, J. & Kinner, S. (2004). Queensland Party Drug 
Trends 2003: Findings from the Party Drug Initiative 
(PDI). Randwick, NSW: National Drug and Alcohol 
Research Centre.

Kinner, S. & Fischer, J. (2004). Queensland Drug Trends 
2003: Findings from the Illicit Drug Reporting System 
(IDRS). Randwick, NSW: National Drug and Alcohol 
Research Centre.

These reports can be ordered from: 
The Resource Officer, NDARC 
Telephone: 02 9385 0333 
Email ndarc@unsw.edu.au

Alcohol, Tobacco and Other Drugs Unit (ATODU), 
Queensland Health www.health.qld.gov.au/atods/
default.asp

For information regarding the location of your 
nearest ATODU, call the 24 hour Alcohol and Drug 
Information Service (ADIS): 07 3236 2414 (Brisbane) 
or 1800 177 833 (regional Queensland only).

Australian Drug Foundation
The Australian Drug Foundation (ADF) offers links 
to a range of services and resources. ADF contact 
details are: 

Telephone: 03 9278 8100 
Email: adf@adf.org.au 
www.adf.org.au
The following three sources of information are 
administered by the ADF.

• The Australian Drug Information Network provides 
links to a comprehensive range of websites and 
information resources on alcohol and other 
drugs. Visit www.adin.com.au

• A catalogue of Drug Education Resources is 
available at www.drugedresources.adf.org.au. Or, 
email edres@adf.org.au or telephone 03 9278 
8100.

• For quality, up-to-date information, look into the 
Drug Info Clearinghouse at www.druginfo.adf.org.
au or email druginfo@adf.org.au

Alcohol and Drug Council of Australia (ADCA)
The ADCA website contains an online drug 
information database, as well as publications, 
resources and links to other agencies. Through the 
ADCA website, an email list-server can be joined, to 
receive daily updates about drug use issues. ADCA 
contacts details are:
Secretariat: telephone: 02 6281 0686
Email: adca@adca.org.au
National Resource Centre: telephone: 02 6281 1002
Email: resource.centre@adca.org.au
www.adca.org.au

Australian Government Department  
of Health and Ageing
To access the Australian Government’s information 
and publications about drugs, visit:
www.health.gov.au/internet/wcms/publishing.nsf/
Content/Drugs-1

Other topics of relevance for young drug 
users
Other information that may be of relevance for young 
poly drug users includes:

• the law, fines and penalties for illicit drug use

• driving while influenced by drugs

• pregnancy and breastfeeding

• hygiene

• blood-borne virus transmission.

Information about these topics can be accessed 
through the agencies listed above.
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What we know 
Initiation into injecting drug use is high risk in terms 
of hepatitis C transmission. At this time, young 
people often have low levels of knowledge about 
how to inject and how to prevent infection though 
injecting drug use practice14, 15, 16. While they have 
been described as “active player[s] in the event” of 
beginning to inject (Crofts, Louie, Rosenthal and Jolley, 
1996, p. 119418), they are often completely reliant on 
others for purchasing the drug, obtaining injecting 
equipment, standards of hygiene, drug administration 
and after care8, 19. New injectors are generally not 
in a strong position to negotiate and ensure their 
injecting experience is as safe as possible17. 

First injecting is often part of a social situation 
involving friends and lovers8, and young people are 
frequently affected by drugs other than the one first 
injected14, 15. First injecting is generally spontaneous 
and opportunistic. There are many reasons why 
young people begin to inject drugs, which often relate 
to the desire for experiencing the effects of a drug 
via injection16, 20.

Young people generally do not ask prior to, at the 
time of, or during subsequent injecting situations, to 
be taught about methods for safe drug injecting, or 
blood-borne virus transmission prevention15. Nor 
does the injector (initiator) usually offer this8. This 
is concerning because “the way in which a person 
is first initiated into injecting is likely to influence 
their subsequent behaviour in relation to risk of 
blood-borne virus transmission” (Louie, Crofts and 
Rosenthal, 1994, p. 916). Challenging misinformation 
and unsafe practices can be difficult, because of 
distrust young injectors often have for non-peer 
sources of information about illicit drug injecting21.

Young people new to injecting drug use are thought 
to have low levels of knowledge about and use of 
services that provide injecting equipment22. Instead, 
injecting equipment is obtained through friends and 
lovers who inject8.

Implications for practice
• Young people are usually already involved in drug 

use and injecting risk behaviour for hepatitis 
C infection, before they learn how to prevent 
infection from occurring.

• There are broadly three opportunities for 
providing hepatitis C information to young 
people.

° General blood awareness and hepatitis C 
information targeted at all young people.

° Blood-borne virus transmission and safer 
drug use for young illicit drug users prior to 
ever injecting.

° Specific information about hepatitis C 
prevention through safer injecting practice, 
through a range of modes, for young people 
new to injecting drug use.

• It is important to make contact with young 
people early on in their injecting experience. 
However, there are many barriers to achieving 
this, particularly that most young people will 
not engage with service providers about 
transitioning to injecting. It is not until harms 
have been experienced that young people will 
generally seek assistance.

• Promoting and supporting autonomy and self-
reliance among young injectors reduces hepatitis 
C transmission risks. Limitations may be imposed 
on achieving this, including organisational or 
attitudinal concerns, lack of resources and 
knowledge, and distrust by young injectors of 
non-peer information sources.

Initiation into injecting



Beyond Transmission: Guidelines for hepatitis C education targeting young people who inject drugs
28

NON-CORE

General information

Those who have occasional contact with 
young injectors

Ensure resources are on hand that are appropriate for new injectors, 
whether this is referral or safer injecting information.

CORE
NIROA

Self-reliance

Education

Initiating others

Those who engage with young injectors regularly

Information about non-injecting routes of drug administration (NIROA) 
may be useful for young initiates who have experimented with injecting. 
See the ‘Commitment to injecting’ topic later in this section.

Work with new injectors to decrease their reliance on others for all 
aspects of the injecting process. Explore:

• reasons for not injecting self, if applicable

• roles people play in the injecting situation

• elements of the injecting process for which they could take 
more responsibility

• ways they would best learn about injecting practice.

Create opportunities for visual demonstration of current best 
practice injecting. Combine this with written information and verbal 
explanation.

Engage with current injectors of all ages about strategies to reduce 
risks when initiating young people. Explore: 

• why are some injectors asked to give others their first injection?

• how do you feel about injecting others for their first time?

• how did you learn to inject?

• what kinds of information do you pass onto others, and how?

• what are the qualities of useful and reliable information?

All levels of contact with young injectors

Provide general information about reducing harms associated with 
drug use and drug injecting.

ALL
Resources

Guidelines

Initiation into injecting
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Initiation into injecting
For a specific resource about delaying young 
people’s initiation into injecting, see Break the Cycle,  
at www.health.qld.gov.au/atods/publications.asp

Initiation into injecting research report
A copy of the research report, Risk for hepatitis C: 
Transition and initiation to injecting drug use among youth 
in a range of injecting drug user networks, by C. Treloar 
and others in 2003, can be downloaded from:
http://nchsr.arts.unsw.edu.au/hepatitis_c.html
Or, contact the National Centre in HIV Social 
Research (NCHSR), University of New South Wales:
Telephone: 02 9385 6776
Email: nchsr@unsw.edu.au

The NCHSR also have many other publications 
relevant to injecting drug use and education about 
hepatitis C.

Opportunistic interventions package for 
Needle and Syringe Programs
The following resource provides a range of 
information about injecting drug use, relevant 
for opportunistic interventions. Information 
is presented in a display folder, comes with a  
CD-ROM and pocket-sized cards for clients:
Short and sweet: An opportunistic intervention for 
hepatitis C prevention
Alcohol and Drug Service, Prince Charles Hospital 
and Health Service District, Queensland Health
Telephone: 07 3236 2414
Please note this package is only available for Needle 
and Syringe Program staff.

Practice wisdom
The following document outlines principles and 
practices for working with marginalised young people, 
including young people who inject drugs:
Sexual health: A practice wisdom document. 
Written by Sarah Roberts and published  
by Brisbane Youth Service, 2003
Telephone: 07 3252 3750
www.brisyouth.org
Resource cost: $33.00

Links, resources and information
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Commitment to injecting

What we know 
Some young people develop a preference for injecting 
drugs, rather than using other administration methods 
such as sniffing or swallowing8, 23, 72, 24, 16.

In a study of 150 young people who defined themselves 
as recreational amphetamine injectors8, the most 
frequently reported reason cited for ever stopping 
injecting was ‘if they died’ (67.8%). This high level of 
commitment to a potentially problematic behaviour 
is not uncommon among young people who have 
encountered none or only minor negative experiences 
with perceivably high risk situations. However, it does 
indicate a high level of commitment to injecting at that 
point in their injecting history.

Even though a quarter of the survey respondents only 
ever injected once a month or less, generally there 
were very high levels of commitment to injecting. 
Fear of transmission of hepatitis C or HIV scored 
low on reasons to stop injecting8.

These levels of commitment to injecting reflect there 
are “powerful cultural, pharmacological and economic 
factors which strongly reinforce drug injecting” 
(Wodak, 1997, p. 27525). These include:

Knowledge about non-injecting routes 
of administration
• Drug users may have limited knowledge of 

how to prepare and use non-injecting routes of 
administration for each different drug they use25.

• It is illegal to possess any implement for the 
administration of drugs except needles and 
syringes. Therefore knowledge of paraphernalia 
laws is necessary to avoid criminal prosecution 
for using non-injecting routes of administration. 
This may compromise choices about modes of 
administration23.

Cost effectiveness of injecting
• Smaller quantities and lower purity of a drug is 

necessary for injecting26. To quote one illicit drug 
user, “I knew someone who was using $50 a day 
and needed to use $200 a day when she started 
smoking it” (Roberts and Williams, 2001, p. 1923).

• Some drug users are already dependent on 
injecting an amount of drug that is very costly. 
The greater cost of using larger amounts of 
drugs through non-injecting methods could 
result in a range of health and social issues.

• Drug users have been reported as reluctant to 
experiment with different drug use modes. One 
drug injector said. “I’ll get sick if this doesn’t work 
but I’d be prepared to experiment if it was with 
free dope” (Roberts and Williams, 2001, p. 1723).

Positives associated with injecting
• Injecting is considered an efficient mode  

of drug administration

• The ‘rush’72

• The habit of needle use, the ritual of injecting, 
the culture of injecting and a psychological 
addiction to needles are all often associated  
with injecting20

• At the time of initiation into injecting,  
non-injecting modes of administration may not 
be considered an option15.

Health issues
• Non-injecting routes of administration are  

often associated with their own negative  
health issues26.

• Movement from injecting to non-injecting is 
most often related to a person’s concern about 
their immediate health, and because of specific 
issues such as collapsed veins21.

• People rarely identify risk of hepatitis C 
transmission as a reason to stop injecting8.

For the above reasons, injecting drug use becomes 
established quite soon after the first injection, and 
this occurs whether a person can inject themselves 
or not8. A commitment to injecting continues  
despite negatives associated with injecting, including 
injecting related harm, health problems or the impact 
of law enforcement21.

When non-injecting methods are used, it is only on 
occasion, and as a temporary alternative to injecting23. 
Reasons described by young people new to injecting 
have included:

• curiosity about smoking heroin

• being by themselves and not knowing how to 
inject 

• being with friends who do not like injecting drug 
use, who were drinking their drugs

• not being able to access clean injecting 
equipment15.
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Moves to encourage current injectors to use 
alternative routes of drug administration must address 
the factors that make injecting a very real option24. 
Burrows (1996, p. 217) also states “it is difficult to 
see what arguments will persuade non-injecting drug 
users not to experiment with injecting”20.

Implications for practice
• As injecting drug use becomes established quite 

soon after first injection, realistic and useful 
information about injecting is required early 
to prevent harm occurring. However, there are 
many barriers to achieving this, particularly that 
young people do not often engage with service 
providers about beginning to inject drugs.

• Injecting is something that may be able to 
occur with limited levels of risk. To successfully 
implement safe practices, young people require 
detailed information about injecting, which is 
contextualised to their personal situation and 
matched with their learning styles.

• The perceived positives associated with injecting 
are very real barriers for the promotion of non-
injecting routes of administration as a hepatitis C 
prevention strategy.

• Changes in prices, purity and availability of 
drugs are necessary in Australia before some 
drugs could be used through non-injecting with 
the same perceived cost-effectiveness that is 
afforded through injecting.
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Guidelines

NON-CORE

Reducing harms with drug use

Those who have occasional contact with 
young injectors

Information about reducing harms associated with (non-injecting) drug 
use is necessary:

• within general drug and alcohol education

• for those who are beginning to use illicit drugs, or are using 
recreationally and have not injected.

CORE
Explore drug use

Commitment to injecting

Non-injecting

Those who engage with young injectors regularly

Assist young people to better understand their own drug use. Explore:

• the context when they use

• what they do while affected by drugs

• methods of administration

• future expectations regarding their drug use

• negative health concerns

• values and attitudes about injecting drug use.

Ascertain levels of commitment to injecting by exploring with  
young people:

• their reasons for injecting

• harms experienced as a result of injecting

• knowledge and experience of non-injecting drug use.

Information about non-injecting routes of drug administration is 
relevant for:

• young people who have experimented with injecting, but who 
do not inject as the main mode of drug administration 

• people who only inject particular drugs, but this is only on 
occasion

• regular injectors, as they may want breaks from injecting, such as 
following an overdose when tolerance has decreased, or when 
trying to decrease drug use, or when veins are damaged

• times when sterile injecting equipment is not available such 
as in prisons, for those who live some distance from Needle 
and Syringe Programs (NSPs) or pharmacies, or when NSPs or 
pharmacies are closed.

All levels of contact with young injectors

Ensure young people have access to general drug education, through a 
range of formats.

ALL
Access to information

Commitment to injecting
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CORE
Future drug use

Those who engage with young injectors regularly

Information will need to be detailed about methods of administration, 
legal status and reducing harms.

Where appropriate, explore with young people their perception of 
their drug use in the future:

• how much and how often they expect to be using

• whether and when injecting drug use would cease

• how they would cease drug use and where they might go for 
assistance

• harms they feel they may experience

• stories of other people they have known.
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Links, resources and information

Scenario
Instead of links to other resources and services, a 
scenario is presented in this section. This scenario is 
useful for insights into the different ways that people 
experience injecting drug use.

Read the following scenario. Identify:

• risks related to drug use and injecting equipment 
use that each person faces

• issues that arise due to relationship dynamics

• avenues through which hepatitis C prevention 
could be explored with each of the people

• implications for risk reduction interventions, that 
arise from this injecting situation and related to 
each person.

Consider some possible hepatitis C prevention 
strategies and interventions.

Words in bold are defined in the quick reference 
guide at the end of this document.

Zoe is with her new boyfriend Jack. They are at 
Billy’s house with another friend, Jane. They’ve 
been looking forward to the weekend, and Jack 
has scored speed and a 10 pack of fits. Billy 
has used speed a few times before, but has 
never injected it. Tonight he’s keen to try using 
it in another way instead of swallowing it like 
he has previously. Jane has injected speed a few 
times, but has never injected herself. Zoe has 
never used or injected speed, but like everyone 
there, smokes pot reasonably regularly and 
has tried ecstasy a few times.

Zoe knows and has seen Jack regularly inject, 
but she starts to feel less and less comfortable 
in the relationship because she is not injecting 
speed. She is quite unaware of drug use except 
in the media, and does not know amphetamine 
can be used in other ways besides injecting. 
She is uncertain about having her first shot 
but there’s not time to talk it through, with 
everything else that’s going on, like getting 
ready to go out...

Jane wants to learn to inject herself so she 
watches the others inject and then does 
herself. Jack uses a new needle/syringe to 
draw up sterile water, which he squirts into 
the clipseal bag the speed came in. Jack gives 
Jane a syringe which she dips into the clippy 
bag and draws up.

Jack being the most experienced injector 
reluctantly injects Zoe and Billy, before 
injecting himself. He tells them nothing 
about injecting techniques or what to expect 
in terms of the effect and they don’t ask.  
Jack swabs their arms and after injecting 
holds his thumb over their injection site to 
stop the little bit of bleeding.

Billy recaps Zoe’s and his fits, and puts 
them and all the other rubbish in a disposal 
container.

See Appendix 1 for an analysis of this 
scenario.
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Matching perceptions: identity and behaviour

What we know 
Young injectors often define themselves in relation 
to other injectors. The way that an injecting drug 
user perceives themselves impacts on the way they 
understand and take risks when injecting drugs.

Injecting drug users’ self-identities are sophisticated and 
differentiated. They are augmented through, and are tied 
to, particular social circumstances and practices27. Reith28 
argues “...discourses of addiction and identity are in 
constant process of interaction with actors who modify, 
adopt and otherwise transform them” (2004, p. 293).

Some injecting drug users have a tendency to use 
their interpretation of a dependent heroin injector 
(which is consistent with stereotypical depictions of a 
heroin addict or junkie), to measure the harmfulness 
or otherwise of their own drug use. The image of 
a ‘desperate junkie’ is used to provide a point of 
contrast from their own personal styles of use, 
and to define a type of user ‘they, themselves’ are 
distinguished from27, 29, 8. For example, 

“I do keep it as a recreational thing...I’m not a junkie.”

(in Plumridge and Chewynd, 1999, p. 33227)

Some injectors attribute positive characteristics to 
themselves, such as being committed to safe injecting, 
while attributing negative characteristics such as  
high-risk practice to ‘others’29, 8. As one young 
recreational amphetamine injector said, 

“You go get a bag of speed, put it in your pocket and 
go oh yeah, I’ll go and grab some sharps. But from 
what I’ve noticed, all the heroin addicts or people that 
I know who use hammer, soon as they get on, they 
have to have a shot right there and then.”

(in Davies et al, 2002, p. 298)

Recreational injectors have put forward individual 
traits such as self-will and self-control to distinguish 
themselves from ‘junkies’, who in contrast are 
perceived as having no self-control (Plumridge and 
Chewynd, 1999, p. 33427).

Unrealistic optimism or optimistic bias comes into 
play, where individuals assess themselves to be either 
not vulnerable, or less vulnerable to harm than 
others31. For example: 

“[I know others who] started using at the same time 
as me. They’re addicted. They have to have [ ] shots 
everyday...in less than half a year and that’s [ ] stupid 
and I consider myself smarter than that...being a 
junkie would be a shit way to be, the way I see it.”

(in Plumridge and Chewynd 1999, p. 33427)

“I’ve got an addictive personality but if it gets out 
of hand I can keep a handle on it and I don’t see it 
getting out of hand.”

(in Plumridge and Chewynd 1999, p. 33727)

Moreover, findings regarding HIV injecting risk 
behaviours suggest that:

...by locating risk within groups rather than within 
behaviours, respondents were able to distance themselves 
from the probability of infection.

(Loxley, 1998, p. 2217)

As well as separating themselves out from ‘other 
types of users’ and ‘other types of risks’, some 
young injectors are thought to subjectively delineate 
between their use of different drugs. They have a 
tendency toward compartmentalising their drug use, 
based on the particular relationship to each drug 
they are currently using. For example, despite 73% 
of a sample (N=150) of young injectors stating they 
would normally describe themselves as recreational 
drug users8:

• 52% considered themselves to be currently 
dependent on drugs

• 38% considered themselves to be currently 
dependent on marijuana

• 24% were dependent on amphetamines

• 13% were dependent on alcohol.

There was also a tendency among some young people 
to perceive amphetamine as a benign drug compared 
to other drugs:

“Strange, but if I have a bit of speed, I don’t feel guilty 
like I would if I had used heroin. I steer clear of that 
but speed, it doesn’t seem as much of a dangerous 
drug to me. It’s more like a fun drug.”

(in Davies et al, 2002, p. 298)

“I can’t really relate to an overdose of speed, apart 
from feeling like my heart’s going to jump out of my 
chest...people get off their head and get psychosis and 
look a bit green... Oh I’ve felt like absolute shit. Probably 
because it’s just shit quality speed on the streets...”

(in Davies et al, 2002, p. 658)
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These quotes highlight that despite amphetamine 
being perceived as a benign drug, young people do 
experience harms associated with its use. These 
harms are not fully recognised as associated with 
amphetamine by the young users themselves, or 
others with whom they use drugs. This belief also 
resounds somewhat with the general public. Hando, 
Topp and Hall, (1997, p. 110) indicate that “[w]hile 
amphetamines have enjoyed a relatively positive 
public image compared to other illicit drugs”30 it is 
not as harmless as it is perceived to be.

Additionally, some drug users compartmentalise 
different types of harms by distinguishing between 
physical and psychological issues. 

“I have had big problems but not the same sort of... 
more psychological than physical. Like with heroin it’s 
very physical, physical sickness. But speed it’s just you 
get really anxious.”

(in Davies et al, 2002, p. 648)

“I think like well there’s two kinds of addictions and 
you’ve got your physical addictions and you’ve got 
your psychological addictions and the psychological 
addictions is the nasty one...It doesn’t matter as long 
as you don’t want to use and you’ve got it under 
control psychologically and I think like I have.”

(in Plumridge and Chetwynd, 1999, p. 33927)

Furthermore, some of the young people interviewed 
by Davies et al (2002)8 inferred that despite engaging 
in injecting drug use, they did not identify with the 
label of ‘injecting drug user’ or ‘IDU’, and did not feel 
comfortable being targeted or singled out as an IDU.

In terms of identity, injecting drug use risk and self-
perception are made up through a complex “socially 
interactive enterprise” (Plumridge and Chetwynd, 
1999, p. 32927). Not only does the incongruity between 
identity and behaviour create tension for the user27, 
but it can also create difficulties for the support 
person/service provider who is attempting to match 
interventions to individual drug users’ needs.

Identity and behaviours are not determined merely 
by individual choice. It is the mediating factors such as 
identity, context (social, political and environmental) 
and relationships that often determine the types 
of choices a person will make with regard to ‘safe’ 
drug use and injecting. These points help us strive to 
understand the discrepancy that sometimes exists 
for young people between accurate knowledge 
about safe injecting, and the capacity to translate this 
knowledge into action at every injecting episode.

