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EVERYONE CAN BE AN EXPERT 
AT SAFER INJECTING

Safer injecting means:
Avoiding hep C•	
Protecting your veins•	
Less chance of a dirty hit•	

Safer injecting basics:
Always use a sterile fit if you can•	
If you have to re-use, always rinse your fit •	
with bleach and cold water
Never use water that has been in contact •	
with used fits, spoons or any other used 
equipment
Tourniquets, swabs and filters can harbour •	
invisible blood. Never share them
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Editorial

Why does drug reform happen so slowly in modern  
democracies? Is the democratic process itself to blame?

Privately, most bureaucrats, policy makers and even  
politicians who deal with drug issues will tell you that 
current drug policies don’t work.

But publicly, it’s a different matter; the status quo is  
defended, the War on Drugs enthusiastically endorsed, 
and even those few (although extremely effective)  
concessions to common sense, such as the needle and 
syringe program, are only cautiously expanded into new 
areas (and the Medically Supervised Injecting Centre  
is likely to remain an only child for many years).

One problem is our society’s chronic risk aversion.  
Innovative, bold initiatives never get off the ground  
because they haven’t been attempted before, and so there 
are no figures or statistics for decision makers to trumpet 
in defense of them. We can’t have a heroin trial,  
for example, because there is no evidence in Australia 
that it will work!

Paradoxically, you can have all the evidence in the world 
that an existing policy is not working – such as criminal-
ising drugs in order to reduce demand – yet that policy 
stays in place, year after year, decade after decade, refus-
ing to budge despite the weight of data pressed against it.

Why is this so? Policy decisions are ultimately made,  
of course, by politicians, who want to get re-elected. 
Their first priority is to not scare the horses, which  
in this case is the small proportion of the electorate that 
changes its vote from election to election: the “swing-
ing voter”. Most swinging voters do not know a lot about 
drug policy, and are vulnerable to the scare tactics  
of shock jocks and others who will do anything to keep 
the status quo, often motivated by puritanical beliefs  
or an obsession with law and order.

Compounding this is the adversarial nature of our  
Westminster system of government: at its apex are  
two leaders doing everything they can to prove the other 
wrong, often descending into mindless competition  
at the expense of helpful cooperation. Any sensible policy 
reform put forward by one side will inevitably be shouted 
down by the other.

From time to time, however, great policy changes are 
possible. In evolutionary biology there is theory called 
“punctuated equilibrium”, which proposes that rather 
than evolution being a gradual process occurring  
constantly through time, the evolution of a species  
is static except during particular, usually dramatic events. 
This theory can be applied to politics and social change: 
what progress we have seen in drug policy has followed 
dramatic situations that jolted the established order  
out of its complacency.

One such dramatic situation was the HIV epidemic  
in the late 1980s and early 1990s. The stakes were  
so high, the potential costs so enormous, that politicians 
temporarily agreed not to attack each other, instead 
jointly backing radical change (in that case the introduc-
tion of the needle and syringe program). Another example 
was the NSW Drug Summit in 1999, when an impas-
sioned plea from a drug user on the floor of the parlia-
ment made politicians temporarily forget who they were 
and support the Medically Supervised Injecting Centre. 
Since then, unfortunately, very little has changed  
to improve the lives of drug users, their families  
or the communities they live in.

Globally, two new dramatic situations provide another 
opportunity for change: the drug war carnage in Mexico 
and the global financial crises. President Obama under-
stands the link between the violence in Juarez and his 
country’s drug policies and is actively listening to alterna-
tive strategies and steering his administration from zero 
tolerance towards harm reduction. A bankrupt  
California is voting in November on a referendum  
to tax and regulate cannabis, and other American states 
may follow. One by one, South American countries are 
decriminalising personal possession of drugs, fed up with 
the corruption and violence fueled by the demand for 
drugs in the US. And Europe is steadily reforming  
its drug policies, spurred on by the successes in countries 
like Portugal, which relaxed its drug laws a decade ago.

Hopefully, this latest global momentum for drug law 
reform will carry to Australia, and politicians can again 
agree to more sensible drug policies.

Gideon Warhaft

Democracy and Drug Law Reform
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News

Safe Injecting: Denmark Says 
Yes, Canada Under Cloud
Denmark has opened its first medi-
cally supervised injecting clinic. 
Equipped to serve 120 of Copenha-
gen’s heroin users, the clinic  
distributes free prescribed heroin  
to voluntary applicants who have 
been referred from methadone  
centres for treatment.