Implications for practice 
• A match between perception, identity, behaviour 

and interventions plays a significant role in 
young injectors being able to ‘take on board’ 
information and interventions aimed at reducing 
drug related harm.

• Assisting a young person to establish a clear 
understanding of how they perceive themselves 
and their drug use, compared to how they 
actually act, may assist them to recognise and 
evaluate risks.

• If a young person perceives their drug use 
as social or recreational and not harmful, 
interventions designed to target harms 
associated with injecting drug use, such as 
hepatitis C, may be considered not relevant. If 
a young person does not strongly identify as a 
drug user, or injecting drug user, information 
that is designed for ‘injecting drug users’ may be 
difficult for them to identify with.

• Identification as a type of drug user, including 
injecting drug user, will have implications for the 
design of and terminology used in interventions.
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Guidelines 

NON-CORE

Perception of speed

Identity

Those who have occasional contact with 
young injectors

Seek to challenge the belief that amphetamine is a benign drug.

• Seek to reduce the salience of the idea that the absence 
of physical symptoms (generally associated with heroin 
dependence) means less harmful drug use.

Ascertain the way a young person identifies as a drug user at a given 
point in time and use this as a starting point. Questions to ask include:

• How frequently do you use drugs?

• Would you say that you are a dependent, heavy, frequent, 
infrequent, experimental, recreational user of drugs?

CORE
Vlore perceptions

Challenge myths

Peer education

Those who engage with young injectors regularly

Offer opportunities for young drug users to explore their perception 
of self, behaviour and experiences.

• Work toward matching young person sees themselves as a drug 
user with their actual behaviour.

Interventions about harms associated with injecting drug use can be 
used to create a dialogue for challenging myths such as: 

1. the stereotypical heroin addict is the only type of drug user that 
experiences problems associated with injecting drug use

2. harms including blood-borne virus transmission are only 
associated with frequent or dependent drug use

3.  a drug such as amphetamine, that is usually associated with 
socialising, is harmless and benign.

Assumptions must be avoided about “who is a peer” when using 
peer education strategies.

• Consideration is necessary to match characteristics of target 
groups with those of peer educators. Ascertain from the target 
groups who they consider to be peers. 

All levels of contact with young injectors

Provide general, non-targeted information about hepatitis C, drug use 
and services for young injectors who do not identify as an ‘IDU’.

ALL
Information

Matching perceptions: identity and behaviour
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Links, resources and information

Identity and self-perception
Assess current drug use informally by asking some 
key questions such as:

• how would you generally describe yourself as a 
drug user?

• number of different drugs used in previous week 

• frequency of use/amount used in previous week

• mode of administration most frequently used

• is your identification as a ‘recreational’ drug user 
related to the types of drugs used, such as ‘party 
drugs’, or the frequency and circumstances they are 
used, such as on weekends at dance parties?

Perceptions of blood and hepatitis 
C infection
The following resource explores the perception 
people with hepatitis C have about their blood, and 
often how this relates to injecting drug use:
Blood awareness in hepatitis C prevention.
By Carla Treloar and others, 2004
National Centre in HIV Social Research,  
University of New South Wales
Telephone: 02 9385 6776
Email: nchsr@unsw.edu.au
www.nchsr.arts.unsw.edu.au/publications.html

Values and attitudes
The following resource includes activities for 
engaging with young drug injectors about values and 
attitudes.

From talk to action: Insights and strategies for workers 
into the development of training and interventions with 
young people around blood borne viruses and injecting 
drug use.

By G. Lemon and S. Cogger, 2004
Queensland Alcohol and Drug Research and Education 
Centre (QADREC), University of Queensland
Telephone: 07 3365 5189
Email: qadrec@sph.uq.edu.au
www.sph.uq.edu.au/qadrec

Amphetamine injection
For documentation about the role of identity and self 
perception among young drug users, and their risk 
behaviours, see the following report.

The role of amphetamine injection risk behaviours in 
hepatitis C and drug use risk behaviours.
By A. Davies and others, 2002, published by 
Queensland University of Technology and  
Brisbane Youth Service, Brisbane.
This report can be downloaded at:
http://www.health.qld.gov.au/phs/Documents/cdu/
20541dmp.htm

Psychostimulant risks
For information on the prevalence and risks 
associated with psychostimulant use, and best 
practice in detoxification and clinical interventions 
for psychostimulant use, see the following report.
Baker, A., Lee, N.K. & Jenner, L. (Eds) (2004) Models 
of interventions and care for psychostimulant users, 
Monograph Series No. 51 – Second Edition, National 
Drug Strategy, Commonwealth Department of 
Health and Ageing, Canberra.
This is available from: 
www.health.gov.au/pubhlth/publicat/document/
metadata/mono51.htm
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What we know
The prevalence of hepatitis C is high among people 
who inject drugs, ranging between 50 to 80%32, 33, 34, 35, 

36. Recent infection (in the last three years) is highest 
among people aged 15-28 years37. The transmission 
of hepatitis C is complex and our understanding of 
this is still evolving.

Hepatitis C is transmitted through direct blood-to-
blood contact with an infected person. The virus is 
particularly small and can live in amounts of blood that 
appear undetectable. The virus can remain infectious 
outside the body for some time, possibly (under 
optimal research circumstances) for several months38. 
Hepatitis C is therefore easily transmissible through 
the sharing of injecting drug use equipment, including 
spoons, bags and water for mixing drugs into injectable 
form, filters for removing impurities, and tourniquets. 
Hepatitis C is also easily transmitted through the 
inadequate application of infection control techniques 
during injecting39. Sexual transmission of hepatitis C is 
considered to be extremely low.

Australian studies indicate that many injecting drug 
users have at some time reused injecting equipment. 
There are some situations thought to create 
particular hepatitis C transmission risks. For example, 
young women are more at risk of receiving injecting 
equipment after someone else8 and/or of sharing 
injecting equipment with a sexual partner40.

Unsafe injecting among young recreational 
amphetamine injectors has been found to occur in at 
least four distinct ways: 

• sharing with partners

• lack of knowledge about safe practice and lack of 
injecting autonomy therefore relying heavily on 
others

• good knowledge about safe injecting practice but 
periodic risks taken

• application of strict hygiene regimes8.

Also, increasingly amphetamine is sold in plastic bags. 
This increases the risk of ‘double-dipping’, where used 
needles might be dipped into the drug mix, and of needle 
stick injuries should the bag be pierced8.

Young people who inject drugs often indicate they 
know the risks related to sharing needles and 
syringes. However, young injectors tend to lack 
accurate knowledge about blood awareness, or 
infection control techniques related to handwashing, 
mixing up the drug or injecting others8.

Sharing injecting equipment

The issue of sharing is made more complicated by 
the blaming and shaming that can stem from such 
behaviour. Findings reported by Rhodes, Davis and 
Judd (2004, p. 621) reveal the complexities related 
to the statement that some young injectors make: “I 
never share”41. They found this statement should not 
be interpreted as an explicit representation of sharing 
behaviour. Instead, the statement is more likely to be 
a “personal assessment or presentation of risk status” 
rather that an absolute truth (p. 624). It is based on a 
perception of risk regarding particular people such as 
other injectors, and situations. The statement “I never 
share” has caveats such as:

“I never share ‘except with my sexual partner’, ‘trusted’ or  
‘clean’ people.”

(in Rhodes, Davis and Judd, 2004, p. 62541)

In addition, the concept of “sharing” did not extend 
to other injecting paraphernalia, even though this 
behaviour was also mediated by issues of trust and 
circumstance41. Therefore, “...risk behaviour is not 
simply the product of individual actions but is usually 
the outcome of ‘negotiated actions’ between at 
least two people”, with the terms and the means of 
negotiation differing depending on the circumstance 
(Rhodes, 1997, p. 21642). It is in this sense that targeting 
the sharing of equipment other than the needle 
and syringe is an important hepatitis C prevention 
strategy43, 8.

Injecting drug users implement a range of strategies 
to minimise the transmission of hepatitis C. However, 
their perception and interpretation of hepatitis C 
risks are often only partially correct. Consequently, 
the strategies used to avoid hepatitis C are often 
inadequate 41, 8. There is a sense among some young 
injectors that hepatitis C is either not something to 
be concerned about, or is an inevitable consequence 
of injecting drug use8, and is “beyond prevention” 
(Davis and Rhodes, 2004: 12944).

Implications for practice
• High prevalence rates of hepatitis C means 

during injecting situations, the risk of coming in 
contact with someone who has the virus is high.

• Statements such as “I never share” should not 
necessarily be interpreted literally.

• Despite the range of hepatitis C prevention 
messages available, these do not necessarily 
impact on all potential equipment sharing 
scenarios.
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• Young injectors may not have the opportunity 
to learn safer injection techniques beyond “not 
sharing a needle and syringe”.

° They may not have contact with supports 
and services that provide necessary 
information, or these may not be available  
at all.

• It is a considerable expectation on young 
injectors for them to translate written or verbal 
information about hepatitis C into knowledge, 
and then translate this knowledge into the 
practice of infection control sufficient for various 
injecting situations.

• Young injectors need to be able to relate blood-
borne virus prevention and harm reduction 
messages to their usual injecting situation, and  
in relation to injecting with sexual partners.

• Risks that arise from particular drug use 
situations, such as injecting in cars, need to be 
specifically targeted.

• Misconceptions about hepatitis C infection  
as either not concerning, or as inevitable, are 
very real barriers for the up-take of messages 
about prevention.
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NON-CORE

Hepatitis C rates

Young women

Those who have occasional contact with 
young injectors

Promote current numbers of people infected, and rates of hepatitis 
C infection.

Develop risk reduction interventions that target young women, to 
address increasing rates of hepatitis C infections being notified. 

• Targeting negotiation and safety within sexual relationships as a 
particular risk scenario would be useful in this regard.

CORE
Infection control  
when injecting

Steps in injecting

Those who engage with young injectors regularly

Focus on promoting infection control techniques that can be applied 
to the following:

• mixing up bags of shared drugs

• dividing the drug mix

• management of the multitude of injecting equipment  
in group situations

• shared surfaces where used equipment is placed

• washing of hands before injecting as well as after injecting self 
and after injecting others

• cleaning of injection sites before and after injecting

• disposal of equipment

• when helping and injecting others, or when being injected.

Explore the process used when a young person injects, or is injected 
by someone else. For each ‘step’ in the process, explore how contact 
with another person’s blood can or has occurred, and strategies for 
reducing this.

All levels of contact with young injectors

Raise awareness of a range of access points for injecting equipment, 
including Needle and Syringe Programs (NSPs) at government services, 
hospitals and community based organisations, and pharmacies.

• Keep information on hand about this, or know how to access it, 
as appropriate.

ALL
Injecting equipment  
availability

Sharing injecting equipment

Guidelines 
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Links, resources and information

Accessing injecting equipment
Provide young people with information about how to 
access new injecting equipment. Provide:

• addresses, telephone numbers, price

• after hours locations where possible

• any other special considerations.

Queensland Needle and  
Syringe Program
For information about the location of Needle and 
Syringe Programs (NSPs), training and authorisation 
to distribute injecting equipment through an NSP, and 
a range of resources relevant for working with young 
injectors, contact:
Manager, Queensland Needle and  
Syringe Program (QNSP)
Public Health Services, Queensland Health
Telephone: 07 3896 3848
www.health.qld.gov.au/atods/programs/qnsp.asp

Queensland Injectors  
Health Network
Contact details of the Queensland Injectors Health 
Network (QuIHN) are:
Brisbane Head Office: 07 3252 5390
Gold Coast:: 07 5520 7900
Sunshine Coast: 07 5443 9576
www.quihn.org.au

Safer injecting handbook
The second edition of the Australian version of the 
Safer injecting handbook can be obtained at www.
saferinjecting.info/siindex.html. Copies are also 
available from the Australian Drug Foundation on 
1800 069 700.

ANEX 
ANEX is endorsed as the Australian peak body 
representing all organisations that provide injecting 
equipment, education and referral to people at risk of 
HIV and hepatitis C. Access the ANEX website subscribe 
to the nspforum, an open forum for information sharing, 
problem solving, networking and discussion of NSP-
related issues.
Telephone: 03 9417 4838
Email: info@anex.org.au
www.anex.org.au

Young women
The Young women injecting drug users project was 
undertaken by the Australian Injecting and Illicit Drug 
Users League (AIVL). It explored some of the reasons 
why they are considered more at risk than young men. 
The final project report can be downloaded from:
www.aivl.org.au/files/YoungWomenInjectingDrug 
Users.Project.pdf
Contact AIVL on 02 6279 1600.

Statistics
The Australian Government National Notifiable 
Diseases Surveillance System reports statistics on 
hepatitis C. This can be accessed at:
www.health.gov.au/cda/Source/Rpt_3.cfm
The National Centre in HIV Epidemiology and Clinical 
Research (NCHECR) annual surveillance reports of 
HIV/AIDS, viral hepatitis and sexually transmissible 
infections in Australia can be downloaded from:
www.med.unsw.edu.au/nchecr
Or contact:
Telephone: 02 9385 0900
Email: recept@nchecr.unsw.edu.au
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Group injecting: autonomy and self-reliance

What we know
Group injecting is a hectic business.

(Southgate and Weatherall, 2003, p. 3229)

Injecting drug use in a group context is common 
among young people. Injecting occurs within groups of 
all sizes, but most often with a small number of other 
people and between couples. Group injecting situations 
involve greater risk-taking than an individual injector 
may themselves otherwise take. Local relational issues 
such as group dynamics contribute to unsafe drug use 
and injecting behaviour. The potential for blood-borne 
virus transmission within group injecting situations is 
therefore considered substantial29.

Numerous studies have shown that young people usually 
inject with friends14, 8, 15, 16. Consequently, risk should 
be considered a socially organised phenomenon42, 
and should be interpreted as a “socially interactive 
enterprise” (Plumridge and Chetwynd, 1999, p. 32927).

Risk management in group injecting episodes often 
occurs only through non-verbal strategies8, 29. Some 
young injectors consider that observing those ‘in 
charge’ is a legitimate means of reducing risks of 
blood-borne virus transmission. For example: 

“I watch, I watch to make sure nothing bad is going 
to happen.”

“I’m cool with it as long as I can just see everything 
going on. If that needle was to just prick them for  
a second...”

“If someone else is mixing up I’ll always watch them, 
um, just to see if they’re doing anything that I don’t 
classify as right, then I can say “hey hang on a sec”.”

(in Davies et al, 2002, p. 418)

However, the legitimacy of using visual strategies can 
be impeded by the “bustle” of group injecting:

“It is impossible to see everything and everyone  
at once” 

(in Southgate and Weatherall, 2003, p. 3229)

These factors contribute to the level of control 
a young person has in an injecting episode. For 
many young people, injecting in groups with more 
experienced users may be daunting. Being young has 
been linked to “...diminished negotiating power in 
terms of both the drug market and group injecting 
episodes” (Southgate and Weatherall, 2003, p. 3829).

The risks associated with injecting in groups may be 
made more complicated by internal group dynamics. 
Hierarchies within injecting groups are fluid and 
changeable, and the currency attributed to members 
of the group is often based solely on circumstances 
of an injecting episode. This includes:

• who has money for drugs and who puts  
in the most

• who obtains the drug

• who has the injecting equipment

• who is providing the space where the injecting  
is taking place

• whoever has experience as an injector, 
compared to those who do not

• the types of relationships between  
group members

• individual factors including age, gender  
and drug dependency.

These issues contribute to the level of control a young 
person has in an injecting episode. For example, 

...the less control IDUs have over their drug use, the 
more at risk they are of using in unsafe ways.

(Bennett, Velleman, Bradbury and Barter, 2000, 
p. 9119)

Those who pass on injecting equipment display higher 
levels of injecting autonomy than those who receive 
it. Accordingly,

Lower levels of autonomy in the processes involved 
in injecting were associated with higher levels of 
receiving used injecting equipment and injecting 
oneself with it.

(Bennett, Velleman, Bradbury and Barter, 2000, 
p. 9119)

Like drug dependence, the issue of injecting autonomy 
or self-reliance is a key variable in injecting equipment 
sharing, and therefore risk behaviour.

A study of young amphetamine injectors found the 
young people themselves believed that encouraging 
autonomy and self-reliance in injecting was an 
important risk reduction strategy8. The young 
people said there are alot of injectors “who can’t do 
it themselves”. Their position was that “if you’re going 
to use, you have to do it yourself” to minimise risks 
(Davies et al, 2002, p. 818). Inevitably if something goes 
wrong then it becomes the problem of the person 
doing the injecting, and this was perceived negatively. 
Additionally, some of the young people indicated that 
when ‘doctoring’ (injecting) others, 
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“...you just do things you don’t even think about, 
like put your finger on the site and then don’t make  
the connection.”

(in Davies et al, 2002, p. 818)

Some of the young people indicated that learning to 
inject was difficult for new injectors, as they often 
rely on trusted friends to get the equipment the 
first time, and this made it difficult to get in touch 
with information other than that provided by their 
peers. There was some concern that some people’s 
injecting practices are a bit ‘dodgy’.

“Having to learn it from seeing other people doing 
it... is not entirely safe, because people’s habits are 
not always the best habits.”

(in Davies et al, 2002, p. 738)

It is particularly concerning that poor injecting 
techniques that are learned early, can prove difficult 
to change in the longer term16.

Implications for practice
• Information about injecting practice should 

address the ways in which other people are 
involved and the roles people have in group 
injecting situations.

• Lack of self-reliance and autonomy over drug use 
and injection may create a barrier for the uptake 
and application of safe injecting information.

• Young injectors use visual cues such as watching 
those ‘in charge’ as a means of assessing risk in 
group injecting situations

° Written information about injecting drug use 
practice may be reasonably difficult for young 
people to apply to their injecting situations, 
particularly if they do not inject themselves.

° Young injectors require modes of learning that 
are relevant to their injecting situations and 
learning, styles, such as visually.
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Guidelines

NON-CORE

Infection control

Enhance access

Those who have occasional contact with 
young injectors

Promote general hygiene and infection control guidelines, to 
alert young people to the risks they may be exposed to in group  
injecting situations.

Enhance the access young injectors have to a range of information 
modes about preventing hepatitis C transmission through safer 
injecting drug use.

CORE
Roles

Beyond visual

Modes of learning

Those who engage with young injectors regularly

Explore with young injectors about what they expect others to do in 
relation to injecting, as well as what is required to decrease risks.

Encourage young people to use a range of risk reduction strategies 
above and beyond visual methods when injecting with others, 
including:

• being in control of their own drug mix and injecting equipment 
even if they are unable to inject themselves

• how to be more verbally assertive in group injecting situations

• highlight the sorts of things that can be missed through reliance 
on visual methods, such as minute amounts of blood on fingers 
after holding or checking an injection site.

Risk reduction information should be available through a range of 
modes, including written materials, safer injecting workshops and 
visual demonstrations, audio/visual products, assistance with specific 
aspects of injecting, and discussion.

All levels of contact with young injectors

Developing self-reliance in injecting is a process, but supporting the 
young person to develop an awareness of self-reliance in general 
has a flow on effect into reducing harm associated with drug use. 
Explore, for example:

• how to identify and address health needs

• accessing information

• relationship dynamics

• decision making skills.

ALL
Self-reliance 

Group injecting: autonomy and self-reliance
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Links, resources and strategies

For a copy of a Safer injecting 
game, see:
From talk to action: Insights and strategies for workers 
into the development of training and interventions with 
young people around blood borne viruses and injecting 
drug use.
By G. Lemon and S. Cogger, 2004
Queensland Alcohol and Drug Research and Education 
Centre (QADREC), University of Queensland
Telephone: 07 3365 5189
Email: qadrec@sph.uq.edu.au
www.sph.uq.edu.au/qadrec

Websites for young injectors

I Stay Safe: www.istaysafe.com
This Queensland Health website provides information 
on safer sex and safe use of drugs.

Somazone: www.somazone.com.au
Somazone is a website developed by young people, 
for young people. It empowers young people to 
address their health needs. 

Reach Out: www.reachout.com.au
This website contains information for young people 
around a variety of life issues, with a focus on mental 
health. It includes facts sheets about using drugs.

The Source: www.thesource.gov.au
This website is an initiative of the Australian 
Government. It contains a broad range of youth 
specific information.

Australian Injecting and Illicit Drug Users League:  
www.aivl.org.au
Some young people who have self-identified as having 
injected drugs illicitly may be interested in accessing 
the AIVL website. It includes a range of information 
about harm reduction with regards to drug injecting 
and hepatitis C, as well as links to other websites and 
services. Visit 

Queensland Injectors Health Network (QuIHN):  
www.quihn.org.au
This site provides contact details for community 
Needle and Syringe Programs and community 
injecting drug user organisations.

Adolescent Drug and Alcohol Withdrawal Service (ADAWS):  
www.kidsinmind.org.au
ADAWS is a Brisbane residential setting in which 
young people can undergo detoxification. Their 
website contains information about ADAWS, 
questions to assist young people in deciding to 
undergo detoxification, stories of young drug users 
and links to other websites.

Drug Arm: www.drugarm.com.au
This website contains information about Drug Arm, a 
non-government, non-profit organisation committed 
to the promotion of healthy lifestyles without the use 
of unnecessary drugs, through education and support 
programs based on Christian philosophies.

Infection control
Controlling the spread of hepatitis C infection includes:

• precautions when handling  
blood-contaminated items

• good hand washing practices

• cleaning and disinfecting practices

• covering open sores, cuts and abrasions

• prevention of aggressive behaviour such  
as biting and scratching.

Further information about infection control 
precautions can be obtained from:
www.health.gov.au/pubhlth/strateg/communic/
factsheets/hepatitis.htm

The Queensland Health Infection Control website 
provides a comprehensive guide to infection control 
within a health care setting. Visit:
www.health.qld.gov.au/infectioncontrol

The 2004 edition of the Infection control guidelines 
for the prevention of transmission of infectious 
diseases in the health care setting, as endorsed by 
the Australian Health Minister’s Advisory Council, is 
available from:
www.icg.health.gov.au/guidelines/index.htm
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Environment when injecting

What we know
One of the most important factors that contributes to  
drug-related harm such as damage to veins and 
overdose is the location a person is in, when they 
inject drugs12. Specific risks arise because the 
conditions in some locations are not suited to 
intravenous injection.

Common places that people inject drugs, apart from 
the home, include cars, public toilets, the street, pubs/
clubs, on trains, in parks and under bridges. While an 
initial injection usually occurs in a home, subsequent 
injecting often occurs in a public place12.

Other reasons that young people inject in public 
places or outside include:

• not having a place to inject in, such as living with 
others who do not know about injecting

• being homeless

• wanting to use speed soon after obtaining it

• to reduce risks of being caught by police in 
possession of the drug

• anticipation of injecting the drug, and wanting to 
do this as soon as it is obtained.

“With heroin it’s desperate, but with speed  
you’re anxious. You’re excited just to get it into you, 
you can’t wait.”

(Davies et al, 2002, p. 478)

The harms associated with public injecting are related 
to the impact the environment has on the technical 
aspects of the injecting process, as well injecting 
equipment sharing12. Injecting in public places, or 
confined or dark places can result in:

• lack of access to running water – necessary 
for handwashing before and after injection, and 
wiping over surfaces used before and after

• poor light – impeding capacity for correctly 
choosing injecting sites, any damage to injecting 
sites and blood spills

• rushing to avoid detection by law  
enforcement officers

• criminal prosecution if drug use and injecting is 
detected and charges laid

• diminished capacity for responding to 
emergencies, including space to perform 
resuscitation if needed, or reliable telephone 
access for calling an ambulance.

Findings from Darke, Kay and Ross’s (2001) study 
indicate those who frequently injected in public 
places in the six months prior to interview, were 
more likely to have:

• experienced a heroin overdose

• injected more types of drugs

• used more injection sites

• had more current injection related problems12.

Given the above points and the very real risks 
that arise, the topic of injecting environments is an 
important addition to the range of injecting related 
harms currently being addressed12.

Implications for practice
• Risks that arise from injecting locations need to 

be addressed specifically.

• Young injectors need to be able to relate blood-
borne virus prevention and harm reduction 
messages to their usual injecting situation.

° Young people require information about  
how hepatitis C transmission and other  
harms can be reduced during their own  
types of injecting situations.

° Young people also require the capacity to 
achieve such harm reduction.

• Promote strategies for reducing injecting risks 
across the range of locations that people inject  
in, such as homes and cars.
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Guidelines

NON-CORE

Legal status

Those who have occasional contact with 
young injectors

Provide information about the legal status of drug use, including the 
grounds on which charges are laid, how this occurs and the penalties 
for various charges.

CORE
Locations

Risk reduction

Safe disposal

Those who engage with young injectors regularly

Discourage injecting in locations that inhibit the young person’s 
ability to implement safe injecting practices. 

Explore and devise strategies for reducing risks associated with each 
of the various environments a young person injects in. For example:

• try to only inject in a well-lit place with running water

• use bottled water if no tap

• use hand wipes if no water or tap

• never use water from a toilet

• inject in places with limited risk of detection.

Encourage disposal of all injecting equipment immediately  
and appropriately.

All levels of contact with young injectors

Promote general hygiene such as handwashing.

ALL
Infection control

Environment when injecting
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Links, resources and information

Hand wipes
Consider a trial for providing hand wipes, to use 
for cleaning hands, fingers and surfaces used in the 
injecting process. It will be difficult to ascertain 
any reduction in hepatitis C transmission or other 
injecting related harms such as vein damage. There 
is also no evidence to support the efficacy of using 
hand wipes as an injecting drug use risk reduction 
strategy. However, using hand wipes is considered by 
many service providers as a better option than not 
washing hands at all.

Sponsorship to provide hand wipes may be possible.

Drugs and the law
Provide young people with information about the 
legal status of drug use. Raise awareness of the very 
real risks of incarceration they face, particularly as a 
result of injecting in public places.

Detail the process that a young person must go 
through in the criminal justice system if charged with 
a drug-related offence.

A guest speaker from a youth justice service in your area 
will provide excellent information about the above.

Youth Advocacy Centre (YAC)
YAC offers community education, and also free 
confidential legal and welfare assistance to young 
people under 17 years who live around Brisbane, and 
on a limited basis to young people outside Brisbane 
(but living in Queensland), by telephone. Help may 
also be available to 17 and 18 year olds if their 
problem is about school or being held in a Brisbane 
juvenile detention centre.
Telephone: 07 3857 1155
Email: admin@yac.net.au
www.yac.net.au

Legal Aid Queensland
Legal Aid Queensland provides legal assistance to 
financially and socially disadvantaged Queenslanders. 
Youth Legal Aid is part of services provided. 
Telephone: 07 3238 3378
www.legalaid.qld.gov.au

Law Stuff
www.lawstuff.org.au
This website, run by the National Children’s and 
Youth Law Centre, discusses legal rights for young 
people under 18 years.

Safe disposal
A multi-language pamphlet and other material about 
safe disposal is available from the Alcohol and Drug 
Information Service, by telephoning 07 3236 2414 or 
1800 177 833 (freecall outside Brisbane).
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What we know 
Soft tissue infections and vein damage among 
injecting drug users is not uncommon.

(Grau, Arevalo, Catchpool and Heimer, 2002,  
p. 191345).

Most young people who inject amphetamine, 
opiates and/or cocaine do it intravenously. Injecting 
intravenously is the fastest way of transporting the 
drug to the brain. It is associated with less acute local 
infections and irritation than other routes of injection46. 
While intravenous injecting is an efficient means of 
using drugs there are a range of hazards associated 
with this mode of administration, apart from increased 
risk of blood-borne virus transmission.

These include:

• bacterial infections

• fungal infections

• bruising

• damage to veins and other aspects of the 
circulatory system47.

Damage to the veins can occur when there is:

• repeated use of the same injecting site

• poor technique 

• injection with blunt needles

• injection with needles that are too large

• injection of substances that irritate veins46.

Young people often do not view bruising at the 
injection site as harm associated with injecting, and do 
not associate bruising with poor injecting technique. 
They consider bruising to be ‘normal’ after injecting.

Reducing harms: vein care

Whilst vein damage is a topic often relegated to the 
medical/clinical sector, it is a topic about which drug 
injectors show considerable interest. Partly this is 
because avoiding vein damage is essential to having 
a “successful hit” and ensuring that a hit is not lost 
altogether (Rhodes, 1997, p. 22042). 

Encouraging good injecting techniques helps prolong 
the life of veins47. Damage at injection sites can be 
visible. It indicates involvement in illicit drug use and 
creates risks for detection, exclusion from education, 
employment and human services, and incarceration.

Implications for practice
• Vein care is a stand alone issue that is broader 

than the transmission of blood-borne virus.  
For the young injector, vein care may appear 
crucial to their main aim of maximising the  
effect of the drug.

• The promotion of vein care is a potentially 
non-threatening means by which a worker 
can approach the issue of safer injecting and 
therefore also blood-borne virus transmission.

• If you are not a ‘core’ worker or medically 
trained, issues related to vein care will fall 
outside your personal or professional zone. This 
reinforces the need for effective referral options 
and networks for people who work directly 
with, or come across young injecting drug users 
in the course of their work.
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Guidelines

NON-CORE

Resources

Those who have occasional contact with 
young injectors

Seek out posters and information that can encourage discussion 
about vein care in formal or informal interactions. 

CORE
Key messages

Safe environments

Inject in both arms

Future options

Vein care as an avenue

Those who engage with young injectors regularly
Become familiar with key messages about vein care, so that discussions 
with young people can take place opportunistically.

Discourage injecting in locations that inhibit the young person’s ability 
to implement safe vein care practices, such as public places and cars.

Explore with young people who inject themselves, whether they can 
inject in both arms. 
• If not explore strategies for learning how to do this.
• Highlight the usefulness of learning this before the onset of  

any problems.

Discuss options for when veins in arms begin to deteriorate, are 
damaged or have collapsed:
• use of other injecting sites
• non-injecting routes of administration
• ceasing drug use
• limiting use of other injection sites such as neck and groin, that 

arise in considerable risks to vital organs.

When discussing vein care, attempt to explore other harms the young 
person experiences with their drug use and injecting, including:
• bruising, sores and abscesses
• whether they inject themselves/who injects them
• drugs that are injected
• context and location of injecting
• information they have received about injecting
• services and support available
• blood-borne viruses – prevention, testing and diagnoses.

All levels of contact with young injectors

Develop a referral list of general practitioners, nurses, medical centres and 
services that are young people friendly, and injecting drug user friendly.

Refer young people with suspected or visible vein damage to  
medical services.

Refer young injectors to specialist services such as Needle and Syringe 
Programs (NSPs) at drug user organisations, harm reduction clinics 
or medically trained staff at youth services for information about 
preventing vein damage, and interventions about preventing, delaying 
or limiting the use of risky injection sites such as the neck or groin.

ALL
Referral list

Medical service

Refer to Needle and  
Syringe Programs

Vein care
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Links, resources and information

Key resource
Vein care: Maintain your veins is a key intervention 
resource consisting of a booklet, card, briefing paper, 
poster and leaflet pad about preventing unnecessary 
vein damage. It is available for educators and service 
providers to distribute to young injectors.
The text from these items can be downloaded from:
www.saferinjecting.info/vchome.html

Copies can be ordered from the Alcohol and Drug 
Information Service (ADIS):
Telephone: 07 3236 2414 or 1800 177 833  
(freecall outside Brisbane).
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What we know
An injection of heroin or cocaine that may be well 
tolerated when sober may well kill when drunk.

(Darke, 2003, p. 71148)

For the purpose of this document and in terms of the 
injection of illicit drugs, there are two main types of drugs 
that are implicated in fatal and non fatal overdoses:

1. opioids – most commonly heroin and 
prescription opiates

2. psychostimulants – most commonly 
amphetamine or cocaine.

In general a psychostimulant overdose is referred to 
as psychostimulant toxicity and is dose related.

Non-fatal overdoses are more common than fatal 
overdoses among people who use drugs49. Fatal 
opioid overdose among young people in Australia 
has increased drastically since the 1960s. For the 
737 opioid overdose deaths in 1998, estimations are 
there were 14, 750 non-fatal overdoses. Estimations 
are that there are between 12, 000 and 21, 000 non-
fatal overdoses annually in Australia50.

Overdose myths include: 

• overdose victims are young inexperienced users

• death occurs instantaneously 

• overdose deaths are due to impurities

•  the quantity and purity of the drug exceeds the 
tolerance levels of the person48.

There are some factors and trends evident among 
people who have overdosed. Opioid overdose 
victims are more likely to be single unemployed men, 
in their late 20s and early 30s, with a long history of 
heroin dependence50. Other factors most commonly 
associated with increased likelihood of fatal and non-
fatal heroin overdoses are: 

• heroin use by injection 

• heroin use in conjunction with other central 
nervous system depressants such as alcohol and 
benzodiazepine 

• resuming heroin use after a period of abstinence 
– depleted tolerance 

• not being in methadone maintenance treatment51, 50.

Overdoses involving only heroin are in the minority. 
Fatal and non-fatal opioid overdoses are more likely 
to occur if there is concurrent use of alcohol and 
benzodiazepine52, 53, 49. 

Reducing harms: overdose

Psychostimulant toxicity can occur in all types of drug 
users, from experimental to dependant. Symptoms 
can range from mild psychological and behavioural 
disturbances through to psychosis and seizures54.

There are concerns that psychostimulant toxicity is 
not recognised by young injectors, even though they 
are experienced by some with alarming regularity.

“I can’t really relate to an overdose of speed, apart 
from feeling like my heart’s going to jump out of my 
chest... people get off their head and get psychosis and 
look a bit green... Oh I’ve felt like absolute shit. Probably 
because it’s just shit quality speed on the streets...”

(in Davies et al, 2002, p. 658)

Some injectors will raise awareness of others to 
reduce overdose risks.

“I’ll get it from friends and they’ll say “This is really 
strong... so maybe take a bit less”. I did that.”

(in Davies et al, 2002, p. 658)

Overdose can generally be treated with prompt and 
effective clinical management. However, drug users are 
often reluctant to call an ambulance for treatment52. 
Fear of police attending an overdose is consistently 
given as a reason for not calling an ambulance55.

Drug users are very open to messages about 
overdose prevention and first aid administration56. 
Unfortunately, the experience of overdose or having 
witnessed an overdose does not appear to influence 
sustained safer drug use practices57.

Implications for practice
• There are many more non-fatal overdoses 

than fatal overdoses. Non-fatal overdoses are 
underreported by young people and represent 
missed opportunities for future risk reduction.

• Because alcohol and benzodiazepines are 
frequently implicated in heroin overdoses, poly 
drug use needs to be more widely addressed.

• Dosages of drugs are difficult to address in harm 
reduction interventions because of the changing 
nature of drugs, drug use patterns and the 
combinations in which drugs are used.

• Overdose can often be treated effectively  
with prompt responses and appropriate  
clinical management.

• Injecting drug users are responsive to useful 
overdose prevention and management strategies, 
and have their own that are used and are effective.

• Focusing intervention efforts on the use of drugs 
in combination with each other may have a 
greater impact on overdose mortality than only 
giving attention to the reduction in use of one 
particular drug49.
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NON-CORE

First aid

Discussion

Drug identification

Those who have occasional contact with 
young injectors

Encourage drug using clients to acquire first aid and resuscitation 
skills and/or undertake formal first aid training.

• Arrange free training for young people where possible.

Seek out posters and information to encourage discussion about 
overdose in formal and informal interactions.

Devise strategies such as a compilation of photographs of drugs that 
are available, to enable young drug users to ascertain more accurately 
what they are using.

All levels of contact with young injectors

Discourage drug use and injecting when alone.

Discourage drug use and injecting in high risk locations such as public 
places, where drug users are less likely to be able to implement safe 
injecting practices and apply infection control procedures.

Seek first aid and resuscitation training and/or acquire first aid skills.

Enable access to information about overdose symptoms, statistics 
and risk reduction.

• Display and provide access to print information on hand, or 
know where to access it, as required. 

Interventions about overdose should target the risk related to 
consuming multiple drug combinations and poly drug use.

ALL
Isolation

High risk locations

First aid

Access to information

Poly drug use

Guidelines

Reducing harms: overdose
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CORE
Emergency services  
collaboration

Raise awareness of  
emergency services

Overdose symptoms

Exploration of experiences

Risk reduction

Those who engage with young injectors regularly

Collaborate with emergency services such as ambulance, police 
and Accident and Emergency departments at hospitals to develop 
policies, procedures and strategies about responding to and reducing 
drug overdose.

• Map the response by organisations and make this available  
to all parties.

• Collaboration and policy development is a way of ensuring 
effective and consistent responses to overdose.

Inform young injectors about local strategies and policies of ambulance, 
police and Accident and Emergency departments at hospitals, as well 
as youth services and Needle and Syringe Programs (NSPs).

Raise awareness of young injectors of the symptoms and onset of 
overdose for opioids and psychostimulants.

• Encourage young injectors not to disregard the symptoms they 
suspect could be related to an overdose of either themselves  
or their peers.

• Encourage them to apply first aid and resuscitation and seek 
medical attention early.

• Simulate emergency situations and practice a response. 

Explore with young injectors the overdose experiences of themselves 
and others:

• what drugs were used?

• where and when did it occur?

• what happened in response?

• what was the outcome?

Explore strategies that young injectors and their peers use to reduce 
risk of overdose.

• Adopt and adapt some of these strategies, where appropriate, 
including keeping a record of information passed through  
‘word of mouth’ confidentially on a message board or  
notebook at an NSP.
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Links, resources and information

Drug interactions
See the quick reference guide for information about 
drug interactions. 

See ‘Poly drug use’ topic for sources of information 
about drugs.

Overdose prevention kit
Queensland Needle and Syringe Program (QNSP) has 
designed an overdose prevention kit. This includes:

• overdose risks and signs poster

• recovery position poster

• overdose booklet

• recovery position intervention pad.

This kit is available from Queensland Alcohol and 
Drug Information Service (ADIS):  
Telephone: 07 3236 2414, or Regional Freecall on 
1800 177 833

The QNSP overdose briefing paper can be 
downloaded from:  www.health.qld.gov.au/atods/
documents/ODBriefing.pdf
This paper is also available from ADIS on the above 
telephone numbers.

Overdose card
Queensland Ambulance, Queensland Health’s Alcohol 
Tobacco and Other Drugs Unit, and Queensland 
Police Service have jointly produced an overdose 
prevention card. For copies, contact the Queensland 
Alcohol and Drug Information Service (ADIS)
Telephone: 07 3236 2414, or Regional Freecall on 
1800 177 833

Emergency response
In 2004, the Australian Injecting and Illicit Drug Users’ 
League (AIVL) produced Australian state-by-state 
overdose fact sheets. These can be downloaded from:
www.aivl.org.au/files/FactSheet-OverdoseAndPoliceA
ttendance.pdf
Contact AIVL on 02 6279 1600.

Queensland information is presented below.

In Queensland the police will not be called to a drug 
overdose unless:

• attending staff (ambulance officers) request the 
police (usually only once on the scene and only if 
danger or threat of danger is present)

• the person requesting the ambulance requests 
police presence

• another party contacts them (not the ambulance 
service or the person calling the service)

• there is a need for crowd control (at concerts 
etc) to enable ambulance officers to provide 
care to patient/s

• the overdose becomes fatal and the person dies 
(the police will attend to establish if the death 
was at all suspicious).

Call takers from ambulance services require the 
following information:

• the address of the incident

• the substance/s taken, eg: narcotic, 
benzodiazepines

• age and sex of the patient

• a call back number (if possible)

• whether they are part conscious or unconscious 
(first aid instruction can be provided over the 
phone whilst waiting for the ambulance to 
arrive).

First aid
Information on first aid training is available from the 
following services. Information regarding regional 
services can also be obtained through these centres.

St John Ambulance Queensland  
Ambulance Service

Telephone: 1300 360 455 
Telephone: 1300 650 377
Email: info@stjohnqld.asn.au 
www.stjohnqld.asn.au

Australian Red Cross

Telephone:1300 367 428
Email: registration@qld.redcross.org.au
www.qld.redcross.org.au

Queensland Ambulance Service

Telephone: 1300 650 377
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Hepatitis C testing

What we know 
The aim of testing for hepatitis C is to determine 
whether a person has been exposed to the virus 
– the initial screening test looks for antibodies to 
the virus, not for the virus itself. Testing can also 
determine whether a person has successfully cleared 
the virus from their bloodstream, or whether they 
have developed a chronic infection58.

There are many reasons why young people decide to 
be, or are tested for hepatitis C. Some young injectors 
reported they are tested for hepatitis C regularly, 
every six months or one year8. Their reasons for 
testing were:

• related to the perceived risk of hepatitis C 
infection, rather than a clear assessment of 
recognised risk factors8

• they were having a blood sample taken to check 
for other infections59. 

The following quotes highlight both these points.

“R:  I’ve been with the same boyfriend for three years 
so I’m positive that I don’t have it. But I go every six 
months to a year and get myself tested regularly 
for all STDs, hepatitis A, B, C, HIV, everything.

I:  Do you give much explanation about why you want 
it? Would the doctor know you inject?

R:  No. Generally if I’m having another blood test, I’ll 
just say, “Can you check me for hepatitis, blood 
glucose levels and full STDs... Then I don’t need to 
worry about it”.”

(Davies et al, 2002, p. 588)

The young women quoted above and below knew 
their hepatitis C risks were negligible, but were afraid 
of transmission due to the complexity of information 
about transmission, and their own uncertainty when 
assessing risk factors.

“...I have to go for another test, because I haven’t 
been for a while. And my ex had Hep C. I’m sure 
really... somehow I could have got it.”

This young woman did not report having shared 
injecting equipment, though worried that transmission 
was possible because sometimes she could not  
inject herself.

Reasons that young injectors are not tested include they:
• do not think they have been at risk
• do not want to know the outcomes of testing
• can not access testing
• have concerns about confidentiality being breached
• do not wish to identify themselves as an injecting 

drug user.

While some young injectors do not think they have 
been at risk of being infected with hepatitis C, “their 
reported behaviour and antibody test results showed 
otherwise” (Aitken, Kerger and Crofts, 2002, p. 3360). 

In the research by Davies et al (20028), two young 
men indicated they had shared needles, had since 
been tested and were found not to have hepatitis 
C. However, their most recent blood testing did not 
take into account the window period for developing 
antibodies to the virus. The young men considered 
themselves hepatitis C negative. If they are not 
retested, their status will remain unknown to them. 
If they have developed chronic hepatitis C infection, 
they may be at risk of infecting others. A person with 
chronic hepatitis C infection can also be re-infected 
with other genotypes or ‘strains’ of hepatitis C on 
multiple occasions61.

People who have been tested for hepatitis C tend to 
have a higher level of hepatitis C knowledge than those 
who have never been tested8, 62. After being tested 
and receiving his results, one young person said that 
“...ever since then, I’ve been pretty careful” (Davies et al, 
2002, p. 598). Another said he was tested through a 
youth service and offered information; but:

“I’ve always been asked if I wanted info, but like, I’ve 
had so many friends with it and stuff, I just felt like I 
didn’t really need it.”

(in Davies et al, 2002, p. 598)

While testing and counselling has been shown to 
reduce risk behaviour and improve knowledge of 
hepatitis C60, there are many missed opportunities. 
For example:

“I didn’t really get any information told to me because 
I didn’t have it.”

“No, what they actually said was they’d ring me if 
there was anything wrong. I never got a phone call, so 
I suspect there’s nothing wrong.”

(in Davies et al, 2002, p. 598)
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When tested, many young injectors do not discuss 
hepatitis C risk factors such as injecting drug use with 
the clinician. In one study of drug injectors diagnosed 
with hepatitis C, 

...the process of testing was, in many cases, far from 
satisfactory and that the only purpose served by 
much of the testing appeared to be the diagnosis 
of infection and the implementation of appropriate 
medical interventions. This falls well short of the 
intention of [National Health and Medical Research 
Council] Guidelines for Pre- and Post-test Counselling 
for Hepatitis C which suggest that the outcomes 
should be the provision of psychosocial support, 
prevention of the transmission of hepatitis C and the 
optimisation of treatment outcomes.

(Loxley, Bolleter and Curruthers, 2001, p. 159)

The delivery of pre and post test counselling or 
discussion can be appropriately and effectively 
undertaken by trained and experienced peer-workers 
located at Needle and Syringe Programs60.