Meanwhile, the Canadian federal 
government is appealing to the  
Supreme Court to overturn a ruling 
allowing Canada’s only safe-inject-
ing centre to remain open.

Insite, a Vancouver-based site that 
opened in 2003, remains North 
America’s only supervised injecting 
centre. In Jaunary, the British  
Columbia Court of Appeal  
dismissed the government’s attempt 
to close it, stating that sections  
of Canada’s hard-line drug laws  
are unconstitutional.

Sources: AFP, Vancouver Sun, ABC 

Calls for NSPs in Prison
Two reports published in Australia 
and Canada have called for the  
urgent introduction of needle and 
syringe programs in prisons.

In a report published last month, 
Australia’s Journal of Health, Safety 
and Environment has confirmed  
the obvious: drugs and needles are 
widely available in prisons, and  
unsafe injecting is rife, leading to 
widespread hepatitis C infection.

The report, focussed on staff safety 
rather than inmate health, says that 
the current ban on NSPs is a breach 
of occupational health and safety 
regulations. Research indicates  
seven per cent of prison officers 
“may suffer needle-stick injury”.

In Canada, the HIV/AIDS Legal 
Network has urged the government 
to follow the lead of 60 prisons  
in Europe and Asia, and introduce 
NSPs. In its report released in  
February, the Network states that 
HIV and hepatitis C infection rates 
are 10 to 20 times higher in Cana-
dian prisons than in the general 
population.

Sources: Rouse Hill Times, CBC

Methedrone to Be Made  
Illegal in UK
The United Kingtom is about to ban 
the use of the drug mephedrone,  
a stimulant synthesised from the 
East African/Arabian plant khat. 
The forthcoming ban follows a series 
of deaths in England and Scotland 
which are alleged by British media 
outlets to be linked to use  
of the drug.

Known on the street as m-cat or 
’drone, and in the UK tabloids as 
meow-meow, mephedrone has been 
sold in the UK via the internet or 
“headshops”, often marketed as 
plant food. Its effects have been  
described as similar both to MDMA 
and cocaine. Its source, khat, has 
been used legally in the Arabian 
Peninsula for centuries.

Thanks to supply shortages of  
MDMA in Australia over the last  
six months, m-cat has been sporadi-
cally sold in New South Wales  
and Queensland, sometimes  
masquerading as ecstasy. The drug is 
illegal in Australia, and has recently 
been banned in Israel and parts  
of Scandinavia.

Sources: The Times, The Guardian, 

SMH

Define “Safe”, Mr Conroy
Internet company Yahoo has warned 
that websites promoting harm  
reduction and safer injecting (such  
as NUAA’s website) could be 
blocked if the proposed internet  
censorship legislation is introduced.

In one of 174 submissions to the 
government about the proposed 
legislation, Yahoo points to a recent 
University of NSW report that warns 
of “knee jerk regulatory reactions to 
‘controversial’ content… entirely out 
of step with broader public opinion”. 
Yahoo’s concerns have been echoed 
by the majority of other submissions.

The proposed legislation, overseen by 
Communications Minister Stephen 
Conroy, would block ISP access to  
“illegal and prohibited content”.

Source: SMH

Liver Transplant Recipient 
Dies
West Australian mother of two 
Claire Murray has died in Singa-
pore from complications after a liver 
transplant operation.

Ms Murray was the target of media 
attacks after she was provided with a 
WA Government loan to have  
the transplant operation.

The operation, Ms Murray’s second, 
was required after a rare genetic  
disorder caused her body to reject 
her first transplanted liver. Several 
media outlets, including the Sydney 
Morning Herald, incorrectly  
reported the rejection as being due 
to “drug use”.

Ms Murray, 24, had contracted acute 
liver failure after several years of  
injecting heroin and amphetamines.

Sources: SMH, channelnewsasia.com
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News

More Signs of the Turning 
Tide in Washington and  
at the UN
A number of recent encouraging 
signs indicate that both the United 
States and the United Nations are 
shifting ground in their approach  
to illicit drugs.

In March, the US delegation at the 
53rd UN Commission on Narcotic 
Drugs departed for the first time 
from the “crime” model of tack-
ling illicit drug use, endorsing a UN 
resolution promoting access to con-
trolled drugs for medicinal purpos-
es, and co-sponsoring new initiatives 
to help HIV patients that include 
harm reduction strategies.  
While the Obama Administra-
tion’s official line is still opposed 
to harm reduction, drug czar Gil 
Kerlikowske has deliberately turned 
down anti-harm reduction rhetoric 
in recent speeches, and delegates for 
the first time appeared receptive to 
ideas outside the “War on Drugs” 
hard line.

During the same conference,  
Antonio Mario Costa, the contro-
versial executive director of the 
UNODC, brought to light the plight 
of millions of drug users around the 
world who face poverty, imprison-
ment and lack of medical attention. 
Costa stated that his department and 
the World Health Organisation are 
working together to achieve univer-
sal access to drug treatment.

In February, the UN Office on 
Drugs and Crime (UNODC)  
announced the creation of a new 
Cambodian national drug treatment 
centre, to be opened by 2015, after a 
Human Rights Watch report  
condemned the country’s existing 

“boot camp” drug rehabilitation  
centres for human rights abuses.

Source: The Colorado Independent

No Help: HIV Rates Soar 
Without Harm Reduction
According to an Australian report 
published in prestigious medical 
journal The Lancet, over 90 per cent 
of the 16 million injecting drug  
users worldwide are offered no help 
to avoid contracting HIV.

Although there is a growing inter-
national embrace of harm reduction 
strategies like providing needles, 
implementation is slow, with only  
8 per cent of users accessing such 
programs in the last year.

Countries such as Russia, China, 
Malaysia and Thailand are facing  
a huge and growing crisis of HIV  
infection, with a million injecting 
drug users in Russia alone infected 
with the virus.

Gerry Stimson, director of the Inter-
national Harm Reduction Associa-
tion, described the reluctance of  
certain governments to embrace 
harm reduction as “playing politics 
with people’s lives”.

Source: Reuters

Drugs Act Breaks Human 
Rights, Court Finds
The Victorian Court of Appeal 
has ruled that Victoria’s Drugs Act 
contradicts the state’s human rights 
charter.

The Drugs Act, introduced in Victo-
ria in 1981, states that drugs found  
in someone’s home are deemed to be 
in that person’s possession.

Melbourne lawyer Vera Momcilovic 
was conviced of methamphetamine 

trafficking in July 2008 after police 
found a stash of meth in the freezer 
of her city apartment. She insists she 
knew nothing about the ice, and that 
it was the property of her partner  
Velimir Markovski, who pled guilty 
to drug trafficking charges in 2007.

At the end of Ms Momcilovic’s  
appeal, the court issued a “declara-
tion of incompatibility” between  
the Act and the Charter.

The Charter on Human Rights,  
enacted in 2006, states that an  
accused person is presumed  
innocent of a crime until he or she  
is proven guilty in a court of law.  
This presumption is a fundamental 
part of Australian and  
international law.

Source: The Age

Every Breath You Toke:  
Sting Supports Marijiana  
Legalisation
Singer-songwriter Sting has declared 
that “the ‘War on Drugs’ has failed’ 
and that marijuana should  
be legalised.

On his blog, the former Police front-
man supported lobby group the Drug 
Policy Alliance in its calls for the 
release of non-violent drug offenders 
from prison.

The LAPD-linked anti-drug educa-
tion program DARE has criticised 
Sting’s remarks. A spokesman for  
the program said, “We do not need 
pop stars coming out and making  
irresponsible statements like that.”
Source: SMH
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Letters

Failure of the Prison System
I am writing in response to the prison stories in  

User’s News No. 59. I could not agree more with  

the writers of these stories.

In March last year my son lost his father, I lost my soul 

mate and his parents’ lost their son after my partner  

of 10 years was sentenced to six weeks in prison for fraud 

after using other people’s Medicare cards  

and stealing script pads from doctors in order to obtain 

S8 drugs such as Valium and OxyContin.

Jap refused to even consider going on the methadone 

program and was never forced to while in prison. Before 

he was sentenced he asked the judge if it was possible  

to send him to an in-patient drug rehab program, for  

any period of time the judge wished. Unfortunately  

his pleas fell on deaf ears and from the moment  

he was released he went straight back to his old ways,  

but this time also using speed and heroin. In prison they 

gave him two Valium a day and Panadeine Forte.  

He requested counselling but was only once assessed  

by a psychologist. The rest of the time he ate, slept,  

read books and watched TV.

The first thing he did after being released was go  

to a doctor, even before he went to Centrelink. Tragically 

he died four days later from an overdose of OxyContin 

and Valium. I tried to revive him and so did the ambos, 

but without success. He died in the kitchen of the home 

our son and I still share. Worst of all, our son, aged  

two and a half at the time, saw the whole thing.