Given the high rates of infection among injectors, and 
that testing can potentially represent an opportunity 
for risk reduction intervention, Aitken, Kerger and 
Crofts (2002) suggest the need to improve testing 
coverage among injectors60. However, routine testing 
for hepatitis C is not currently recommended unless 
risk factors for infection have been identified58.

Testing will be most efficacious if it is part of a broader 
process that seeks to promote the health of people 
who inject illicit drugs, rather than being perceived as 
an isolated engagement.
(Australian National Council on AIDS, Hepatitis C 
and Related Disease, (ANCAHRD), 2003, p. viii63)

Implications for practice
• When testing and pre-and post-test counselling 

occurs well, it can also offer:

° the opportunity for prevention education

° making links between young people and 
services

° support for health issues.

• Testing is often a missed opportunity for 
preventing hepatitis C transmission and 
other harms in the future, if pre and post test 
counselling are not undertaken effectively.

• Confusion and lack of understanding about 
hepatitis C transmission is a barrier for young 
injectors accessing testing. Conversely, this 
confusion can also lead to repeated testing, 
when there is no basis for this.

• Assessment of risks the young person has 
experienced relies on a good match between 
the young person’s perception, knowledge 
and understanding of risks for infection they 
experienced during their injecting drug use 
situations.

• Information about hepatitis C prevention should 
be given to young people, regardless of the test 
result they received.

• Young people who inject drugs have “complex 
health care needs and often experience 
discrimination by health care providers” 
(ANCAHRD, 2003, p. vii63). They may require 
support in relation to their experience of testing.
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Guidelines

NON-CORE

Pre and post test counselling  
or discussion

Follow up

Clarify need for testing

Prevention information

Those who have occasional contact with 
young injectors

Workers must not attempt pre or post test counselling or discussion 
unless they have appropriate training and experience. Pre and post 
test counselling should only be undertaken if this is within a stated 
work role.

Referral and recommendations for testing should be followed up and 
support offered to the young person.

Clarify why the young person wants hepatitis C testing. That is, that 
they have been at risk of infection. The decision to be tested should 
be based on an informed basis, in consultation with health care 
professionals.

Provide information about hepatitis C transmission prevention to all 
young people who have been tested, regardless of their test result, or 
whether their result is known or disclosed.

• This plays an important part in reducing risks for future 
infection, multiple infections and infection of others.

CORE
To accompany testing

Consent

Monitor health

Re-testing

Those who engage with young injectors regularly

Testing should be accompanied by informed consent, and pre and post 
test discussion.

Where applicable, testing services should use consent forms to inform 
young people about what they should reasonably expect, and their 
rights regarding testing outcomes.

Encourage continued monitoring of health status of young people 
diagnosed with chronic hepatitis C.

Encourage re-testing for those tested during window periods, and 
those considered to be exposed to hepatitis C since previous tests 
were undertaken. 

All levels of contact with young injectors

Improve access that young injectors have to testing. 

• Develop links in your area with testing services.

• Offer practical assistance for young people if they express 
interest in being tested, such as referrals to testing services.

Provide all young people who have indicated they want to be tested 
for hepatitis C, with the Preparing for testing booklet.

ALL
Access

Testing information

Hepatitis C testing
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Links, resources and information

Preparing for testing resource 
The Preparing for testing resource is for people thinking 
about being tested for hepatitis C and answers 
questions about what is hepatitis C, and how it is 
transmitted. It can be downloaded from:
www.hepatitisaustralia.com/pages/Living_with_
hepatitis_C.htm

Or, contact the Australian Hepatitis Council:
Telephone: 02 6232 4257 
Email: info@hepatitisaustralia.com

Testing services
Find out what services in your area are best placed 
to do testing. Things to find out about include: 

• are they experienced working with young 
people?

• are they injecting drug user ‘friendly’?

• what are their pre or post test counselling 
protocols

• their fee schedule

• hours of service.

Hepatitis Council of Queensland
Contact the Hepatitis Council of Queensland for 
support and information about testing, or test results.

The Hepatitis Council of Queensland has also 
produced the Hepatitis C pre and post test counselling 
information sheet: 25, approved by Queensland Health. 
Copies can be obtained through the details below.
Telephone: 07 3236 0612 or 1800 648 491  
(for callers outside Brisbane)
Email: manager@hepatitisc.asn.au
www.hepatitisc.asn.au

National hepatitis C  
resource manual
This manual provides a wide range of information about 
hepatitis C. It includes information about hepatitis 
C testing, pre and post test guidelines, information 
provision and living with chronic hepatitis C infection.

The manual was developed by the Australian Institute 
for Primary Care in association with a range of services 
and centres experienced in hepatitis C related issues.

The manual can be downloaded from:
www.health.gov.au/pubhlth/strateg/hiv_hepc/manual.htm

The manual can be ordered by telephoning the 
Australian Government Department of Health and 
Ageing on 1800 020 103 extension 8654.

Hepatitis C pre and post test 
discussion guidelines
The Family Planning Queensland Correctional Facilities 
Education Project produced Hepatitis C pre and post test 
discussion guidelines, which were approved by Queensland 
Health and the Department of Corrective Services. 
Copies of these guidelines can be obtained from:
Family Planning Queensland
Telephone: 07 3250 0240
www.fpq.asn.au

National Hepatitis C  
Testing Policy
This document provides advice to government, 
health professionals, industry, hepatitis C infected 
individuals, and the community in general, about 
matters associated with hepatitis C testing.

The document was developed by the Australian 
National Council on AIDS, Hepatitis C and Related 
Diseases (ANCAHRD). It can be downloaded from: 
www.ancahrd.org/pubs/
Or contact the ANCAHRD publications request line on 
1800 022 863.
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Young injectors with hepatitis C

What we know
Despite the array of hepatitis C policies, interventions 
and treatments implemented over approximately 
the last 15 years in Australia, alarming rates of new 
infections are still reported. High rates of infections 
already existed among injectors even before the 
hepatitis C virus was identified, and before a response 
to the epidemic began. 

At least half of all regular drug injectors in Australia 
are thought to have hepatitis C (Australian National 
Council on AIDS, Hepatitis C and Related Diseases 
(ANCAHRD) – Hepatitis C Sub-Committee, 200264). 
Current rates of old and new infections mean the 
risk of coming in contact with the virus is considered 
high65, and that a ‘pool of infection’ is continually 
replicated35. For these reasons, hepatitis C education 
needs to be expanded to prevent further transmission 
of the virus, as well as preventing initial exposure66.

Hepatitis C education also needs to take into account 
the role of current injectors diagnosed with hepatitis 
C, in preventing further transmission. While people 
who inject drugs are thought to employ their own 
risk management strategies and to take precautions 
to prevent hepatitis C transmission, these are not 
effective enough to prevent transmission, or are based 
on inaccurate information66, 8. Some injectors see their 
hepatitis C infection as related to an extraordinary event, 
and not their usual injecting practices, or to betrayal of 
trust by others67. 

The way in which people are infected, tested and 
diagnosed with hepatitis C has a considerable impact 
on their capacity to come to terms with their diagnosis. 
This in turn has an impact on their capacity to put 
transmission prevention strategies in place, and to 
make any necessary lifestyle changes to protect their 
future health68. 

Post-diagnosis, injectors have all too often been left 
confused and without information about preventing 
further transmission69. Despite receiving a hepatitis 
C-positive test result, for some injectors, risk taking 
does not change67. The reasons for this are linked 
to both the social and environmental contexts that 
reinforce injecting equipment sharing, and a lack of 
access to primary health care services and support. 
Hepatitis C transmission risks also continue despite:

... a sense of despair and absolute contamination – 
[which] sometimes leads to a lack of concern about 
the contraction of other blood-borne viruses. This 
suggests not only a disturbing level of distress and 
damage to self-esteem, but also to a public health 
issue in that those individuals may be at increased risk 
of co-infection with HIV, superinfection with another 
strain of HCV, and may participate in practices that 
lead to onward HCV transmission.

(Fraser and Treloar, 2003, p. 570)

One of the most useful strategies for preventing the 
onward transmission of hepatitis C is to “combat 
stigma” related to the virus (Fraser and Treloar, 2003, 
p. 570). People with hepatitis C experience significant 
stigma and discrimination, which is “...widespread and 
often motivated by fear and ignorance and... based 
on the stigma associated with injecting drug use and 
associated stereotypes” (Anti-Discrimination Board of 
New South Wales, 2001, p. 171).

Injectors experience the compounding effect of 
stigma related to both current injecting drug use, 
and hepatitis C infection68. Stigma and discrimination 
mean that many injectors “cannot get their most 
basic health needs met and while this situation 
persists, hepatitis C will remain a low priority for 
them” (Madden, 2004, paragraph 1469). This “obstructs 
efforts to prevent the further spread of the virus” 
(Hopwood and Treloar, 2003, p. 5168).

Hepatitis C is considered a long-term chronic infection 
that can result in lethargy and tiredness, a range 
of gastrointestinal and immune system complaints,  
and in a small number of cases liver cancer and  
liver failure58. Drug use can result in some damage 
to the liver, and hence there are implications for 
hepatitis C infection.
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People with hepatitis C often benefit from and require 
up-to-date information, diet and lifestyle changes, 
increased access to reliable health care and advice, 
personal support, and freedom from discrimination, in 
order to experience a sense of wellbeing and quality 
of life. These supports and interventions are much less 
available for current injectors. Current injectors have 
“limited participation in the medical management of 
hepatitis C”, with many not attending any monitoring 
or care beyond initial diagnosis (Curruthers and 
Arden, 2002, p. 166). There are many barriers for 
current injectors accessing conventional treatments 
for hepatitis C (‘combination therapy’), including the 
structure of treatments and the reluctance of some 
clinicians to treat current injectors because “they 
will just go and get themselves reinfected” (Madden, 
2004, paragraph 1969).

Young current injectors with hepatitis C are 
underrepresented at all levels of service delivery 
regarding hepatitis C, including participation in health 
promotion projects, support groups, research and 
conventional treatment, and attendance at Needle 
and Syringe Programs. Young people generally do not 
have a long-term view of their health and wellbeing. 
This underlies risk taking that leads to blood-borne 
virus infections, and also limits usage of information, 
health and support services. 

Implications for practice
• Caution must be taken to avoid placing 

responsibility for hepatitis C transmission and 
prevention on current injectors diagnosed with 
hepatitis C. Infection occurs within a social and 
environmental context, and is influenced by a 
broader health system and community context.

• Reducing stigma and discrimination regarding 
injecting drug use and hepatitis C may serve to 
increase access that young current injectors have 
to primary health care, psychosocial support 
and information about hepatitis C, including 
prevention.

• Sensitive and informative hepatitis C testing and 
diagnosis processes are required.

• Strategies are required for “making sure the 
information in circulation is actually correct and 
useful... ‘on the spot’” to prevent hepatitis C” 
(Madden, 2004, paragraph 2969).

• More research is necessary to understand the 
experiences of young injectors who have been 
diagnosed with hepatitis C.

• Young injectors with hepatitis C must pay 
particular attention to injecting as safely as 
possible, to prevent passing the infection  
to others.

• Young injectors with hepatitis C require 
information about the impact of drug use on 
hepatitis C infection.
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NON-CORE

Information

Hepatitis Councils 

Those who have occasional contact with 
young injectors

Keep copies of information relevant for people with hepatitis C on hand.

Refer to Hepatitis Councils for information and support, about 
conventional and complimentary treatments, diet and lifestyle.

CORE
Peer education

Diagnosis

Positive injectors

Rights

Improving services

Research

Those who engage with young injectors regularly
Support current drug users to share accurate hepatitis C prevention 
and safer injecting information with other drug users.

Explore with young injectors their experiences of being tested and 
diagnosed with hepatitis C.
• Provide accurate information, support and referrals in response 

to identified needs.

Develop health promotion and hepatitis C prevention materials 
involving and targeting young hepatitis C positive injectors.
• In collaboration with positive injectors and Hepatitis Councils, 

establish support services in your area.

Raise awareness of hepatitis C positive young injectors about their 
rights in employment, education and health care settings.

Encourage services to better meet the needs of current injectors 
with hepatitis C. Undertake awareness raising with other services 
about:
• myths and stereotypes associated with injecting drug use
• reducing stigma and discrimination
• long-term health and psychosocial needs
• how to make services more accessible.

Conduct social research into the needs and experiences of young 
injectors with hepatitis C.

All levels of contact with young injectors

Take an active role in reducing and responding to discrimination.

• Work with young people about values and attitudes generally 
and in relation to injecting drug use.

Work with young people about disclosure of information about 
themselves and others, and rights people have to privacy.

Develop programs and activities to promote healthy eating and 
lifestyle choices.

Empower young people to identify health and personal issues they 
experience, and to access information and support.

ALL
Anti-discrimination

Disclosure

Healthy lifestyles

Access to information  
and support

Guidelines

Young injectors with hepatitis C
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CORE
Peer education

Diagnosis

Positive injectors

Rights

Improving services

Research

Those who engage with young injectors regularly

Support current drug users to share accurate hepatitis C prevention 
and safer injecting information with other drug users.

Explore with young injectors their experiences of being tested and 
diagnosed with hepatitis C.

• Provide accurate information, support and referrals in response 
to identified needs.

Develop health promotion and hepatitis C prevention materials 
involving and targeting young hepatitis C positive injectors.

• In collaboration with positive injectors and Hepatitis Councils, 
establish support services in your area.

Raise awareness of hepatitis C positive young injectors about their 
rights in employment, education and health care settings.

Encourage services to better meet the needs of current injectors with 
hepatitis C. Undertake awareness raising with other services about:

• myths and stereotypes associated with injecting drug use

• reducing stigma and discrimination

• long-term health and psychosocial needs

• how to make services more accessible.

Conduct social research into the needs and experiences of young 
injectors with hepatitis C.
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Links, resources and information

Support and Information
Support and information for young injectors with 
hepatitis C can be accessed through:
Hepatitis Council of Queensland
Telephone: 07 3236 0612 or 1800 648 491  
(for callers outside Brisbane)
Email: manager@hepatitisc.asn.au
www.hepatitisc.asn.au

Range of resources
The Australian Hepatitis Council has developed 
a range of resources for people with hepatitis C. 
Copies are available through the Hepatitis Councils 
or can be downloaded from:
www.hepatitisaustralia.com/pages/LIVING_WITH_
HEPATITIS_C.htm
Or, contact the Australian Hepatitis Council on:
Telephone: 02 6232 4257
Email: info@hepatitisaustralia.com

Management of hepatitis C  
in adults
A Model of Care for the Management of Hepatitis C 
in Adults (2003) document provides best practice 
guidelines for the clinical care of adults with hepatitis 
C. It can be downloaded from:
www.ancahrd.org/pubs/pdfs/model_care.pdf

National Hepatitis C  
Resource Manual
This 2001 resource includes a wide range of 
information about preventing and living with hepatitis 
C. Copies of the Manual can be ordered by:
Email: phd.publicatoins@health.gov.au
Voicemail 1800 020 103 (ask for extension 8654)

Diagnosis, disclosure  
and discrimination
The 3D Project: Diagnosis, disclosure, discrimination and 
living with hepatitis C. (Monograph 6), by M. Hopwood 
and C. Treloar in 2003 is available for download 
from:
www.nchsr.arts.unsw.edu.au/publications_drugs.html
Or contact the National Centre in HIV Social Research:
Telephone: 02 9385 6776
Email: nchsr@unsw.edu.au

Anti-discrimination training
The Queensland Health Hepatitis C Anti-Discrimination 
Training Pack is available for download from:
www.health.qld.gov.au/Sexhealth/Training_and_
Development.shtml
Copies are available from the Hepatitis Council of 
Queensland on (07) 3238 5780.

Anti-discrimination report
The Anti-discrimination Board of New South Wales 
2001 publication, C-Change Report of the Enquiry into 
Hepatitis C Related Discrimination can be downloaded 
from:
www.agd.nsw.gov.au/adb.nsf/pages/hepcreport1

Or, contact the Australian Hepatitis Council on:
Telephone: 02 6232 4257
Email: info@hepatitisaustralia.com
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Working with young drug users

Introduction
This section provides an overview of some of the 
key strategies for working with young drug users 
about hepatitis C prevention, and reducing other 
harms associated with drug use and injecting. Topics 
included in this section are:

• creating access for young people to services that 
affect their lives

• responding to particular sub-groups of young 
people

• models used to understand health behaviour

• interventions implemented in response to issues 
faced by young drug users.

Caveats
This section is not intended to be all-encompassing. 
It is designed to stimulate reflection on current 
hepatitis C education service delivery, and inspire the 
search for more information to enhance capacity for 
reducing harms faced by young drug users.

Whilst hepatitis C transmission is predominantly 
an issue associated with injecting drug use in 
Australia, there is arguably scope for working with 
all young people and drug users about strategies 
for transmission prevention. That is, there are skills, 
social relationships and situations that underpin how 
hepatitis C is transmitted in the injecting drug use 
context. 

General youth work training and skills enhancement 
is recommended for all those who engage with young 
people; this section touches on core youth work 
skills and should not be used in place of training or 
further reading.

In this section, particular terminology is used only for 
brevity. For example, often the word ‘service’ is used. 
In this context, please extend the meaning of the 
word service to include one-off projects, targeted 
programs, support groups, festivals, learning support 
and so on. 

The material in this section has been generated 
through the From Talk to Action (T2A) workshops 
undertaken as part of the ‘Guidelines Project’ in 
six Queensland locations during 2004, and through 
practice wisdom of key service providers, and 
reviews of published reports and literature. Some 
of the material may seem basic – but it is surprising 
how often revisiting and strengthening ‘the basics’ 
can enhance service delivery.

Importantly, assumptions should never be made 
about who uses drugs illicitly, why and how young 
people use drugs, what drugs they use, or how long 
they have been using them.
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Increasing young people’s access to services

Hidden population
Young people who inject drugs are considered a hidden population who have low levels of contact with health  
and human services. They can also be difficult to contact, and then draw into services. A significant part of  
reducing hepatitis C infections among young people is increasing their access to services, programs and projects 
which are relevant to their lives. In order to achieve this, several key strategies must be considered. These are 
presented in the box below. 

Plan how the service will meet the needs of 
the young people in mind:

• devise aims, objectives, strategies  
and evaluation

• include young people in the design of 
service delivery.

Be known to those it is intended for:

• advertise in places the target group 
access, such as venues and publications

• develop networks with other services to 
increase recommendations and referrals 
made between services, and to know 
names, faces and principles of other 
workers

• undertake joint ventures with other 
services such as social gatherings, in-
service training and workshops or harm 
reduction projects

• advertise who the service caters for, 
hours of operation and how to access it

• encourage word-of-mouth advertising of 
the service

• devise strategies for young people who 
use the service to draw their friends in 
(such as peer research and peer  
education projects).

Be seen to have something to offer  
young people:

• this could reflect the needs of young 
people, such as for harm reduction 
information, or could reflect their 
interests, such as a multi-media project 
that promotes safer lifestyles

• advertise what the service offers  
and get young people to develop the 
advertising material

• use quotes of young people who  
have been involved in the service.

Be accessible by young people:

• locate services near public transport, or 
with other services

• advertise how to get to the service

• advertise what to do to access the 
service, such as make an appointment, 
drop in or enrol in a program.

Actually offer what you say you will offer:

• keep advertising materials up-to-date

• make any changes to services known to 
young people and other service providers:

° publish a regular newsletter  
and display posters

° put dates on all publications,  
and dates-for-review.

Reflect the needs of the young people it targets:

• keep up with the times!

Have strategies in place to make young people 
feel comfortable once they walk through  
the door:

• something specific for young people to do

• never be late for an appointment without 
making other arrangements

• see ‘creating a young person friendly 
service’ below.

Devise strategies to make young people want 
to return to the service if they need to:

• develop follow-up processes

• create opportunities for young people  
to take ownership such as projects  
and creative arts.

To increase the access young drug users have to services, a service must:

Engaging Young People
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Barriers for young people 
accessing services
There are many reasons that young drug users either 
do not access services until they experience some 
kind of crisis, or do not engage with services about 
their drug use specifically. These include:

• lack of knowledge about services and what  
they offer

• uncertainty about how to access services

• poverty and insufficient income to access 
transport or consultation fees

• prior negative experiences and mistrust of 
services, including exclusion for over use of 
services

• feeling overwhelmed about options, dealing with 
trauma or making changes

• need for anonymity, especially given the illegality 
of drug use

• fear of exclusion because of drug use

• being in a relatively powerless position 
compared to service providers.

There are often quite high expectations placed upon 
what a young person needs to do to access a service, 
even though the steps to access a service may seem 
simple. While these expectations are unintended, many 
young people are excluded from services that may be 
of use to them, because they do not have adequate 
personal resources to make and maintain contact.

Things a young person needs  
to make and maintain access  
with services
Below is an overview of some of the resources 
needed by a young person to make and maintain 
access with services. The list includes what a person 
needs to do before having decided upon accessing a 
service, what they need to walk through the door, 
and what they need after having arrived at a service.

Firstly, the young person needs:

• to have identified a need within themselves or 
have been directed to attend a service, such as 
by court order

• some degree of motivation for change

• an awareness that a service exists that can help 
meet the identified need

• a feeling that the service will accept them.

For a young person to make contact with a service 
provider, the young person needs to:

• have confidence in themselves, that they are 
worthy of assistance

• have courage to make the initial contact

• feel “invited” to attend a service

• be able to access transport

• be prepared for positive or negative outcomes 
due to access

• be willing to face their personal issues such as 
drug related harm or trauma.

Having arrived at the service, a number of expectations 
must be met. The young person is required to:

• accept the rules of the service

• conduct themselves responsibly

• understand confidentiality

• respect the limitations of the service

• trust the service

• possess adequate communication skills

• accept they become a client of the service.