I agree the prison system doesn’t work for chronic  

drug users. Jap asked for help while in prison but  

received none. Instead he was simply released on parole 

without learning a thing. He committed the same crimes 

with the same “borrowed” Medicare cards, and it killed 

him. Jap was treated as just another drug addict and  

got chewed up and spat out by the revolving door system. 

Now his son and daughters have no father, his parents 

and sisters have no son or brother, and I lost my best 

friend. Yes, he committed a crime and should do  

the time; it’s not the police or the court’s fault he was  

addicted to drugs. But still, they let him down.

Jap asked for help, both inside prison and out. He never 

received it and now he’s dead. What we need is  

rehabilitation not incarceration. Jap was no angel;  

he was a drug addict and he knew that. What gets to me 

is that he reached out for help and was kicked in the face. 

He knew he had to do his time but he wanted to use that 

time to get on the road to recovery, yet he was not  

allowed. The prison system failed.

In loving memory of Jap, 1966 to 2009. May you finally 

rest in peace. 

Nat and your loving children

Say No to Manslaughter
I assume most readers of User’s News have heard about 

the 22-year-old woman described as a “massage parlour 

worker” who’s been charged with the manslaughter  

of the ex-Socceroo player Ian “Iggy” Gray for helping 

him with his shot at his home in Elizabeth Bay in Sydney.

Surely like me you’ve heard of other people going to jail 

for this so-called manslaughter? For doing something 

they’ve probably done over 100 times - helping a friend 

have a shot and through no fault of theirs the person  

fatally overdoses.

I understand that people, especially parents and family, 

want to feel justice has been carried out - justice usually 

meaning revenge. But this sort of manslaughter is unique. 

The person who was injected was a ready and willing  

participant. And the pain of a friend dying is surely 

enough of a sentence in itself.

Last year on the news I saw a young man being released 

from prison after doing a few years for the same reason. 

He’d hit up a friend who dropped. A journalist was  

questioning him how he felt about the girl who had died.
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When I saw that I thought: what has been achieved  

by locking this young man up? There’s a very great 

chance he’ll become institutionalised like so many  

others, which can take years to overcome. Or maybe  

he went in with no diseases and came out hepatitis C 

positive or even with HIV.

I’m sure many readers of User’s News have shot up other 

people and we all know to be careful.

But sometimes you don’t know all the facts. I recall 

one time when a friend of mine, Jean, went to a mutual 

friend’s place. Her name was Katie and she’d phoned 

Jean begging for a shot. Katie told Jean she used a half 

weight per hit, which I knew was rubbish: a $50 deal  

suited her fine. But I wasn’t there. As luck would have  

it Jean didn’t have that much gear on her and apologising, 

she shot Katie up with just $100 worth. Immediately  

Katie’s eyeballs rolled back in her head before her head 

rested on her chest. A pretty freaked out Jean slapped 

her face and started walking Katie around, trying  

to revive her. Ultimately Katie was fine, but what if she’d 

dropped dead? Should Jean have been charged with 

manslaughter? I think not.

The straight society may not understand the politics  

or the morals of shooting up. But in Jean and Katie’s case 

it was one of a greedy pig taking advantage of a generous 

and caring woman. Even if the worst had happened,  

manslaughter is not the answer.

Linda

A Career in Drug and Alcohol
I recently began my nursing career and one of my place-

ments was at a drug and alcohol and methadone unit  

in Sydney. During the couple of months I was there  

I gained a lot of experience and knowledge from our  

clients, who gave me great insight into their lives.  

Although it was both mentally and emotionally draining 

at times, I realised that this field of nursing isn’t  

so bad after all. My duty was not only to provide care  

for our clients but to promote harm reduction, and  

I established a great rapport with most of them.

After I finished with the clinic and went to ward nursing 

for my next rotation, I realised that the drug and  

alcohol field of nursing is where I would like to develop 

my career. I want to further enhance my skills and  

promote harm reduction and make a difference towards 

the lives of people who use drugs. Although a lot  

of people in society write off people who use and think 

the worst of them, I have had positive experiences  

with the clients I have met and can see the potential  

in them all.

Patricia

NUAA is attending the International 
Harm Reduction Conference in  
Liverpool, England. 

From April 25 to 29, we will be  
writing a blog to cover this  
important conference.

If you want to know in real time 
what’s going on at the world’s key  
forum on drug uers issues, then  
regularly visit www.nuaa.org.au  
and follow the links to the blog.
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Opinion

The Urgent Need 
for Prison Release Programs
I’m a 28-year-old drug user. I started smoking pot at 15 
and soon afterwards started using amphetamines  
with gusto. From there I’ve used nearly every drug  
that’s available, although I’ve always preferred good  
quality amphetamines. I’ve been in and out of prison  
for the past 10 years in Queensland and New South Wales, 
all because I needed to earn money to score. My habit 
continued to get bigger until I was shooting $300 per shot, 
three times a day, and I became completely out of control.

Anyone who uses a lot of gear or meth and says they’re  
in control of their drug use is fooling themselves.  
We all know that one shot is never enough and in most 
cases the more we get the better. The old saying,  
“the harder you go, the harder you fall”, is very accurate. 
Each time I’ve gone to prison has been due to supporting 
my drug habit. And the worst thing is, even if you’re ready 
to pull the pin on using after you’re released, it’s damned 
near impossible when, like myself, there’s no support  
once you’re out. When a prisoner gets out of jail they get  
a $200 debit card and if they’re lucky half a fortnightly 
payment. Nothing else, just that. Well how’s a person 
meant to survive on $400 upon getting out of prison?  
It’s impossible. You can hardly get accommodation for 
that much these days, never mind paying for food  
and getting some clothes and shoes. Like I say,  
it’s impossible.

There are no programs or courses in prison that  
really help inmates when getting out. The government 
sends people to jail to do the time for their crime,  
and more importantly to come out rehabilitated.  
Well, in 90 per cent of cases the “crims” come out worse 
off than when they went in. When we come out we’re  
no longer getting three meals a day and have no bed  
to sleep in at night. We have to find a roof over our head, 
reasonably priced meals and clothing, and that’s just  
the start. The money we receive is nowhere near enough 
and the resulting stress pushes us into “survival mode”, 
and that, of course, is crime. There starts the revolving 
cycle of coming out and getting caught up in the same  
old scene, beginning to use again and committing more 

crime to get on. This sucks, especially for people  
who genuinely want to stop using and make a life  
for themselves off drugs.

The government should at least inject some serious  
money into putting programs together for people  
coming out of jail who have nowhere to go and seriously 
want to go through life without using illicit drugs.  
I truly hope this happens one day. We need support when 
we are released to help us get on our feet. I have so many 
friends who have lost everything prior to being  
incarcerated and leave prison with no house or flat  
to go to. They have to start from scratch and before  
they know it are back in jail. I ask them what happened,  
and every time it’s the same thing: they lose hope  
because they have no money after paying the first week’s 
rent and they use again and straight away they’re back  
in that circle, doing nearly anything to get on.

It’s a huge problem. People like myself should get  
a chance to at least have a go at life without crime.  
I can only hope that one day the government will  
open their eyes to this problem and put programs  

in place to fix it.

Damon

Illustration: Tony Sawrey
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Drug Myths

Health warning: this article is about myths, i.e. things 

that are untrue. Be careful if you are skimming this  

article or only reading bits. I once saw a guy pick up  

a postcard in a needle/syringe program with  

“Overdose Cure Myths” written on it, and then heard 

him say, “Yeah right, inject them with speed” and walk 

off… But he didn’t read the part that said that this  

didn’t work. It’s a myth!

As an injecting drug user, I have heard plenty of weird 

stuff over the years about drugs and how to use them, 

and it can sometimes be hard to sort out fact from  

fiction. Injecting drug users mostly learn about injecting 

from their fellow users. We pick up bits of information 

from this person and that person throughout our using  

“careers.” Many of us then combine this information  

with half-remembered high school science lessons  

or TV documentaries, and end up with a jumble of 

knowledge in our heads. Some of it is correct, and there-

fore useful, but some of it is questionable at the very 

least, and possibly even dangerous.

Myths are often based on someone’s particular truth or 

experience. For example, a friend of mine has never used 

swabs and has never had a problem with dirty hits.  

He says you don’t need to swab. But I had a dirty hit once 

when I didn’t have any swabs. Whose reality is right?  

And just because he hasn’t had a dirty hit from not  

swabbing yet, it doesn’t mean he won’t one day!

A further issue is the tendency for some of us to be 

“know-it-alls” which makes changing our minds difficult. 

In our defence, I think we have good reasons for acting 

this way. For a start, most drug users aren’t “experts”  

as such, but one thing we think we know about is our 

drug of choice. So when a health worker, fresh out  

of university, comes along and says, “You’ve got that 

wrong,” we’re inclined to think, “Well, what would you 

know?” But they often have something useful to say, too.  

It also turns out that some of them are users too, so they 

aren’t just relying on “book knowledge”; they actually  

understand the reality of being a drug user.