There are likely to be many more expectations of 
young people, depending on different types of services 
offered, and reasons for accessing these services. 
The main point is, though, that a young person has 
to really conjure much energy and trust to access a 
service, and this places them in a vulnerable position, 
especially given they will not know how their visit will 
be received.
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To create ‘young person friendly’ 
services, workers must:
• create an atmosphere that reflects the 

interests of young people

• provide a friendly introduction to the 
service, including staff, functions and 
spaces for young people to use

• provide all relevant information through 
a variety of modes including verbal, 
brochures and posters displayed on walls

• be flexible about who the young person 
works with and if possible let them select 
a worker they feel comfortable with

• provide services in a professional, 
structured and equitable manner

• ensure young people and workers 
have a shared understanding of rights 
and responsibilities, confidentiality and 
complaints processes

• seek young people’s representation at all 
levels of service delivery 

• allow young people to know what to 
expect each time they access a service

° aim for consistency

° advertise changes to  
services, programs,  
workers and processes.

(T2A, 2004; Roberts, 2003)

Creating a ‘young person friendly’ 
service
An established service can help access for young 
people, by attending to as many of these concepts 
listed below as possible, and by acknowledging the 
extent of the personal resources a young person 
needs to use the service. 

Initial contacts
First and last impressions are highly memorable 
and often influence perceptions of an experience. 
These impressions may determine whether or not 
a young person maintains contact with a service. To 
capitalise on the contact a young person has with a 
service, strategies can be in place to ensure the initial 
contacts are positive. All staff should be involved 
in developing strategies for initial contacts. These 
strategies should not be devised by for example 
counsellors, to then be put in place by administration 
staff. Administration staff must be involved in devising 
the strategies, because essentially they are the ones 
to implement these. It is highly desirable that friendly, 
committed and skilled people are the first contact for 
young people attending a service. Other strategies 
that contribute to a positive service experience are 
highlighted in the following box.

Creating positive initial contacts:
• ensure all staff agree about the way a 

person should be treated when they 
make contact with a service, and develop 
a set of guidelines

• have a comfortable place for young 
people to wait or to unobtrusively 
observe before having to engage  
with anyone

• provide refreshments where waiting 
periods are significant

• provide a range of reading material, 
computer access or television/video

• provide a ‘familiarisation’ package for 
young people, in which quotes of other 
young people (anonymous) can be used 
as useful endorsements

• use eye contact, say “welcome”  
and state your name and  
relevant experience

• overview the processes intended  
to be used

• allow time for questions
• set a follow-up time and plan
• be aware of literacy issues and avoid 

expecting a young person to read 
or write until you are aware of their 
capabilities – you may need to gently ask.
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Inviting a young person in...

Expectations
It is important that young people know what the 
service expects from them, and what they can expect 
of the service.

To ensure reasonable expectations 
of young people, workers must:
• regularly consult with young people

• be open to criticism and change

• make information available about rights 
and responsibilities verbally and in writing

• display posters about the service in a 
waiting area or reception, so that young 
people can familiarise themselves with 
them while waiting to see a worker

• provide information about rules of the 
service and conflict resolution processes 
for both young people and staff

• outline service delivery requirements, 
as well as personal, professional and 
organisational boundaries.

Boundaries
Boundaries for young people, the service and the 
service provider should be clear and openly stated.

To establish personal, professional 
and organisational boundaries with 
young people, workers must
• be clear about your personal, professional 

and organisational boundaries, by saying 
as needed “my own knowledge does not 
stretch that far...”, or “we provide X, Y and 
Z here, but we are not able to provide A, 
because of the way the place is set up.”

• be true to yourself and therefore honest 
to the young person, by not pretending 
to be someone you are not, or to 
have knowledge that you do not have 
confidently

• understand topics that cause discomfort 
and conjure thoughts such as “don’t  
go there!”

• where appropriate, offer explanations for 
personal, professional and organisational 
boundaries.
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Developing relationships
Youth work typically involves focussing on the young 
person and their unique experiences. The goal is to 
work alongside the young person “so they may learn 
and organise things for themselves” (Jeffs and Smith, 
1996, p. 18). In working with young people, building a 
relationship is the key method through which change 
can occur. The relationship becomes one of the 
fundamental sources of learning, for both the young 
person and the service provider (Smith, 1998).

There are many qualities of a worker that contribute 
to building a meaningful relationship with the young 
person as a client. These attributes are difficult to 
manufacture, however skills can be enhanced through 
experience, training and supervision.

Specifically in relation to drugs,  
it is important to:
• not assume who is a drug user and who 

is not

• not assume that because someone uses 
illicit drugs they are drug dependent, in 
crisis, or have experienced, for example, 
childhood trauma

• use a range of sources for information 
about young people’s drug use, including 
academic reading and the experiences of 
drug users

• know your own values about drugs and 
injecting, so that you understand the 
position you take with the young person.

Building a relationship with  
a young person:
• commit to the relationship as appropriate 

to your skills, role and resources

• be clear with yourself and the young 
person about what your role is, such  
as group facilitator, personal support 
worker, educator

• be friendly, approachable and warm

• be informed and honest about limits  
of knowledge

• be non-judgemental, empathic and 
compassionate

• be respectful and acknowledge the young 
person’s individual expertise

• accept diversity

• demonstrate optimism in relation  
to a person’s situation

• be patient and tolerant, flexible  
and adaptive

• demonstrate integrity through 
consistency and by not trying to be 
someone you are not, such as an 
experienced drug user.
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Workers’ skills and strategies

Skills for interventions
There are a number of professional skills considered 
to be essential for workers to effectively intervene 
with young people (T2A, 2004). The skills listed 
below are often developed through tertiary 
education, training and by experience with guidance 
or mentoring. Workers who are not competent in  
these areas should seek training or assistance to 
develop their capacity to respond to young people.

In addition to the above repertoire of skills, workers 
need to have knowledge of local community 
resources including drug related services. This is 
especially relevant for those whose core work is not 
drug related. 

Specialist skills training are required for the 
development of therapeutic relationships such as 
counselling and it is beyond the scope of this document 
to detail such skills and processes. However, readers 
are encouraged to seek further skills development 
through supervision, mentoring, support, training  
and education.

Link to training:
Various training and professional development 
opportunities are posted on the following 
website.
www.health.qld.gov.au/sexhealth/Training_
and_Development.shtml

Enhancing young people’s life skills
Young people are not set in their ways. They can 
change dramatically, for better or worse, in short 
spaces of time. Many workers attest that working 
alongside young people to address issues in one area 
of their lives, can lead to positive changes in other 
areas of their lives.

The professional skill of workers can contribute to 
supporting change among young people. Change is 
more likely to occur when a young person can:

• explore their experiences and options

• get ready to make changes

• be involved in decision-making

• have autonomy while being supported  
and resourced

• develop positive problem solving strategies

• explore personal notions of what is self-worth

• develop a sense of self-worth (Mallet et al, 2003).

Workers should be able to exist alongside a young 
person to encourage the development of personal 
skills that enable change.

Worker skills related to effective 
interventions:
• confident knowledge of the topics

• the ability to communicate at a young 
person’s level

• commitment to good networking

• knowledge of a range of possible referrals, 
and successfully linking young people with 
other services, including follow-up

• accountability

• advocacy

• ability to assess and prioritise issues

• ability to identify barriers and  
problem-solve

• being able to individually  
tailor interventions

• wide repertoire of communication skills 
and open body language

• cultural and literacy awareness

• understand context of young people’s 
issues –  going from ‘where people are at’

• ability to train/teach others to pass on 
practice wisdom and prevent ‘reinventing 
the wheel’.
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Topics to explore with 
young people
Young people can be encouraged and supported 
to change through the exploration of the match 
between their knowledge, attitudes, practices and 
beliefs. A list of ‘topics’ for exploration appears in the 
box below. These topics could be explored without 
the service provider necessarily mentioning injecting 
drug use, and hence is an important way to engage 
with all young people.

Without necessarily discussing injecting drug use, 
young people benefit from opportunities to develop 
general life skills that underpin many life activities 
and risk situations, including injecting drug use. 
If interpersonal relationships and physical space 
allow, young drug users could explore these topics 
specifically in relation to drug use. This could occur 
individually, in groups, formally or casually.

Examine and enhance young 
people’s perceptions of their:
• health, identity and self-esteem

• non-verbal and verbal  
communication skills

• risk assessment and risk  
management skills 

• reasoning and decision making

• negotiation skills

• impulsivity, motivation and procrastination 

• personal discipline and coping skills

• self care strategies

• peer, community and environmental 
influences on risk taking and  
decision making.

Questioning young people

Tips for questioning in a non-threatening way appear 
in the box below.

Tips for questioning young people:
• own your statements by using “I think...”, 

or “in my experience ...”

• try to have some lighter moments, but 
be careful not to trivialise what you have 
been talking about

• use a repertoire of communication skills 
including active listening, probing for 
more depth, reflecting back and respectful 
eye contact

• be aware of physical situations making 
sure you are not standing over the young 
person, and that confidentiality can be 
maintained (move to a private space)

• add a temporal dimension to the 
questioning, such as “what was it like 
before?”, “what do you think would 
happen next?”

• use imagery, such as “what do you think 
would happen if...”.

Challenging young people
Challenging young people can be a way of exploring 
the above issues, however challenging should only be 
done when there is an established sense of trust and 
rapport with a young person. Instead of challenging, 
various ‘values clarification’ activities can be used 
effectively to bring about changes in perceptions.

A useful resource that includes information about 
communicating with young people is Training frontline 
workers: Young people, alcohol and other drugs, by the 
New South Wales Technical and Further Education 
Commission, Drug and Alcohol Office (Western 
Australia) and Northern Territory Health Service, 
2004. This resource is available for download at: www.
health.gov.au/internet/wcms/publishing.nsf/Content/
phd-pub-illicit-tfwi-cnt.htm
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If you do challenge people verbally, ask “curious 
but not intrusive questions, as a young person’s 
statement may not necessarily be a fixed belief rather 
they may be seeking your opinion, input or further 
information” (Roberts, 2003, p. 12). It is important 
that “challenging” is supportive and exploratory, 
rather than confronting and disputing.

Challenging young people is not about changing their 
opinion, but about the young person exploring some 
of the options on which they can base decisions. 
Service providers have to be satisfied with accepting 
young people’s choices and opinions, because at the 
end of the day it is their right to have these choices 
and opinions. If unable to do this, it is wise not to 
enter into the process of engaging intimately about 
topics that cause discomfort.

Self-care
Building and maintaining relationships with young 
people can be associated with complexities such as 
crossed boundaries, exhaustion, worry and frustration. 
Anticipating possible compromising situations and 
developing standard policies or procedures can 
be of great value. Debriefing, problem solving and 
strategising are important for all those who work 
in the broad human services area. It is helpful and 
perhaps essential, to discuss challenging situations 
with a supervisor or work team. This is often referred 
to as “supervision”. Supervision has been defined 
as a “process by which one ... practitioner enables 
another ... practitioner ... to practice to the best of 
his (sic) ability” (Pettes, 1979, p. 3).

When supervision is not formally available in the 
workplace, workers often meet this need among 
people close to them. In addition to placing an undue 
demand on personal relationships, this can also lead 
to unintended breaches of confidentiality. If services 
do not formally and routinely provide avenues for 
debriefing and self-care, this must itself be raised with a 

supervisor. Think broadly about how self-care can be 
enhanced, and try to ensure the process is sanctioned 
by staff, supervisors and management structures.

If services do not have the capacity to provide 
appropriate supervision, regular meetings with 
workers from other services should be considered 
the base minimum standard for self-care. It is 
important to keep such groups small, to establish 
group rules and to maintain commitment to regular 
meetings. Confidentiality and trust are probably the 
biggest issues relevant to this kind of supervision.

Conducting assessments
Assessments help a worker engage with a client. The 
worker and client complete an assessment together, 
for mutual understanding of issues for the client. The 
assessment results in insights on which intervention 
should be undertaken. An assessment process can be 
a safe and structured way of building rapport. It is a 
process on which both parties need to agree.

Assessments are usually standardised lists of 
questions on a page, which are uniformly asked of a 
client of a service. They can range from very short to 
extensive. Assessment is also something that occurs 
intuitively as part of interacting with a young person, 
and some workers undertake assessments based on 
their knowledge of a topic rather than following a set 
process. Many formal assessments have a set process 
that often requires specific training, and these may be 
copywrited. Permission should be sought to use such 
assessments, or they may need to be purchased. 

The choice of assessment/s should be based on the 
expected issues of the young person, information 
available to provide to the young person, and the 
scope of services that can be offered to the young 
person including referral to other services. Some 
ideas for assessments potentially relevant for young 
drug users appear in the box below.
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Tips for conducting assessments
Undertaking assessments should relate only to 
professional and organisational roles. Avoid doing a 
‘battery style’ assessment that gathers information 
about a wide range of issues that can not be attended 
to. It may be appropriate to adapt assessment tools 
to suit organisational or local contexts, and patterns 
seen among young people.

Any assessment should inform a plan to minimise risks 
and achieve the goals of the young person. Education 
about reducing drug related harm should follow from 
assessment items, as should referral to other services.

 
Assessments relevant for young 
drug users:

Brief screen
• identify blood-borne virus risks
• determine whether referral to other 

services is required.

Intermediate screen
• why have they contacted you?
• range of drugs used
• mode of administration
• what is the context of use –   

with whom do they use, where?
• frequency and patterns of use
• risks and harms experienced
• do they want testing?
• statutory issues including current orders, 

legal commitments, pending court dates
• perceived intervention and  

referral options.

Full assessment
• Blood-Borne Virus Risk Assessment 

Questionnaire  
(BBV-TRAQ)

• Drug Assessment Interview Schedule
• Drug Assessment Proforma
• Drug Management Case Plan
• Psycho-Social Drug Assessment
• Risk Assessment Checklist for Parental 

Drug Use
• Severity of Dependence Scale (SDS) 

Screening Instrument
• AUDIT Screening Instrument
• On-Line Alcohol and Drug Problem and 

Dependency Screening Instruments
• Alcohol Treatment Assessment 

Instruments
• GROW Coaching Method
• Community Drug Assessment.
BBV-TRAQ can be accessed at  
www.turningpoint.org.au/library/hcv_bbi_final.pdf
The other assessments can be accessed at  
www.drugnet.bizland.com/assessment/audit.htm

Tips for conducting assessments:
• have a cuppa together first, or use some 

warm-up or icebreaker techniques to 
increase the young person’s level of 
comfort

• ask for preferences about how and where 
the assessment is done, including going 
outside, taking a break, taking things 
slowly

• provide an outline of what the assessment 
entails, including purpose, duration and type 
of questions

• take care to ensure questioning  
is not threatening or intrusive

• use gender neutral language
• questions can be generalised to ‘all young 

people’ in a similar situation, rather than 
focus on the individual

• monitor the level of comfort or 
discomfort of the young person by their 
willingness to engage with you and the 
process, and by the extent they answer 
questions

° factors that may influence this include 
discomfort, fatigue and intoxication

° negotiate another time to undertake 
the assessment if necessary, or 
another worker

• explain and change terminology for the 
young person to understand it

• terms such as ‘issue identification’ or 
‘focusing in’ can be used instead of 
‘assessment’ in more informal situations.
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Follow-up
It is important to follow-up after engaging with young 
people and conducting assessments. The box below 
includes some tips on follow-up.

Specific populations of young 
drug users

Age is not the only category which differentiates people: 
class, gender, ethnicity, ability and sexual orientation 
also have profound impact on the opportunity, 
structure and access to resources which are needed to 
participate actively in contemporary society.

(Crimmens and Whalen, 1999, p. 165-166).

While there appears to be distinctive cultural forms 
and behaviours among some young people, their 
bond generally lies in the activity in which they engage 
(Roberts, 1997). There is also a wide age span among 
their networks, with relationships not only limited 
to people of similar ages (Thornton, 1995). Young 
drug users also differ according to their backgrounds, 
experiences and drug use patterns.

Orienting services to be sensitive to diversity 
among young people will result in better access and 
engagement with services. Accordingly, 

“...it seems reasonable to say that “effective” youth 
services are those that decrease the scope and extent 
of the exclusion that young people experience”

(Sercombe, Omaji, Drew, Cooper and Love, 2002, p. 16). 

That is, keep focused on expanding harm reduction 
strategies to target particular groups or be inclusive of:

• homeless young people

• lesbian, gay, bisexual and transgender young 
people

• young people from Aboriginal and Torres Strait 
Islander backgrounds

• young people from culturally and linguistically 
diverse backgrounds

• young people in rural, regional and remote areas

• young people with mental health issues

• young people in the juvenile justice  
and prison system

• young people with learning difficulties

• young parents.

Follow-up:
• agree on a date, time and place with the 

young person

• ensure the young person is able to access 
information and support between the 
times they access your service

• provide resources to reinforce issues 
discussed and information given, 
however the young person may not feel 
comfortable taking these for fear of being 
identified  
as a drug user

• provide details of appropriate 24-hour 
services such as Kids Helpline or  
the Alcohol and Drug Information  
Service (ADIS).
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Principles
Overarching principles for working with specific 
populations of young drug users include the 
following.

• Monitor access through data collection, such 
as that undertaken for periodic reporting to 
funding bodies. This will help identify themes and 
gaps.

• Undertake skills and knowledge enhancement 
including Cultural Awareness Training.

• Ensure all young people are treated with dignity 
and respect, and are afforded privacy and 
confidentiality and opportunities to participate 
in service delivery.

• Ensure all young people can access and 
can understand policies and procedures of 
organisations, as well as conflict resolution and 
complaints processes.

• Develop a sound understanding of other 
services that may be of assistance to young 
people.

• Refer onto other more appropriate services.

• Reflect on and maintain personal, professional 
and organisational boundaries.

Also, in relation to specific populations of young 
people who inject drugs:

• Support peer education processes that often 
naturally occur among people who inject drugs. 
Developing strategies for informing some 
injectors about safer drug use has a flow on 
effect of informing those with the least or no 
contact with services, such as occasional or very 
young injectors.

The HIV/AIDS, Hepatitis C and Sexual 
Health Promotion Project, being 
undertaken by Family Planning 
Queensland in conjunction with the 
Queensland Community Services and 
Health Industries Training Council, has 
developed a CD-ROM self-directed 
learning package for health, youth and 
human service workers. It offers health 
information and processes for working 
with young people. 

Face-to-face training is offered 
throughout Queensland during 2005 
for managers of services, to enhance 
the response of services to HIV/AIDS, 
hepatitis C and sexual health among 
young people. 

Telephone: 07 3250 0240

Email: youthproject@fpq.com.au

For information about working with 
specific populations of young people 
about sensitive issues such as injecting 
drug use and sexual health, see:

Roberts, S. (2003). Sexual Health:  
A practice wisdom document. 

Brisbane: Brisbane Youth Service.

This document is available for $33.00 
from Brisbane Youth Service on  
07 3252 5390 or at www.brisyouth.
org/bys/content/resourcelist.htm
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What is an intervention?

Definition
For some workers, addressing drug issues with young 
people will not be part of core work. A minimum 
requirement to intervene is a basic understanding 
drug issues and appropriate referral options.

The term ‘intervention’ is widely used and denotes 
a diverse array of activity. People who work with 
young drug users tend to define the term in relation 
to discussion that assists change. The following 
definitions were proposed by workers participating in 
the ‘From Talk to Action’ (T2A) hepatitis C education 
workshops held during the process of developing the 
Guidelines for hepatitis C education targeting young 
people who inject drugs.

An act that provides an opportunity for purposeful 
change.

An information exchange to change knowledge and 
to facilitate change in behaviour and or attitude for 
personal wellbeing.

Promoting change and self-choice through the mutual 
exchange of knowledge to encourage safer options.

An interaction whether formal or informal that 
is tailored to the individual’s needs and aimed at 
reducing harm or bringing about an informed stage 
of change.

Interventions can be undertaken with individuals, 
groups, communities and entire populations. 

Is ignorance really the problem?
A key part of interventions targeting young drug users 
and drug injectors is education to raise awareness. 
Education has long been seen as a universal solution 
to public health issues. However, “education is really 
a misnomer” because the aim of public health has to 
go beyond people merely knowing more, and instead 
be about people being able to change what they do 
(Robinson, 1998). Many people are aware of healthy 
and safe ways of living, yet some still choose unhealthy 
ways of being. Les Robinson, a ‘social marketer’ 
recounts a story of working with young people as 
part of a Streetwize comics project.

“... we interviewed some young people in a refuge. 
As usual, they discussed with great affection and 
enthusiasm their recent drug experiences –  and, in 
this case, I am talking seriously irresponsible drug 
taking! When I asked the most irresponsible and drug 
damaged individual there what message he would 
like to pass on to other young people he became 
suddenly serious and said ‘Don’t take drugs’. And he 
meant it.”

(Robinson, 1998)

Robinson discussed this as an example of the failure 
of awareness raising, saying “it was quite clear that 
no amount of awareness-building would change  
these kids’ behaviour –  they already knew what 
they were doing was dangerous...” (Robinson, 1998). 
Awareness and information alone are not sufficient 
for people to choose alternative behaviours to those 
that currently serve them well enough.

What if the real obstacles to behavioural 
change are things other than lack of 
knowledge?

What if people already know alot 
about the problem and have a pretty 
good idea what they should do and 
want to do it, but something else is 
stopping them?

Despite literature that indicates information does not 
necessarily lead to behaviour change, unfortunately 
the focus of many interventions remains related 
to information provision. If interventions are 
to be successful, a move beyond “awareness 
communication” is required, towards helping people 
visualise alternative futures (Robinson, 1998). In the 
long term, this requires a commitment to adequate 
resources and a critical mass of people prepared to 
advocate, lobby and inspire decision makers, funding 
bodies and the broader community.

Interventions
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Scope of interventions
Interventions encompass a broad range of activities 
that may be formal or informal, brief or extended, and 
where face-to-face interaction does not necessarily 
occur. People who work with young drug users are 
most likely to deliver individual or group interventions. 
These can occur in formal or informal ways, using 
structured or unstructured methods. Some types 
of interventions are listed in the following table. 
The categories “formal” and “informal” are used to 
highlight that some interventions can be opportunistic 
and not require any preparation (informal), while 
others require a level of planning.

All interventions require that the worker has skills 
and knowledge in issues affecting young people.

‘Brief intervention’ has come to mean any intervention 
that is opportunistic or incidental. In published 
literature, the term is used loosely but generally refers 
to clinical interventions. When this form of intervention 
is not structured, the worker requires an adequate 
knowledge of drug issues to recognise ‘where the 
young person is at’ and to identify issues that may be 
helpful and of interest to the young person.