If you want to check whether something you have heard  

is correct, talk to a drug and alcohol worker. After all, 

they are being paid to know this stuff! For example,  

the Alcohol & Drug Information Service* is a 24-hour,  

anonymous phone service which answers all sorts  

of hairy questions about drugs. Or you can ask at  

a needle and syringe program or call NUAA for  

decent drug information.

The closer you inject to your brain the sooner 
the drugs take effect
Some users insist that their drugs take effect quicker  

if they inject into a body part close to their head, such as 

in their neck. This simply isn’t the case. Somebody  

out there was only half listening in human biology class!

Yes, drugs work by acting on the brain and they get  

to the brain via the bloodstream. Veins and arteries both 

carry blood around the body. Veins carry blood back  

to the heart and to the lungs, where the blood is pumped 

full of fresh oxygen. Arteries carry this oxygenated blood 

around the body, including to the brain, at which point 

the drugs in the blood take effect.

But only the most foolhardy user injects into an artery.  

(It is extremely dangerous and painful to the point where 

it is hard to continue injecting anyway.) The journey  

the drug takes might be longer via a vein than an artery,  

but we are talking one to two seconds longer, which is 

nothing in the overall drug experience, or compared  

to the damage and pain from injecting into an artery.

Repeatedly jacking back while “plunging” in a 
shot will get every last drop
Some users repeatedly draw back (“jack back”) then 

plunge while injecting their drugs. The idea is to get  

“every last tiny drop” of the drugs out of the syringe  

barrel. But the reality is that it doesn’t make any differ-

ence. Firstly, the amount supposedly left in the barrel 

would be so tiny that there is no way that anyone would 

ever feel the difference. Secondly, at the end of each  

syringe barrel where the needle tip connects to  

DRUG MYTHS

*You can contact ADIS on 1800 422 599 or 9361 8000 (Sydney callers).
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the barrel, there is a minutely small “dead space” where 

a tiny amount of liquid will collect and not be expelled 

through the needle tip. So, basically, everyone always 

“loses” a tiny amount of drug every injection. But it is  

too small an amount to make any difference  

(i.e. a thousandth of a ml or less).

I’ve also heard people say that jacking back lots of times 

helps stop track marks. If anything, it’s going to make 

them worse.

Continuous jacking back damages the walls of the veins. 

Each time you suck the plunger of the syringe back,  

you create a vacuum* within the vein that sucks the walls 

of the vein inwards, which is not a good thing  

to do to them!

During injecting, there is no advantage to continually 

drawing back the plunger other than when checking for 

blood to make sure you still have the needle in the vein.

Methadone only freezes if it is watered down
I first heard about this when Stateline on the ABC did  

an exposé of a certain methadone clinic in Sydney  

a couple of years ago. “The methadone’s been watered 

down,” someone said. “I put my doses in the freezer  

and they froze!”

I attended the clinic in question and I hadn’t noticed any 

difference. Also, my methadone looked and felt the same 

as my partner’s, who was dosed elsewhere.

There is nothing in the scientific literature or pharmaceu-

tical company product information that addresses  

the issue of freezing methadone. So my partner  

and I decided to conduct our own “mythbuster” experi-

ments with both methadone syrup (the yellow stuff)  

and biodone (the pink stuff) from three different sources. 

We found that the methadone syrup froze when NOT 

watered down (the opposite to what the myth suggests). 

The watered down syrup (20% water added) went slushy 

for about two days and then froze. And both the watered 

down and unwatered biodone froze. This wasn’t what  

we were expecting so we experimented again with  

the same results.

So my observation is that methadone will freeze.  

It is mostly water, after all.  Maybe this myth grew out of  

the fact that there is a small amount of alcohol in metha-

done syrup, and alcohol freezes at a lower temperature.

Biodone is weaker then methadone syrup and 
physeptone is stronger than both
There is no scientific evidence to support this statement. 

But some users suggest otherwise. Personally, I have had 

the experience of taking physeptone and thinking it felt 

stronger than the equivalent amount of methadone syrup. 

But I have found no difference between methadone syrup 

and biodone.

I think it has to be said up front that it might well be  

in all of our heads, people. Maybe the physeptone felt 

stronger to me because I was overseas and excited and 

this had an “energising” effect. Maybe my friend was  

so resistant to being changed from syrup to biodone  

that she had already decided subconsciously it would  

be weaker, so it was. (She told me at the time,  

“I’ve been on methadone since 1972, how dare they 

change it on me!”)

*Vacuums and Jacking Back
Have you ever noticed that when you have hit a vein  

and are drawing back blood that sometimes the plunger 

won’t draw back quickly enough and you feel resistance? 