It is not always necessary to address an issue ‘head 
on’. During conversations, issues to focus on can 
often be identified. Some of these issues are not 
overtly drug related, but could reduce drug related 
harm. For example, bolstering negotiation skills or 
providing relationship counselling may reduce the 
risks associated with injecting in a group situation 
with experienced injectors, or with a sexual partner.

Intervention types

‘Informal’ ‘Formal’

conversation assessment

role modelling verbal information 
 provision

leisure activities print information 
 provision

accommodation  blood-borne  
support virus testing

offer support and counselling 
understanding

advocacy provision of  
 injecting equipment

posters, stickers education programs

group discussions workshops

awareness raising events –   
 drug and alcohol free

 videos

 brief interventions

 motivational interviewing

Schools of thought
The ways that interventions are conceived and 
designed generally depend on the ‘discipline’ of the 
worker, or of the organisational framework. For 
example, interventions developed and used by a clinical 
psychologist are likely to differ from those with a youth 
work background. Indeed, most disciplines emphasise 
different factors of drug use. Clinical psychologists 
use interventions underpinned by empirical research 
and theory. Some youth work has relied on creating 
opportunities for young people to feel comfortable 
talking about their lives, such as creative arts or outdoor 
education, and thereby relying on the relationship 
between worker and young person to mediate change. 
Needle and Syringe Programs (NSPs) have access to 
a range of interventions developed in response to 
particular areas of harm that drug injectors face, such 
as vein damage.

The following is an overview of some of the main types 
of interventions that have proliferated in Australia in 
recent years. These have provided the basis on which 
interventions are generally now devised.
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Types of interventions

Structural interventions
Structural interventions are those that change 
the environments in which risk behaviour occurs, 
without necessarily attempting to change knowledge 
(Des Jarlais, 2000). Structural interventions take an 
ecological approach to behaviour. Two examples of 
structural interventions are the provision of injecting 
equipment and the establishment of safe injecting 
environments.

An Australian report indicated that NSPs are a cost 
effective strategy in relation to blood borne virus 
prevention (Commonwealth Department of Health 
and Aging, 2002). Despite the broad success of NSPs, 
it is widely agreed that the provision of safe injecting 
rooms and injecting equipment are not sufficient 
to reduce injecting risk behaviour and to lower 
the incidence of blood-borne viruses. A range of 
integrated interventions are required.

Individual brief interventions
Individual brief interventions proliferated in the 1980s, 
in response to the HIV epidemic. These were shaped 
by literature on individual models of behaviour change. 
The relative ease of implementing theory-based, 
individual interventions in controlled settings made 
this approach attractive to researchers and providers, 
as they could be evaluated relatively easily in order 
to find out ‘what works’ to reduce the transmission 
of HIV (O’Reilly and Piot, 1996). Cognitive and skill-
building interventions on an individual level have been 
variously successful (Celentano, 2001).

Community based interventions
These seek “to effect community-wide change in 
health-related behaviours by organising communities 
to define their health problems, to identify the 
determinants of those problems, and to engage in 
effective individual and collective action to change 
those determinants’ (Beeker, Guenther-Grey and 
Raj, 1998). These interventions follow community 
development principles.

Peer based interventions
Peer driven or peer based interventions are 
considered of great value for education about injecting 
drug use related harm. Some authors consider that 
peer interventions “may be more effective at changing 
knowledge and attitudes than changing behaviour” 
(Parkin and McKegany, 2000). Hawkins, Latkin, Mandel 
and Oziemkowska’s (1999) study of 642 injecting drug 
users suggested, “peer behaviour rather than verbal 
persuasion appears to influence injection practices”. 
Based on diffusion and social learning theory, the 
strength of peer interventions is that individuals can 
be reached who would not normally access a service 
in relation to drug issues (Preston and Sheaves, 1999). 
However, this also makes it difficult to evaluate the 
efficacy of these interventions beyond the often 
positive impact on the peer educators themselves 
(Parkin and McKegany, 2000).

It is now becoming more accepted that the definition 
of a peer is based not only on a match of demographic 
characteristics between drug users, but a match 
between drug use patterns and experiences, and self-
identification between drug users (Madden, 2004). 
One of the major difficulties to overcome with peer 
based interventions for hepatitis C prevention, is a 
concern that even young injectors themselves have 
identified –  the accuracy of information that is 
passed person to person (Davies et al, 2002). 

Case management
Case management is individualised service delivery 
based on a comprehensive assessment of a client’s 
needs. A case plan is then developed in collaboration 
with the client. Case management assumes clients 
have complex and multiple needs, and that a range 
of supports and services are necessary in response. 
Case management aims “...to achieve seamless service 
delivery... to ensure service provision is client rather 
than organisationally driven” (Case Management 
Society of Australia, 2005, paragraph 6).

Staff training
Professional development has been identified as 
an essential component in the provision of blood-
borne virus intervention. Staff training, like public 
education, is often seen as a panacea for bettering 
service delivery. However, knowledge and skills 
do not necessarily make a good service provider. 
Further, the impact of training can decrease over 
time. A reliance on training staff alone in relation to 
the implementation of interventions is insufficient in 
the long term (Kegeles et al, 2002; Kelly et al, 2000).



Beyond Transmission: Guidelines for hepatitis C education targeting young people who inject drugs
81

Theories to inform interventions
New interventions are considered more likely to be 
effective if they are based on a theoretical model of 
behaviour change. There are a number of models and 
theories about health behaviour and the mechanisms 
required for adopting healthy behaviours. Further, 
there are a number of models that explain individual 
health behaviour.

Theory can help us during the various stages of 
planning, implementing, and evaluating an intervention. 
Program planners use theories to shape the pursuit 
of answers to WHY? WHAT? and HOW? That is, 
theories can be used to guide the search for reasons 
WHY people are or are not following public health 
and medical advice, or not caring for themselves 
in healthy ways. They can help pinpoint WHAT you 
need to know before developing or organising an 
intervention program. They can provide insight into 
HOW you shape program strategies to reach people 
and organisations, and make an impact on them. 
They also help identify WHAT should be monitored, 
measured, and/or compared in program evaluation.

Theories can help us understand the nature of 
targeted health behaviours. They can explain the 
dynamics of the behaviour, the processes for changing 
the behaviour, and the effects of external influences 
on the behaviour. Theories can help us identify the 
most suitable targets for programs, the methods 
for accomplishing change, and the outcomes for 
evaluation. Theories and models explain behaviour 
and suggest ways to achieve behaviour change.

Many existing interventions will state the theory of 
behaviour change upon which they are based. For 
further information, a useful text is Glanz, Marcus 
Lewis, and Rimer (1997).

A brief outline of prominent models is provided here.

Health Belief Model (Hochbaum, 1958)

This model is based on the premise that individuals 
will take action to prevent, be screened for, or control 
ill health if they believe:

• themselves to be susceptible to the condition

• that the health condition has potentially serious 
consequences

• there is a way to reduce susceptibility  
or severity of the condition

• that the benefits of action outweigh the 
anticipated barriers/costs

• they have the personal capacity (confidence)  
to take action.

Stages of Change and the 
Transtheoretical Model 
(Prochaska & DiClemente, 1983)
The Stages of Change (SOC) model assumes that 
individuals move through stages to get to the endpoint 
of sustained behaviour change. These stages are:

• precontemplation

• contemplation

• preparation

• action

• maintenance or relapse.

Later, the model was adapted to incorporate the 
covert or overt activities that people use to progress 
through the stages listed above. This became known 
as the Transtheoretical Model. The model also 
acknowledges the role of self-efficacy, and perceived 
costs and benefits to change. The processes added to 
the above stages are:

• consciousness raising –  finding out about ideas, 
facts etc that support the behaviour change

• dramatic relief –  experiencing negative emotions 
that are associated with risky behaviour

• self re-evaluation –  realising that the behavioural 
change is an important part of one’s identity

• environmental re-evaluation –  realising the 
negative impact of the risky behaviour on others

• self-liberation –  making a firm commitment  
to change

• helping relationships –  seeking and using social 
support for the behaviour change

• counter-conditioning –  substituting healthier 
behaviours and cognitions for the more risky ones

• contingency management –  increasing the 
rewards for positive behaviour change and 
decreasing those of risky behaviours

• stimulus control –  removing reminders or cues 
to engage in risky behaviour and adding ones 
that encourage healthy behaviours

• social liberation –  realising that social norms  
are changing in the direction of the healthy 
behaviour change.

A person can progress from one stage to the next or 
they can relapse to a previous stage, either to work 
themselves ultimately to maintenance or relapse 
again. Stages of Change has been most used for 
smoking cessation programs.



Beyond Transmission: Guidelines for hepatitis C education targeting young people who inject drugs
82

Theory of Reasoned Action  
(Fishbein & Ajzen, 1975)
The Theory of Reasoned Action basically discusses 
how people decide to perform a certain behaviour. 
People make conscious choices based on two factors:

1. How strongly they perceive the benefits to lead 
to a positive outcome.

2. Social norms, risks, and rewards they associate 
with that choice. 

Intention is a major component of this theory. The 
Theory of Reasoned Action assumes that individuals 
will usually act upon their intentions. These specific 
intentions are comprised of two major attributes.

1. An individual’s attitude toward a behaviour, 
basically whether it is right or wrong

2.  An individual’s beliefs regarding social pressures 
to either perform or not perform the behaviour. 

While the model works well for behaviours where an 
individual has a high degree of control, it is less useful 
when unpredictable factors intervene (Montano, 
Kasprzyk, & Taplin, 1997).

Theory of Planned Behaviour  
(Ajzen, 1991)
This is an extension of the Theory of Reasoned 
Action which aims to accommodate the influence 
of unpredictable factors by adding perceived control 
to the determinants of health behaviour. Perceived 
control is determined by a combination of resources 
that support or impede the health behaviour, and the 
power of each resource to assist or hinder change. 
The Theory of Planned Behaviour has most often been 
used in studies of exercise behaviour (Blue, 1995).

Interpersonal and community 
models of health behaviour
These include Social Learning Theory (Bandura, 1977) 
and Social Cognitive Theory (Bandura, 1986).

Social Cognitive Theory is a further development 
of Social Learning Theory that emphasises cognitive 
concepts to explain behaviour. Social Cognitive 
Theory recognises the interrelationship between 
behaviour, personal factors and environment in 
relation to behaviour change. The major concepts in 
the theory are:

• environment –  factors that provide 
opportunities and social support

• situation –  perceptions of the environment

•  behavioural capability –  the knowledge and 
skills to carry out a behaviour

• expectations –  expected outcomes  
of a behaviour

• expectancies –  values related to a given 
outcome (incentives, disincentives)

• self control –  regulation of goal  
directed behaviour

• observational learning –  learning through 
watching others, and witnessing outcomes  
of the behaviours

• reinforcements –  factors that increase  
or decrease the likelihood of repeating  
the behaviour

• self-efficacy –  confidence in carrying out  
a behaviour

• emotional coping responses –  strategies used  
to cope with emotional cues and stimuli

•  reciprocal determination –  the interaction 
between the person, the behaviour and the 
environment where the behaviour is carried out.

The emphasis of this approach is on behaviour change 
through direct behaviour change techniques. It also 
targets cognitive variables and strategic alterations to 
the environment, to stimulate, reinforce and maintain 
desired behaviour changes.

Social networks theory  
(Granovetter, 1973, 1982)
Social networks theory examines the ways in 
which individuals interact with each other, and 
the connections that maintain the relationshps in 
any social network. For example, drug use may be 
one connection between a group of young people, 
however there may be other ‘ties’ such as age, culture 
and so on that maintain the social network.

Some members of the network may have more 
social capital than others. Social capital is linked to 
the extent of an individual’s social networks, and 
the capacity for those networks to assist the flow 
of resources into networks where the individual is 
involved. Peer education works on the premise that 
information gathered by one person will be distributed 



Beyond Transmission: Guidelines for hepatitis C education targeting young people who inject drugs
83

• early majority –  adopt new ideas just before 
the average member of a social system

• later majority –  adopt the ideas after the 
average member of a social system and 
are often reacting to economic or social 
pressures

• laggards –  the last to accept an innovation.

Diffusion of Innovation has been used to explain how 
peer networks are extremely valuable in shifting ‘norms’ 
of injecting drug use in relation to harm reduction.

Social marketing (Lefebvre & Flora, 1988)
Social marketing was created by combining marketing 
and social theories. It is an innovative approach to 
communication that uses the planning elements of 
marketing (product, price, promotion, and place) 
within the various behavioural theories such as 
Diffusion of Innovation and Social Learning Theory, to 
reach broad audiences in order to direct behaviour 
change. The core elements of the social marketing 
approach include the following.

• Consumer orientation –  various consumer 
groups are actively sought out and involved to 
understand their specific needs and concerns 
with respect to health issues.

• Audience segmentation and analysis –  consumer 
groups are further refined and defined into 
more homogenous subgroups with respect 
to geographic, demographic, behavioural, and 
psychological attributes.

• Channel analysis –  communication channels, 
such as electronic and print mass media, and 
social and interpersonal networks, are explored 
and evaluated with respect to use and exposure 
patterns.

• Developing an exchange process –  between 
program providers and the various audiences is 
given a high priority to ensure the interactions 
serve mutually beneficial purposes.

• Formative research –  to ensure that program 
elements are responsive to the audience’s needs, 
are delivered through appropriate channels to 
maximise their reach and efficiency, and can be 
acted upon by the audience.

Strong program management systems orchestrate the 
above points, so the program remains attentive and 
responsive to the audience’s needs while also achieving 
the health objectives set by the program planners.

throughout social networks with which she or he 
has contact. The assumption is that the group (or 
social network) shares certain ideas and knowledge. 
The broader the range of networks held by any 
one member of the group, the more access to new 
knowledge and resources. Social network theory, for 
example, provides a great deal of information about 
the flow of resources. Social networks have been 
found to influence a number of health behaviours 
such as the influence of social groups on the decision 
to seek medical care.

Diffusion of Innovations (Rogers, 1983)
Diffusion of Innovation theory helps to achieve broad-
based changes in an individual’s health status, as well 
as in community structures to support and encourage 
the change. The precept described by Diffusion of 
Innovation provides a set of generalisations that leads 
to changes in organisational and community structures 
as well as to changes within the population.

Diffusion of Innovation is the process whereby an 
idea or new concept is passed through members of 
social networks and systems over a period of time. 
Rogers’ outlines four aspects that combine to allow 
diffusion of innovation.

1. The innovation: an original concept, idea or 
practice that an individual (known as an adopter, 
because they adopt or take on board the idea) 
assumes.

2. Communication channels: the manner in which 
the idea, concept or practice is communicated 
between members of a group or system.

3.  The time it takes, which comprises three 
elements including:

1. the time taken for the adopter to decide  
to take the innovation on board.

2. the time taken for the innovation to be 
assumed by the group/individual.

3. the rate at which the innovation is taken  
on board.

4. The social network/system, where people are 
categorised as:

• innovators –  people eager to try new ideas 
and are interested in taking risks

• early adopters –  those willing to take 
calculated risks and serve as role models for 
other members in the social system
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Capacity building and pre-intervention strategies

Capacity building

Definitions
This section looks at things that individual workers, 
and organisations as a whole, can do to increase their 
response to drug use issues among young people. 
This is essentially ‘capacity building’ or ‘capacity 
enhancement’ –  please choose whichever of these 
terms best suits given contexts.

• Capacity enhancement assumes that an 
organisation already has some capacity to 
respond to issues faced by its target group,  
that are worth enhancing.

• Capacity building generally assumes ‘starting  
from scratch’.

Capacity building or enhancement goes well beyond 
the perception that increasing capacity equals training 
workers. It is important to recognise at the outset, 
that the ‘social whole’ is more than the sum of its 
individual parts.

Best approach to take
The best approach to any issue is to use a number 
of simultaneous interventions targeting individuals, 
 other workers and the community. The type 
of interventions undertaken within any given 
organisation is likely to depend on a number of 
factors such as the target group, available resources, 
community perceptions, and the way in which issues 
such as drug use are conceptualised. 

Variables affecting capacity
The ‘Hepatitis C Interventions’ research project 
conducted by Lemon and Cogger (2004) asked 
Queensland workers to nominate variables affecting 
the capacity for service delivery to young drug users.  
These included the following.

• Confidentiality issues within services that 
operate a number of functions for young people; 
for example a Needle and Syringe Program as 
well as legal assistance.

• Opening hours that are limited from 9am to 
5pm service provision, when an after hours 
service or outreach may be more suitable  
for the young people.

• Transport access for young people in rural and 
remote regions.

• Attitudes of other organisations and community 
members in which a service for young drug 
users is located.

• Having limited other support services to which 
to refer young people.

• Lack of ongoing funding of programs to ensure 
continuity of service to young people.

• Constrained support for workers in a 
challenging environment where they are 
required to multi task.

These variables impact on the capacity to undertake 
effective interventions with young people.

Turning issues into action

Putting issues on the agenda
Working to address issues relating to drug use among 
young people and in the community can be challenging, 
especially if there is little acknowledgement of the 
issues and no strategies already in place. Similarly, 
developing aspects of practice or the capacity of an 
organisation to respond to issues can be a big task. 
Wherever possible, rally together with other people 
interested in the same issues and be methodical in 
your approach.

Garnering support from others means a somewhat 
planned process of raising the issue, educating, 
providing resources, making links between workers 
and providing practical support. These things 
essentially are “putting an issue on the agenda”.

Putting an issue onto the agenda of an organisation 
may be simply a matter of you addressing certain 
issues in the course of your work. However, if this 
work is not supported at an organisational level, then 
it may be difficult to access additional resources or 
gain professional development. All organisations are 
different, and the ease with which changes can occur 
in an organisation often depends upon a number  
of factors.

This section is to help people working within 
organisations to put issues on their organisational 
agenda, so that new work practices can be formally 
incorporated into the agency’s response to young 
people who use drugs. This section includes questions 
to ask yourself about whether change is appropriate in 
your agency, as well as a step-by-step process of creating 
opportunities and ways to address new issues.
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At the agency level...
If you are looking at introducing a process to address 
a need you have identified, here are a few questions 
to ask yourself first.

• Does the issue fit into the agency strategic plan?

• Is addressing the issue part of your work role?

• Do you have a commitment to the agency –   
can you see it through?

• What is your motivation for wanting to  
address the issue?  Are you prepared to  
be a ‘change agent’? 

• Are there organisational, state and national 
priorities and policies that relate to the issue?

• What likelihood is there of gaining adequate 
support among other workers for change  
to occur?

• Does the picture look promising? If not, what 
issues influence the workers who don’t support 
addressing the issue? 

Getting a clear idea of what these issues are, may help 
in the development of an action plan that is more 
holistic in the context of your organisation. If your 
overall goal is quite different from the ways things 
are currently done, you might find it more useful to 
plan small changes that happen over time. If other 
workers are hesitant about changing, small steps will 
ease the transition for them. Having a plan where 
goals are achieved in stages gives the opportunity to 
“feel” each stage. This tends to reduce the likelihood 
of burnout –  something we all want to avoid!

Putting issues on the agenda –  
10 steps
1. Identify the issue and possible ways  

to address it.

2. Talk to colleagues, the team and your manager 
about what could be created or changed to 
better address the issue. What is desirable and 
what is feasible?

3. Formalise your ideas about the issue and 
document them. Outline:

• The issue –  clearly define it. Cite available 
research, statistics or project experiences. 
Local data is important to include if you can 
access it.

• A rationale for addressing the issue. Include:

° how clients will benefit

° how the agency benefits

° relevant state and national policies 

° why your agency is well placed to attend  
to the issue

° links to useful information or reports that 
support the issue so that others can get 
background information.

4. Start raising awareness of issue within 
your organisation. Use a number of strategies 
such as staff meetings, informal discussions and 
management committee meetings.

5.  Seek support from other workers and 
agencies that already do what you want to do.

6.  Review existing policies related to the issue 
or develop a policy getting as much input from 
others as possible.

7.  Develop an action plan.  
Include statements about:
• how the issue can be specifically addressed
• how you will know the issue has been 

successfully addressed (measurable objectives)
• the range of responses that can address the 

issue and who may be responsible for them
• the timeframe required –  be realistic!
• the resources required
• all the possible steps in the process,  

in order of sequence and priority
• aims, objectives and strategies
• how you will know you have been successful 

(performance indicators).
8. Implement action plan and document any 

issues arising.
9.  Review and document the success of the 

action plan/s. Distribute among those involved, 
and those who may assist or benefit in the 
future. Some questions that may help you 
determine this are listed below.
• How did staff feel about the strategy/s?
• What has been achieved?
• What issues have arisen from the process?
• Was the timeframe appropriate?
• Where to next?
• What priorities are there for the next  

three months?
• What objectives can be achieved in the next 

three months?
• What is the action plan for the next  

three months?
• What barriers may hinder progress?

10. Networking and collaboration in relation  
to issue.
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Note:  You may need to develop a number of action 
plans that relate to discrete steps for the issue you 
want to address.  A brief example of an action plan is 
shown in the box below.

Benefits of using documented 
action plans
While implementing new or different ways of 
addressing issues can be done informally, there are 
advantages to planning and documenting the process 
and its outcomes. Some of these advantages are:

• the plan of action is clear and all workers are 
aware of the processes

• the plan’s continuity is not reliant on a single 
worker

• responsibility for the plan is shared among 
workers and the organisation as a whole

• knowing what works and what doesn’t 
contributes to building the capacity of the sector.

Once changes are supported by policy and integrated 
into the organisation’s strategic plan, the activities to 
address specific issues can become a stable part of 
the organisation. By encouraging formal change, new 
initiatives are not lost with changing staff and provide 
a continuity of service deserving of community 
support. An example of an action plan appears in  
the box below.

Action plans

What Create poster:  
500 copies 

Inform other 
agencies that 
testing for hepatitis 
C is available

Display posters  
in all client spaces 

Inform clients that 
hepatitis C testing  
is available

How Consult with 
printers

Send poster and 
personalised letter 
(signed by manager)

Staff and clients  
to create display

Mention while 
talking with clients

Who Staff and clients Manager and 
administration staff

Staff and clients All staff with client 
contact

When Within four weeks Within two weeks 
of poster delivery

Within two days of 
poster delivery 

To coincide with 
display of posters

Resources $2000 $80 $0 $0

Networking and collaboration

Good reasons for it...
Networking and collaboration with other agencies 
enables a better understanding of what local services 
are available and the processes they use to address 
issues. It also assists with referrals. If you are able to 
accurately describe a service to a young person and 
link them in with a specific worker, there is a greater 
likelihood the referral will be followed through with. 
However, collaboration with other agencies however, 
has both benefits and challenges. Collaboration can 
contribute to broader social understanding of issues 
and strengthens the potential for issue advocacy in 
the political arena.

Major benefits of collaboration are:
• access to new information, ideas and resources

• reduction in the duplication of services

• existing resources can be used more efficiently

• services get to know each other

• issues that are beyond the specific scope of 
individual agencies can be addressed

• where issues are complex or controversial, 
perceived responsibility for these can be shared

• by combining forces, the capacity to advocate 
for change is maximised (greater power and 
influence equals strength in numbers).
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Potential costs of collaboration are:
• diversion of resources
• dilution of organisational focus
• incompatible policies
• delayed responses because of the need to 

communicate across agencies
• delayed responses due to reaching  

consensus solutions.

What assists collaboration?
So, how can you maximise the capacity of your 
collaborations? It helps if participating agencies have 
clear, mutually shared goals and similar organisational 
interests and values – especially in relation to 
collaboration. Obviously there needs be adequate 
resources such as staff and time. Geographical 
proximity or an easy means of communication will 
reduce the demands on resources.

The box below includes strategies to promote 
effective collaborations.

Things that make collaborations difficult

These include:

• working with services that have different service 
delivery frameworks and philosophies

• working on projects (such as outreach) that 
need rotating rosters and out of hours work –  
how can this be done within the organisational 
structures of several parties?

• finding regular meeting times that suit  
all agencies.

There is also the chance that the culture of services 
and staff influence each other. The consequences of 
this are unlikely to be anticipated at the beginning 
of collaboration. The capacity for unintended 
consequences including intra and inter organisational 
conflict could become an unpleasant reality.

If you are scouting for collaborators, think of agencies 
with whom you’ve worked successfully in the past. Also, 
think broadly about the issues you want to address. 
Perhaps there is an agency outside the usual networks 
that may bring something useful to collaboration. 

Evaluation

Why?
Evaluating aspects of service delivery, such as a 
collaborative project, can provide a useful record about 
what occurred during the project, as well as the range of 
outcomes. Planning for evaluation is an essential part of 
the initial project or program planning process. 

Evaluation tries to answer the questions:

• What difference has a particular health 
promotion program made? 

• What changes in health status has it produced?

Evaluation involves observing, documenting, 
measuring and comparison with some criterion or 
standard (Hawe, Degeling and Hall, 1990). Evaluation 
compares the actual results of the project or program 
with what was expected to happen. 

Strategies to promote effective 
collaborations
• Develop a memorandum of 

understanding that outlines:

° duty of care statements

° frameworks of service delivery

° actual tasks to be undertaken

° timeframe.
• Leaders of all organisations involved 

should sign the memorandum of 
understanding.

• Ensure all staff of involved services know 
about the collaboration –  it’s purpose, 
the tasks involved, staff involved, intended 
outcomes, and funding and other 
arrangements.

• Meet together as a discrete group.
• Develop a cross-over program so staff 

can get to know each others’ work roles.
• Develop an email list so all staff receive 

information.
• All organisations involved should conduct 

in-service training with collaborating 
organisations.

• Complete a documented evaluation.
• Project data, feedback and evaluation 

material must be available for all 
organisations to use.
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Levels of evaluation
There are several levels of evaluation that can be 
undertaken. These include:

• formative 

• input

• process

• impact

• outcome.

These must be done in a logical order –  the short 
term effects of the health promotion program must 
be assessed before any long term benefits can be 
measured.

Process evaluation
Process evaluation assesses the quality of the 
intervention or program –  how it was run and 
whether the target group was reached. Process 
evaluation usually focuses on the following key areas.

• Is the program reaching the target group? 

• Are participants satisfied with the program? 

• Are the activities of the program being 
implemented as planned? 

• Are the materials and components of the activity 
of good quality? 

Impact evaluation
Impact evaluation measures the short term effects of 
the intervention or program and is concerned with 
whether the objectives were met. It measures changes 
in behaviour, environments, health knowledge, social 
participation, lifestyle or risk factors. Examples of 
questions which can be asked are:

• What proportion of the target group have heard 
of the health promotion activities? 

• Has there been a change in behaviour,  
eg. fewer people initiating others? 

Outcome evaluation
Outcome evaluation assesses whether the health 
promotion program has been effective in the long 
term and whether its overall goal has been met. In 
many cases, funded programs will not run long enough 
to collect this information. However, if objectives are 
stated that tap into data collected for other purposes, 
you may be able to examine the long term effects. 
Examples of questions which can be asked are:

• Has there been an increase in people accessing 
treatment services? 

• How much has the death rate from overdose 
been reduced? 

Qualitative and quantitative evaluation
There are many tools which can be used to evaluate 
a health promotion program. Qualitative evaluation 
methods use words and meanings, and focus on 
describing people’s experience and feelings about 
the program. There are many qualitative evaluation 
tools including focus groups and in-depth interviews. 
Qualitative evaluation is useful in understanding why 
particular effects occurred as a result of the health 
promotion program, eg. why people started to 
exercise more.

Quantitative evaluation methods concentrate 
on systematically measuring changes and effects 
using numbers and statistics, eg. the percentage of 
people who have stopped smoking. Surveys are the 
most commonly used quantitative evaluation tool. 
Quantitative methods allow the size of any changes to 
be measured and comparisons to be made between 
particular groups.

Both qualitative and quantitative methods have 
advantages and disadvantages.    The most comprehensive 
evaluations use a combination of both.
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Young people in regional, rural 
and remote areas

Hepatitis C Support
For information about hepatitis C support groups and 
services, contact the Hepatitis Council of Queensland 
on 07 3236 0612 (Brisbane callers) 1800 648 491 (for 
those outside Brisbane)
www.hepatitisc.asn.au

Technology Survival Skills Program
http://www.governmentict.qld.gov.au/06_funding/
techskills.htm

For rural, regional and remote Queensland 
communities to apply for funding for the development 
of information technology.

YouthGAS Queensland
http://www.youthgas.com.au
Australian youth communication network

GENERATE
http://www.generate.qld.gov.au
GENERATE is designed for people aged 15-25 years 
living in Queensland. It’s a gateway to the government 
that lets young people have a say about anything that 
is of importance to them.

Young people with mental  
health issues

mindIT Queensland Mental  
Health Network
Internet based information and communication 
channel.
www.qld.mentalhealth.org.au

ARAFMI
07 3254 1881 (24 hours)
www.arafmi.org.au/default.htm
Providing support services for families and friends of 
people with mental illness and/or psychiatric disabilty. 
Hold workshops and support meetings throughout 
the State, as well as producing relevant publications.

Young People from Culturally and 
Linguistically Diverse Backgrounds 

Transcultural Mental Health Association
http://203.147.140.236/pahospital/qtmhc/default.asp.
The Queensland Transcultural Mental Health Centre 
(QTMHC) is a Statewide service which provides an 
information, referral, resource and clinical consultation 
service, funded by the Queensland Government. All 
services are provided free of charge.

Ethnic Communities Council  
of Queensland
www.eccq.com.au

Federation of Ethnic Communities’ 
Councils of Australia Inc (FECCA)
Produces youth policy information.
www.fecca.org.au

Australian Multicultural Foundation 
Has youth pages.
www.amf.net.au/rsch_youth_cmyi.shtml

Centre for Multicultural Youth Issues 
Victorian site, with links to publications and other 
sites in Australia.
www.cmyi.net.au 

Multicultural HIV/AIDS Service (MHAS)
Informatiion website, includes hepatitis C,  
in 18 languages.
www.multiculturalhivhepc.net.au

Lesbian, Gay, Bisexual and 
Transgendered/Transsexual 
(LGBT) Young people 

Open Doors
07 3257 7660
http://www.opendoors.net.au
Open Doors is a federally funded service offering 
support to young people aged 12-18 years who are 
exploring, questioning or identifying as lesbian, gay, 
bisexual, and/or transgender.

Further information sources
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Gay and Lesbian Welfare Association 
(GLWA)
07 3891 7377 (7pm to 10pm only), Freecall: 1800 184 
527 (outside of Brisbane metro)
GLWA is an anonymous lesbian, gay, bisexual 
and transgender information and telephone  
counselling service.
Email: secretary@glwa.org.au 

Queensland AIDS Council
07 3017 1777, freecall: 1800 177 434  
(outside Brisbane)
http://www.quac.org.au
A Statewide agency with offices in Cairns, Townsville, 
Sunshine Coast, Gold Coast and Brisbane. Provides 
community education targeted toward gay men, 
and support and education to all people living with  
HIV/AIDS.

Young people from Aboriginal and 
Torres Strait Islander backgrounds

Indigenous Youth Health Service  
(IYHS) Brisbane
07 3891 6060
Provides health care services, information, referral 
and education to Indigenous young Australians aged 
12-25 years who are homeless, disadvantaged or 
at risk of homelessness. Provides clinical services, 
counselling and support, education sessions and 
workshops, outreach and mobile programs, and 
community education and awareness.

Indigenous Alcohol and Other Drugs 
Database
http://www.db.ndri.curtin.edu.au
This site has extensive links to research articles and 
other publications relevant to issues for Indigenous 
Australians. It states its aim as identifying factors that 
can prevent alcohol and other drug related harm 
among Aboriginal populations.

The Aboriginal and Torres Strait Islander 
Corporation (QEA) for Legal Services, 
Brisbane
07 3221 1448
Free call: 1800 012 255
Email: info@atsils.com.au

Injilinji Youth Health Service, Mount Isa  
Phone: 07 4749 5276

Health education and promotion, providing Indigenous 
youth with the knowledge and skills to take care of 
their own health needs.

Department of Aboriginal and  
Islander Policy
http://www.indigenous.qld.gov.au/
Aboriginal and Torres Strait Islander Commission 
(ATSIC)
http://www.atsic.gov.au

As a Matter of Fact –  a resource for addressing myths 
surrounding Aboriginal and Torres Strait Islander 
People, covering funding, identity, alcoholism etc. 

http://www.atsic.gov.au/news_room/As_a_Matter_
of_Fact/matterfact.pdf

Peer Support System
Department of Corrective Services, Aboriginal and 
Torres Strait Islander Unit, 
07 3227 6753

The program is for indigenous prisoners who require 
personal support to cope with issues relating to 
incarceration. The program is offered at Townsville 
Correctional Centre and Lotus Glen Correctional 
Centre in Mareeba. The department also provides 
opportunities for peer support to non-indigenous 
prisoners, particularly young offenders, who may be 
at risk within all correctional centres.

Australian Indigenous HealthInfoNet
www.healthinfonet.ecu.edu.au/frames.htm

Young people with disabilities and 
learning difficulties

Disability Services Queensland 
Phone: 07 3224 8031, Freecall: 1800 177 120, TTY 
(for hearing/speech impaired people): 07 3224 8021

Queensland Disability Awareness 
Information Line (DIAL)
07 3224 8444 or toll free 1800 177 120. TTY (free) 
1800 010 222
www.disability.qld.gov.au/dial.cfm
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WWILD-SVP, Brisbane
Phone: 07 3262 987
http://cwpp.slq.qld.gov.au/wwild/

WWILD works alongside women with intellectual and 
learning disabilities in the area of sexual violence.

Sexual Health

Queensland Health Sexual Health 
Services
Contact the Communicable Diseases Unit for 
information about services across Queensland.
07 3234 1155
http://www.health.qld.gov.au/sexhealth/default.htm

Like It Is
http://www.likeitis.org.au

This is a comprehensive site that deals with all aspects 
of sexuality and sexual health for young people. The 
site has a range of interactive games and extensive 
links to other services in each state.

Family Planning Queensland
07 3250 0240 (Brisbane)
http://www.fpq.com.au

Brisbane Youth Service
07 3252 5390
www.brisyouth.org

Schools

Education Queensland
Information about harm minimisation in schools, 
School Drug Summits, action research, professional 
development, resources, newsletters and reports.

www.education.qld.gov.au/health-safety/promotion/
drug-education/html/p_harmmin.html

REDI
http://www.redi.gov.au

A drug resource for Australian school communities, 
containing a number of useful links, as well as a 
database of resources, policies and other information 
related to the school situation. A drug name translator 
is also available.

Teaching about hepatitis C: results of a national 
survey

Rosenthal, D., Haste, B., Mitchell, A. and Ollis, D. (2002) 
Health Promotion Journal of Australia, vol 13, pages 
214-219.

Drug related

Adolescent Drug and Alcohol 
Withdrawal Service (ADAWS), Brisbane
07 3840 8400
www.kidsinmind.org.au/adaws
Short-term detoxification programs for young people 
aged 13-18 years.

Alcohol and Other Drugs Council  
of Australia
http://www.adca.org.au

A national, non-government organisation and the peak 
body that represents the interests of the Australian 
alcohol and other drugs sector. It also provides a 
forum for harm reduction workers in the field and 
hosts Drug Action Week each year.

Harm Reduction Journal
http://www.harmreductionjournal.com/home/

HRJ is an on-line journal providing peer-reviewed articles 
that focus on psychoactive drug use, public policy and 
harm reduction methodologies. Based in America.

National Drug and Alcohol Research 
Centre (NDARC)
http://www.med.unsw.edu.au/ndarc/

Provides access to research into drug use trends and 
drugs, as well as ordering information for publications 
and resources about drugs and drug use.

Drug Arm –  A to Z of Drugs
http://www.drugarm.com.au/is_drug_a_z.htm

Gives an overview of various drugs, their street 
names and images of the substances.

National Drug Strategy
http://www.nationaldrugstrategy.gov.au

The National Drug Strategy is a cross sector 
collaboration aimed at ‘improving health, social and 
economic outcomes for Australians by preventing the 
uptake of harmful drug use and reducing the harmful 
effects of licit and illicit drugs in our society’. The 
website has information about current drug campaigns, 
research underpinning the Strategy and publications.
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Peer Education

Australian Injecting and Illicit Drug 
Users’ League (AIVL)
GPO Box 1552,
Canberra ACT 2601
Phone: 02 6279 1600
http://www.aivl.org.au
The national body for peer-based injecting drug  
user groups.

National Centre for Education and 
Training on Addiction
Peer Education –  From Evidence to Practice 
Monograph
http://www.nceta.flinders.edu.au/pdf/peer-education/
entire-monograph.pdf
This document covers a broad range of theories and 
applications for the use of peer educators within an 
organisation.

Peer Education Among Injecting Drug 
Users –  Research report
Australian Research Centre in Sex, Health and Society, 
LaTrobe University, Melbourne
03 9265 5220
www.latrobe.edu.au/arcshs

Crofts, N. and Herkt, D. (1995). A history of peer-based 
drug-user groups in Australia. Journal of Drug Issues, 
25(3), 599-616.

Assessment

Blood Borne Virus Risk Assessment 
Questionnaire (BBV-TRAQ) can be accessed 
at www.turningpoint.org.au/library/hcv_bbi_final.pdf
Other alcohol and drug assessments can be accessed 
at: www.drugnet.bizland.com/assessment/audit.htm

Counselling, Welfare and Support

Hepatitis Council of Queensland
Free and confidential face to face and telephone 
counselling for hepatitis C related issues. For 
appointments:
07 3236 0612 (Brisbane callers) 1800 648 491 (for 
those outside Brisbane)
www.hepatitisc.asn.au

The Vaults of Erowid
http://www.erowid.org

This site provides an online library of information 
about psychoactive plants, chemicals and related topics. 
There is a range of books available online as well.

Turning Point
www.turningpoint.org.au

Turning Point is a specialist alcohol and drug 
organisation with a multi dimensional approach 
to drug and alcohol issues. The service integrates 
treatment and support service delivery with research, 
education and training.

Injecting Drug Use

Chicago Recovery Alliance
http://www.anypositivechange.org

Online resource on safer injecting and vein care. The 
site contains a range of information and resource 
downloads. As an information service based in the 
United States, be aware that some of the information 
may not follow the protocols advised by the 
Queensland Health or Queensland Needle and 
Syringe Program. 

Exchange Supplies
http://www.exchangesupplies.org

This online resource from the United Kingdom 
provides access to print resources on safer injecting 
and vein care. Some of the booklets listed (such as 
the Safer Injecting Handbook and the Methadone 
Handbook) are available locally by contacting the 
Alcohol and Drug Information Service (07 3234 2414 
or 1800 177 833 outside Brisbane).

Australian National Council on AIDS, 
Hepatitis C and Related Diseases 
(ANCAHRD)
A comprehensive and informative kit commissioned 
by ANCAHRD, containing considered responses  
to commonly asked questions about Needle and 
Syringe Programs.

http://www.ancahrd.org/pubs/pdfs/needlequest.pdf

Vietnamese Harm Reduction Project
Centre for Harm Reduction, Melbourne
www.chr.asn.au
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Family Drug Support
Ph: 1300 368 186
http://fds.org.au
This site aims to provide support for families and 
friends of people who choose to use drugs, and contains 
information about drugs and a forum for sharing 
personal stories. The Family Drug Support Service 
operates a 24-hour telephone service for families who 
need support around drug related issues.

Parentline
Ph: 1300 30 1300
www.parentline.com.au
Parentline provides a confidential counselling service 
for parents and caregivers in Queensland.

Kids Help Line
http://www.kidshelp.com.au/
On-line counsellors are available to young people.

Training
The following links, services and organisations offer 
either training, resources for use with training, or 
both. There may be some costs attached to training or 
resources; please check with each relevant provider.

Queensland Alcohol and Drug Research 
and Education Centre (QADREC)
School of Population Health, University of Queensland, 
Hertson
07 3365 5189
http://www.sph.uq.edu.au/qadrec/

University of Queensland HIV and HCV 
Education Projects
Education and training for a wide range of service 
providers, throughout Queensland.
www.som.uq.edu.au/hivandhcvprojects/home.shtml

Hepatitis Council of Queensland
Tailored education workshops and training sessions.
07 3236 0610 (Brisbane callers) or 1800 648 491 (for 
those outside Brisbane)
www.hepatitisc.asn.au

Alcohol and Drug Foundation  
of Queensland
www.adfq.org
Conducts an annual conference in Brisbane covering 
a broad range of alcohol and drug related issues. 
ADFQ has a quarterly magazine; subscription details 
are online.

Australian Professional Society on 
Alcohol and Other Drugs (APSAD)
http://www.apsad.org.au

APSAD provides membership and information to a 
broad range of professional areas engaged in drugs 
and alcohol work.

Family Planning Queensland
http://www.fpq.com.au

Contains information about worker development 
courses as well as access to ordering publications 
and fact sheets about a range of sexual health issues.

Training Frontline Workers: Young People, Alcohol and 
Other Drugs (2004). A training manual available for 
download at: www.health.gov.au/internet/wcms/
publishing.nsf/Content/phd-pub-illicit-tfwi-cnt.htm

This training manual contains 12 modules, each with a 
Facilitator’s Guide and a Learner’s Workbook. Produced 
by New South Wales Technical and Further Education 
Commission, Drug and Alcohol Office (Western 
Australia) and Northern Territory Health Service, 2004).

Evaluation

Handbook
http://www.health.gov.au/internet/wcms/Publishing.
nsf/Content/mentalhealth-resources-evaluation.htm/
$FILE/evaluation.pdf

A downloadable handbook which is a useful guide to 
evaluating promotion and prevention initiatives.

Management
http://www.healthpromotion.act.gov.au/howto/
evaluation/default.htm

This site contains useful information relating to how 
to manage health promotion programs and activities.



Beyond Transmission: Guidelines for hepatitis C education targeting young people who inject drugs
94

Social change

Venture Philanthropy Partners: 
http://vppartners.org/about/index.html
Social Change Online: http://www.socialchange.net.au

Rothman, J. (1974). Planning and Organizing for 
Social Change: Action Principles from Social Science 
Research, Columbia University Press: New York

Other

Lifeline Online Database
http://www.justlook.org.au

A free, searchable database that can provide specific 
resource information anywhere in Queensland  
(or Australia)

Queensland Health –  Brochures search site
http://www.health.qld.gov.au/publications/brochure/
default.asp

Access to a broad range of health related topics 
through brochures and publications that can be 
downloaded from the site.

Hepatitis C Research Register
Lists most of the social and clinical research 
undertaken about hepatitis C in the last 15 or so 
years. By the Australian Hepatitis Council, Canberra. 
Available for download at:

www.hepatitisaustralia.com
02 6232 4257 
Email: info@hepatitisaustralia.com

Australian Institute of Health  
and Welfare
www.aihw.gov.au

Provides information on health and welfare statistics 
as well as statistics on drug use in Australia.

Australian Bureau of Statistics
http://www.abs.gov.au

Contains statistical information about a broad range of 
issues and trends across the Australian population.

Australian Institute of Criminology
http://www.aic.gov.au/research/drugs/stats/

Access to statistical information about crimes related 
to drug use, as well as gender and age breakdown 
regionally and by State.

Women’s Health Queensland Wide
Spring Hill, Townsville 
Phone: 07 3839 9962 (Brisbane)
Freecall: 1800 107 676
http://www.womhealth.org.au

Provides a library borrowing service and referral 
information to services appropriate for women 
throughout the State.