And if you let go of the plunger it “bounces back” into 

the barrel, but if you stop drawing the plunger back  

it slowly fills with blood? What has happened is that you 

have created a vacuum in the barrel by drawing  

the plunger back too quickly. The vacuum is a space  

in the barrel with no air in it. If you find you have created 

a vacuum, stop drawing back and allow blood to fill  

the vacuum rather than let go of the plunger and allow  

it to “bounce” back.
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At the end of the day, methadone hydrochloride, which  

is the active ingredient in methadone, is carefully  

measured out in a powdered form and put into metha-

done syrup, biodone, physeptone or one of the various 

other methadone-based products. Each product has  

different ingredients as well as methadone hydrochloride. 

For example, methadone syrup has about a dozen  

ingredients, including things like alcohol and sorbitol. 

Biodone has three ingredients: methadone hydrochlo-

ride, purified water and red food colouring.

The “placebo effect” is very real but nobody likes  

to ’fess up to experiencing it. So I will. I have often had  

the experience of hanging out, and feeling awful,  

but as soon as I get the call that says the dealer is five 

minutes away, I feel a bit better. Why should that be? 

There is no reason except that it’s in my head.  

And I think another example of this is how some people 

find methadone syrup stronger than biodone. But they 

should have been allowed to have a choice, anyway.

Methadone gets into your bones
I think that this myth grew out of comments made  

by people who were the first on the methadone program. 

Many of them have been recorded as saying, “It feels  

as though it has gotten into my bones.” Some people said 

they felt “saturated” with methadone (particularly when 

on higher doses) and felt that this was why it took longer 

to get off methadone than heroin. I think that what began 

as people saying, “It feels like the methadone is in my 

bones” morphed into “It is in my bones.”

Methadone does stay in the body longer than heroin, 

which is why it is useful as a treatment. But scientists have 

never found methadone within anyone’s bones or bone 

marrow. So methadone doesn’t get into bones.

But, just to confuse the issue, there has been very recent 

research, conducted in Sydney, that suggests  

a connection between methadone, low testosterone  

and osteoporosis in some men on methadone. And  

osteoporosis is, as we know, a bone disease.

So, the science says that, while methadone doesn’t get 

into the bones or bone marrow exactly, it might damage 

bones by sucking the calcium out and weakening  

the bones of some of the guys on the program.  

Watch out for more research on this issue soon.

People who die from hepatitis C need to be 
cremated
I was standing in the line waiting to be dosed once, when 

I overheard a story about someone having recently been 

to the funeral of a friend who had died from liver cancer. 

The narrator was horrified that the person was buried 

and that the funeral attendees weren’t given face masks, 

because we all knew that hepatitis C was able to seep  

up through the earth and be breathed in by anyone  

nearby! He also said that, by law, people with hep C  

have to be cremated to prevent further transmission  

of the virus…

Hepatitis C is not air borne, it is transferred through 

blood to blood contact: that is, infected blood needs  

to enter your bloodstream, which is why injecting drugs 

with someone else’s used fit is the ideal route  

of transmission.

Maybe I’m being unfair including this in a list of myths, 

as I have only heard it once. But, I think it acts as an indi-

cator to the level of knowledge among some drug users.

Hep A developed into hep B which developed 
into hep C... and you catch them  
in that order
“Hepatitis” is an overall or “umbrella” term to describe 

anything that causes damage to the liver, whether  

due to a virus or not. So liver damage caused by  

excessive drinking is called “non viral hepatitis.”  

Hepatitis can also be caused by a bunch of viruses,  

namely hepatitis A, B, C etc. through to hepatitis F.  

But each one is a completely different virus.  

And you certainly do not catch them in order!

Mo

drug myths (cont.)
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Rowland Stuart Howard was a founding member  

of The Birthday Party, Crime and the City Solution and 

These Immortal Souls. In December last year he died from 

liver cancer after contracting hepatitis C many years earlier. 

Longtime lover, collaborator and friend Genevieve McGuckin 

pays tribute to this unique and gifted Australian musician.

Rowland S. Howard was one of those rare and extraordi-
nary souls who are just utterly themselves to the nth  
degree. He didn’t try to be unique, he just was.

I don’t think I’ll ever get used to him not being here and 
I’ll always curse his rotten fate, but I know I’ll never regret 
one single moment I spent in his company. He was too 
young, too talented, and far too good all round to lose  
to a liver disease.