Health Rights Commission
http://www.hrc.qld.gov.au

The Health Rights Commission aims to use informal 
and conciliatory approaches to the resolution of 
complaints between an individual consumer and a 
health care provider. Before becoming involved in the 
process, the HRC will assist communication between 
the two parties.
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Poly drug use:
• Alcohol, Tobacco and Other Drugs Unit 

(ATODU), Queensland Health

• Australian Drug Foundation

• Alcohol and Drug Council of Australia

• Australian Government Department of Health 
and Ageing –  drug information

Initiation into injecting:
• Initiation into injecting resource

• Initiation into injecting research report

• Opportunistic interventions package for Needle 
and Syringe Programs

• Practice wisdom document

• Perceptions of blood and hepatitis C infection 
resource

• Values and attitudes activity

• Amphetamine injection research

• Psychostimulant risks report

Sharing injecting equipment:
• Queensland Needle and Syringe Program

• Queensland Injectors Health Network

• Safer Injecting Handbook

• ANEX 

• Young women injecting drug users

• Statistics on hepatitis C

Group injecting: autonomy  
and self-reliance:
• Safer injecting game

• Websites for young injectors

• Queensland Injectors Health Network

• Infection control

Environment when injecting:
• Youth Advocacy Centre (YAC)

• Law Stuff website

• Safe disposal

Vein care:
• Vein damage resource

Overdose:
• Overdose prevention kit

• Emergency response to overdose

• First aid training contacts

Testing for hepatitis C:
• Preparing for Testing Resource 

• National Hepatitis C Resource Manual

• Hepatitis C Pre and Post Test Discussion 
Guidelines

• National Hepatitis C Testing Policy

Young injectors with hepatitis C:
• Hepatitis Council of Queensland

• Resources for people with hepatitis C

• Management of hepatitis C in adults

• Diagnosis, disclosure and discrimination report

• Anti-discrimination training

• Anti-discrimination report

Please see the ‘specific guidelines’ sections 

for links, resources and information about the following.
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Terms defined in the quick reference guide are in bold 
type when they appear in the text of this resource 
for the first time.

Amphetamine/speed
A “stimulant” drug. Amphetamines are a family of 
related drugs, each has its own recipe and is taken in 
different ways. They can be in powder form (white –  
brown), tablets, capsules, crystals or red liquid. They 
have a strong smell and bitter taste.

Street names are speed, up, fast, louee, go-ee, whiz, 
pep pills, uppers.

Statistics from the National Drug Household  
Survey 2002

• 8.9 % of Australians aged 14 and over had used 
amphetamines at some stage in their lifetime

• 3.4 % had used amphetamines in the previous  
12 months

• 22% of people aged 20-29 years had  
used amphetamines

• 60% of people who inject, first injected 
amphetamines.

Benzodiazepines
Depressant drug available on prescription, but also 
used illicitly. 

Blood awareness
An education strategy and message: raise awareness 
about the importance of avoiding contact with 
another person’s blood –  this prevents transmission 
of viruses and bacteria.

Blood-borne viruses
These include the hepatitis C virus (HCV, hep C), 
hepatitis A (HAV, hep A), hepatitis B (HBV, hep B) and 
HIV (human immunodeficiency virus).

Clippy bag
Small plastic clip/zip seal bag in which drugs are 
obtained or stored. Amphetamine commonly mixed 
with water in this bag, in preparation for injecting, 
instead of in a spoon, as heroin often was. The 
consistency of amphetamine (runny, gooey, clumpy) 
means it is harder to get the drug out of the plastic 
bag and onto a spoon for mixing before injecting.

Comedown
(Adapted from various resources developed by Logan 
Youth Health Service and Brisbane Youth Service).

Dealing with the comedown after a big 
night speeding?
Questions regarding coming down from a speed 
binge can be an effective way of initiating a discussion 
with young injectors about poly drug use, drug 
interactions and safe injection techniques.

Important information to provide to young people 
about comedown are:

• prepare for the comedown –  before a using 
episode

• comedown in a safe and quiet environment

• because the use of speed may cause dehydration:

° drink plenty of water (not fizzy drinks)

° eat something healthy (fruit)

° avoid sugary foods and drinks

• try to avoid medicating the comedown to invoke 
tiredness –  try to sleep naturally

• talk to a health professional if you are 
experiencing problems associated with  
the comedown.

Dependence
Dependence can be psychological or physical, or both. 
People who are psychologically dependent on drugs 
find that using them becomes far more important 
than other activities in their life. They crave the drug 
and will find it very difficult to stop using it. People 
who are physically dependent find that their body has 
become used to functioning with the drug/s present.

DSM-IV diagnostic criteria for substance dependence 
is explained below.

A maladaptive pattern of substance use, leading 
to clinically significant impairment or distress, as 
manifested by three or more of the following, 
occurring at any time in the same 12 month period.

1.  Tolerance as defined by either:

a.  a need for markedly increased amounts of 
the substance to achieve detoxification or 
the desired effect; or

b.  markedly diminished effect with continued 
use of the same amount of the substance.

2.  Withdrawal, as manifested by either  
of the following:

a.  a characteristic withdrawal syndrome; or

b.  the same or closely related substance is used 
to relieve or avoid withdrawal symptoms.

Quick reference guide
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3.  The substance is taken in larger amounts or for 
a longer period than intended.

4.  There is a persistent desire or unsuccessful 
efforts to cut down or control substance use.

5.  A great deal of time is spent in activities 
necessary to obtain the substance, use the 
substance, or recover from its effects.

6.  Important social, occupational or recreational 
activities are reduced or given up because of 
substance use.

7.  Substance use is continued despite knowledge 
of having a persistent or recurrent physical or 
psychological problem that is likely to have been 
caused or exacerbated by the substance.

For the DSM-IV adapted for specific drugs see: 

DSM-IV made easy: The clinician’s guide to diagnosis 
by James Morrison. Guilford Press, New York, 1995. 
Information can be downloaded from http://mysite.
verizon.net/res7oqx1/id8.html

Disposal container
A rigid-walled, sealable, puncture resistant container 
in which to dispose used needles and syringes, as 
required by law.

Draw up
Placing the needle (which is on the end of a syringe) 
into the mixing up object (bag or spoon) and pulling 
the plunger out, sucking the drug into the syringe.

Drug interactions
The concentration and effect of a drug changes in the 
body over time, and is influenced by the presence of more 
than one drug, including alcohol, in the bloodstream. 

Drug interactions can increase or decrease a 
drug’s expected effects. Some drug users seek out 
interactions to ‘boost’ the effects of drugs. In other 
cases, interactions are not planned, and adverse 
consequences can range from trivial or reversible to 
life-threatening or permanent.

Fits
Syringes with needles fitted.

Heroin
One of a group of drugs known as ‘opiates’ (sometimes 
called ‘narcotic analgesics’). Other opiates include 
opium, morphine, codeine, pethidine and methadone. 
These are central nervous system ‘depressants’ –  
they slow the activity of the central nervous system, 
and the messages going to and from the brain and 
the body. This includes physical, mental and emotional 
responses. Alcohol, benzodiazepines and cannabis are 
also depressant drugs

Street names: smack, skag, dope, H, hammer, slow, 
gear, harry, horse.

Statistics from the National Drug Household  
Survey 2002:

• 1.6 % of Australians have used heroin at some 
stage in their lives

• 0.2 % had used heroin in the previous 12 months

• 3.6% of people aged 20-29 years had used 
heroin. Of this group, males were more than 
twice as likely to have used heroin than females. 

High
The effects of a drug on the mind and body; feeling of 
wellbeing as a result of the drug.

IDU
Injecting drug user or injecting drug use.

Initiation into injecting/first shot
The first time a person injects a drug/any drug. It is 
common to be injected by someone else.

Injection site
Place on body where injection occurs. Usually into 
vein on the inside of the elbow, in the crook of the 
arm. Can occur in a range of areas on the body, 
including into fat and muscle.

NIROA
Non-injecting routes of administration. In reference 
to the ways people use drugs, such as sniffing up the 
nose, swallowing in tablet or drink form, inserting 
them in the rectum, or smoking them in cigarette 
form or in a pipe. NIROA generally means all methods 
except injecting.

NSP
Needle and Syringe Program.
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Overdose
A lethal or toxic amount of a drug. An ambulance or 
immediate medical attention is required.

Opiates: Slowed breathing, lowered body 
temperature, irregular heartbeat. Most overdoses 
occur as a result of poly-drug use (using heroin with 
other drugs). The effects of a heroin overdose can 
be reversed with a substance called Narcan however 
it may not last as long as the heroin, so it is possible 
for the heroin effects to come back and cause loss 
of consciousness again. It is important that another 
quantity of heroin is not taken again on that day, as 
it may combine with the original quantity of heroin 
taken and could cause another overdose.

Amphetamines: Headaches, chest pain, rapid 
breathing, pounding heart, also paranoia, agitation, 
anxious, panic, shaky. Generally a psychostimulant 
overdose is most frequently referred to as 
‘psychostimulant toxicity’ and is dose related.

Psychostimulant
A drug that speeds up the activity of the central 
nervous system –  the messages going to and from 
the brain. Also called “stimulant”.

Recap
Needles (whether already joined to a syringe or 
needing to be manually attached) have caps, which 
are often quite small. It is recommended that people 
only recap their own needle after it has been used, 
because of the risk of being pricked with the needle 
when recapping.

Recreational drug use
Drugs used during social situations, either injected or 
used in other ways. Usually related to non-dependent 
and non-harmful drug use, however a range of harms 
are experienced. Often drug use is regular, in binges 
and in large quantities, although some recreational 
users only take drugs on occasion. Many recreational 
users are thought to have less access to Needle and 
Syringe Programs and other relevant services, and to 
have low levels of knowledge about how to prevent 
blood-borne virus transmission during injecting.

Rush
The fast onset of the effects of a drug once it  
is injected.

Safer injecting game
In this game, participants are randomly given cards 
detailing steps in the process of injecting a drug. 
Cards have to be placed in the correct order.

For a copy of the Safer injecting game, see:
From talk to action: Insights and strategies for workers 
into the development of training and interventions with 
young people around blood borne viruses and injecting 
drug use.
By G. Lemon and S. Cogger, 2004
Queensland Alcohol and Drug Research and Education 
Centre (QADREC), University of Queensland
Telephone: 07 3365 5189
Email: qadrec@sph.uq.edu.au
www.sph.uq.edu.au/qadrec

This version of the game was adapted from the Safer 
injecting game devised by A. Yale, Alcohol and Drug 
Services Council, Parkside, South Australia.

Scored
Obtained drug from someone else.

Sharing (injecting equipment)
Typically relates to the receipt and use of another person’s 
used and therefore unsterile injecting equipment.

Smokes pot
Smoking of marijuana

Successful hit
After injecting successfully, the effects of drug are felt.

Swabs
Small sterile cloth wipe to clean impurities away from 
injection sites.

Technical aspects of injecting
The steps in the process of injecting.

Tolerance
People who are physically dependent on a drug usually 
develop tolerance to the drug, making it necessary to 
take more and more of it to get the same effect. The 
quantity taken can reach a stage where no further 
increase will produce the desired effect.
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Withdrawal
If a person who is dependent on a substance suddenly 
stops taking it, they experience withdrawal symptoms 
because their body has to readjust to functioning 
without the drug. Amphetamine withdrawal 
symptoms may include: hunger, extreme fatigue, 
anxiety, irritability, depression, long restless sleep, 
severe distress or panic and craving for the drug.

Opiate withdrawal symptoms may include: a craving 
for the drug, restlessness, yawning, tears, diarrhoea, 
low blood pressure, stomach and leg cramps, vomiting, 
goose bumps, runny nose, increased irritability, 
insomnia, loss of appetite, vomiting, elevated heart 
rate, muscle spasms and depression. These symptoms 
get stronger and usually peak around two to four days 
after last use, they begin to get weaker and usually 
subside after six to seven days. Some symptoms, such 
as depression, anxiety, insomnia, loss of appetite, and 
a continued craving for the drug, may last for periods 
of months and even years. Sudden withdrawal from 
opiates never causes direct death, unless the user is 
also using other drugs and is in poor health.



APPENDIX 
TAB HERE





Beyond Transmission: Guidelines for hepatitis C education targeting young people who inject drugs
110

Scenario analysis
The information below is an analysis of the 
scenario presented in the specific guidelines section 
‘Commitment to injecting’. This scenario highlights 
a number of important issues that are relevant to 
several of the specific guidelines sections, including 
group injecting, matching perceptions and sharing 
injecting equipment. 

Risks related to drug use and injecting equipment

Zoe

• may be ill-informed about drug use, with little 
knowledge about legal status, injecting practice 
and risks

• may have been unaware of how much drug was 
used, or to use in the future

• no knowledge or ‘benchmarks’ to judge the 
safety of injecting by

• no information provided about injecting, by 
Jack, who demonstrates some unsafe injecting 
practices such as no hand washing

• did not actively seek information, clarification or 
support to inform future drug use

• unknown environment, so risks associated with 
how she would react or cope in an emergency 
situation

Billy

• some experience with amphetamine, however 
no prior experience with injecting

• he provides the venue for injecting, but 
potentially does not know what is required for 
safe injecting, such as clean benchtops for drug 
preparation and facilities for washing hands

• potentially little knowledge of legal rights, and 
faces legal implications of drug use in his house 
– raids, criminal record, imprisonment

• no information provided about injecting by Jack, 
who demonstrates some unsafe practices such 
as no hand washing,

• did not actively seek information, clarification or 
support to inform future drug use

• Jack put his thumb placed over Billy’s injection 
site, after he had already done this with Zoe, 
placing Billy at risk for blood-borne virus 
transmission, if Zoe was already infected

• Billy recaps his own and Zoe’s fits, putting him at 
risk for blood-borne virus transmission, if Zoe 
was already infected.

Jane 

• some levels of knowledge about injecting, but 
not enough to inject by herself, and potentially 
not enough knowledge to identify and reduce 
risks associated with injecting

• no information provided about how to inject, 
but risky practice demonstrated, which she may 
then replicate

• used a needle/syringe she may not have removed 
from the packet herself

• risk of bag being pierced when she drew up the 
drug into the syringe – if she was holding the 
bag, risked her finger/hand being pierced by the 
needle and the drug mix contaminated

• risk of toxic effect/overdose if too much of the 
drug drawn up and used

• concern about next injection – whether she will 
be able to safely inject herself

• not evident how Jane disposed of her  
needle/syringe.

Jack

• no handwashing prior to injecting or between 
injecting others

• thumb on Zoe’s and Billy’s injection site 
– possible hepatitis C transmission risk if they 
were already infected with hepatitis C 

• risk of bag being pierced when drawing up 
drug into syringes, and if he was holding the 
bag, risked his finger/hand being pierced by the 
needle and the drug mix contaminated.

Issues that arise due to  
relationship dynamics

Zoe

• relationship with Jack arguably the most 
important issue – it is within the context of the 
relationship that Zoe injects for the first time

• insecure in the relationship, and relating to Jack’s 
drug use

• potentially making a compromise of her values 
and needs because of Jack’s drug use

• some pressure to inject, due to Jack’s injecting, 
arising from Zoe’s own thoughts and feelings, 
and not necessarily directly from her boyfriend 

• lack of assertion in the relationship with Jack 
in relation to her drug use, so potentially in 
relation to other things such as safer sex

Appendix 1
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• has not actively sought out information or 
learned about how to inject or use amphetamine 
prior to using and injecting for the first time 
using, or to apply in the future – no initiative to 
protect her own health

• uncertainty about using speed and injecting not 
raised by Zoe or addressed by her boyfriend or 
others

• totally reliant on her companions to help her 
use and inject speed, and more reliant on Jack 
than any others present

• ill-positioned to influence or question the 
process of injecting.

Billy 

• completely reliant on Jack for injecting speed

• not positioned to necessarily influence or 
question the process of injecting

• not positioned to be more self-reliant if wanted 
to inject in the future.

Jane

• demonstrates desire to continue injecting 
amphetamine and to be more self-reliant, 
however not progressing safely because of 
reliance on Jack, who demonstrates some risky 
practices 

• does not ask Jack for information about 
injecting – the time is either not appropriate 
for the provision of information about injecting 
because of the drug use, or Jane does not feel 
comfortable enough to ask Jack questions.

Jack 

• relied upon by others present because of his 
experience with injecting

• does not impart information to inform their 
future drug use, because he may:

• not realise the kinds of information the others 
may benefit from about safer drug use and 
injecting

• be keen to take his own drugs, and so not 
wanting to support or inform them at that time

• not be confident taking on peer educator role 

• be reluctant to inject and initiate others, and the 
lack of information imparted is due to denial 
about doing this

• be reluctant to hand over power to others, 
particularly girlfriend – may want to control her 
drug use either to protect or disempower her

• is not with others he usually injects with – who 
may be more experienced than him, and may 
support him to inject more safely usually.

Avenues through which hepatitis C 
prevention could be explored 

Zoe 

• use of illicit drugs including legal status, poly 
drug use, and the range of harms that can be 
experienced 

• amphetamine specific information

• non-injecting routes for amphetamine use 

• safer injecting

• risks associated with sharing injecting drug use 
equipment, and what is considered to be ‘sharing’

• safer sex information and sexually transmissible 
infections, and that hepatitis C is not considered 
to be an STI, although many people who engage 
in unprotected sex feel it is safe to share 
injecting equipment with their sex partner

• building self-esteem and assertiveness, providing 
a basis on which Zoe can assess and influence 
her drug use and reduce harms including 
hepatitis C transmission. 

Billy 

• use of illicit drugs including legal status, poly 
drug use, and the range of harms that can be 
experienced 

• amphetamine specific information

• non-injecting routes for amphetamine use 

• safer injecting:

• risks associated with sharing injecting drug  
use equipment, and what is considered to  
be ‘sharing’. 

• take own needle and syringe from packets, and 
only recap own needles

• environment when injecting – safe and not in a 
hurry

• disposal of equipment – recommended to NSP

• not letting other people touch injection site

• learning to inject himself if he begins regularly 
injecting.

• Overdose of self or others in his house, first aid. 

• Legal implications of drug use in house – raids, 
criminal record, imprisonment, rights. 

• Long term goals, how he sees his drug use in the 
future and how to get to this point. 
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Jane 

• because Jane shows a willingness towards self-
reliance with injecting drugs, it is necessary to 
explore and provide information about all aspects 
of safer injecting practice, relating to the range 
of physical and psychological harms that can be 
experienced with continued injecting – including 
blood-borne virus and overdose prevention, vein 
care, legal information, tolerance and withdrawal 
and use of all injecting equipment

• discussion about Jane’s initiation into injecting 
could lead to discussion on safer injecting

• discussion of risks experienced with drug  
use and injecting could lead to discussion  
on safer injecting

• discussion of process of injecting usually used 
could lead to identifying possible changes for 
increased safety

• an assessment of drug use including tolerance, 
withdrawal, positives and negatives experienced 
and coping strategies

• support and health services utilised and available

• Needle and Syringe Program and other injecting 
equipment access points 

• importance of not injecting on own, but including 
best practice when injecting with others

• non-injecting routes of drug administration 
for times when injecting is not considered 
appropriate by Jane

• blood testing – previous testing, possible risks 
experienced and referral to testing services

• thoughts on initiating and teaching others 
injecting, and relevant information as a result.

Jack 

• all aspects of safer injecting practice, relating to 
the range of physical and psychological harms 
that can be experienced with continued injecting 
– including blood-borne virus and overdose 
prevention, vein care, legal information, tolerance 
and withdrawal and use of all injecting equipment

• discussion of risks experienced with drug  
use and injecting could lead to discussion on 
safer injecting

• discussion of process of injecting usually used to 
inject self and others could lead to identifying 
possible changes for increased safety – reinforce 
aspects of his current injecting practices which 
are ‘safe’

• responsibility of injecting others – his thoughts 
on this, as well as risks and reducing risks

• experiences and processes for initiating others

• an assessment of drug use including tolerance, 
withdrawal, positives and negatives experienced 
and coping strategies

• support and health services utilised and available

• blood testing – previous testing, possible risks 
experienced and referral to testing services

• peer education – processes and effectiveness

• non-injecting routes of drug administration – for 
self when needed, and for other inexperienced 
drug users and injectors.

Implications for risk reduction 
interventions

Zoe

• as the injection of speed has only occurred once, 
there is good opportunity for intervention

• may not see herself as an illicit drug user or poly 
drug user because of the infrequency of her use

• may not see information about injecting drug use 
as relevant because she does not actually inject 
(someone else injects her)

• need to challenge myths and stereotypes about 
her current drug knowledge, such as that speed 
can only be injected

• Jack as an impediment to developing knowledge 
and safety of drug use:

° Different information is required by Zoe 
and Jack. If they go to a needle and syringe 
program (NSP) together, it will be difficult 
to target information suitable to Zoe’s 
experiences and knowledge level, compared 
to what might be suitable to Jack. Jack may 
talk more than Zoe or talk on Zoe’s behalf, 
because of her limited drug use experience. 
Zoe may rarely or never access an NSP on 
her own.

• interventions to build Zoe’s interpersonal skills 
(not necessarily from a drug using perspective, 
but in general) will have a positive impact on  
the way that Zoe can negotiate safer drug  
use situations.
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Billy 

• at risk of hepatitis C from the first time of ever 
injecting 

° Hence the need for hepatitis C prevention or 
drug education to target current speed users, 
and providing some basic information about 
blood-borne virus prevention. 

• may continue injecting in the future as a 
preferred route of administration and so 
requires detailed information about injecting 
practice, NSP locations, blood-borne virus 
prevention and safe disposal of injecting 
equipment.

Jane 

• may be among the most receptive to a wide 
range of information about reducing risks 
associated with injecting drug use

• not many interventions targeted specifically at 
women

• some of her new injecting practices or 
preconceived ideas about injecting may be 
difficult to change unless information is provided 
‘on good authority’ and backed up in writing, for 
example, by educators 

• may go on to inject other people, however this 
information may not be viewed as currently 
relevant

• may be in contact with other women who use 
drugs and may consider injecting, and could 
become a link or peer educator.

Jack 

• can not necessarily be considered at fault for 
not informing the others of the injecting process, 
blood-borne virus transmission risks, overdose 
concerns or how to access sterile injecting 
equipment in the future. 

• the time of injecting is a social occasion, with the 
focus on feeling the effects of drugs – and this is 
what is expected among most people about to 
inject drugs. 

• important to focus on targeting all injectors and 
providing suitable information for making the 
occasion of injecting as safe as possible, so that it 
is this safer injecting practice that is modelled in 
group situations

• some injectors, or some injecting situations may 
be more suited to passing on information about 
safer injecting than others

• interventions developed specifically for those 
who have injected others may be useful.

°  However, Jack may not see himself as 
someone who injects other people – he may 
only do it only in exceptional circumstances.

• Jack’s injecting practices may be difficult to 
change – based on habit, beliefs, experience. 

° Important to acknowledge these, and  
work with him to discover ways of using 
more safely. 