Thirty-two years ago he blew into my life like some sweet 
hurricane, and nothing was ever the same again. He was 
my lover for 16 years, my best friend for most of my adult 
life, and by the end we’d become each other’s chosen  
family, as comfortably entangled as the roots of some 
weird old fairy-tale tree.

We met when Rowland was just 17. At an age when most 
of us are flailing around trying to find ourselves, Rowland 
was already astonishingly singular. His taste, his dress 
sense, his razor-sharp wit were all there. He’d already 
written “Shivers” and was burning up the stage in  
The Young Charlatans.

That incendiary talent would go on to transfix us  
and transform every band he’d ever play in, from  
The Birthday Party, to Crime and the City Solution, 
These Immortal Souls, to his solo career. Rowland played 
music with the sort of honesty and integrity that can break 
hearts. He wasn’t afraid to lay his soul out on the floor. 
Love it. Hate it. Rowland didn’t care… as long as we  
really felt something. I’d never heard noises like that  
from a guitar before - it was the sound of pure emotion, as 
if he plugged that Fender Jaguar right into the dead  
centre of his being.

Wherever he went heads would turn. He looked like no 
one else in this world. He was immaculately elegant, a tall 
streak of a boy, androgynous, beautiful, otherworldly.  
His dark wolfish hair grew in strange manga-esque swirls 

on his crown that couldn’t help but stick up. His body and 
clothes somehow made great shapes together. His hooded 
blue eyes sparkled with wit and warmth, and in the early 
days, a bit of eyeliner. I was struck by how courageous  
he must have been to catch the last train home alone, 
to Nunawading, looking the way he did. In the ‘70s that 
meant braving the inevitable taunts and the very real 
threat of physical harm from the gangs of skinheads that 
haunted late night carriages. He obviously survived,  
but that splendid nose of his would always bear the scars.

Hanging out with Rowland was fun. He had a way of  
making the world seem bigger, brighter and more exciting. 
He had something to say about absolutely everything.  
He mined the real world and the world of his imagination 
with equal delight. He read like a fiend, two or three books 
a week, loved music of course, but also film, art, pop cul-
ture, comics, magazines. He wanted to know things.  
Find things that moved and inspired him. He was  
a veritable fount of information, drawn to the odd,  
the unusual and the downright absurd and would have 
everyone in stitches with an endless source of hilarious an-
ecdotes. Nothing got lost in that head. He was charming, 
sensitive, intelligent and uncompromising. He loved  
to confound expectations and always surprised me. I really 
can’t remember being bored in his presence.

We had a million adventures together, lived in London, 
Berlin, played music, went on tour, lived through heaven 
and hell. And like a lot of other people we knew, we used 
drugs. It was very much a love/hate affair. Heroin and 
heartbreak would always cause Rowland the most angst.

Rowland thought he got hepatitis C very early on, before 
it even had a proper name. It seemed unimaginable to us 
then that this virus would quietly nibble away at his liver, 
his energy, and eventually his life.

Rowland really should have been treated years’ earlier. 
He’d been tired for ages, but his GP always steered him 
away from Interferon, saying he wouldn’t cope with  
the depression. By the time he got to the Alfred Liver 
Clinic he had advanced cirrhosis, his liver like that of an 
old metho drinker. He was horrified and angry with him-
self for taking his doctor’s advice. He’d stopped using  
at the end of 2003 and hadn’t drunk since his early 30s.

IMMORTAL SOUL
Rowland S. Howard’s Defiant Last Battle 
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After convincing a psychiatrist that although he was  
no stranger to depression, it held no fears for him and he’d 
never felt suicidal. Late in 2005 he started Interferon.  
The odds were bad, 10-25 per cent, and the poor boy 
came down with nearly every side effect in the book.  
But he persevered. He was desperate for the treatment  
to work. By the end of 2006 he looked like a beautiful 
ghost, so pale and thin he was almost transparent.  
But the hep C was gone.

It was eight months before he even began to feel human, 
and when he did the relief was 
enormous. He had energy and 
looked great. His musical ca-
reer had first begun with a bang 
and now it was exploding all over 
again. His audiences grew and 
grew, and to his delight, were as 
young and as fanatically adoring 
as those he’d played to 30 years 
earlier. He’d been discovered by 
Generation Y and they thought he 
was cool! There were record and 
publishing deals. “A Girl called 
Johnny”, the first song he’d  
written for his new album Pop 
Crimes, met with unanimous 
praise. It was all happening.  
He had bookings for gigs and fes-
tivals here and overseas, was even 
being paid decently.

He’d fallen in love again, with a 
beautiful 23-year-old, and couldn’t wipe the smile from 
his face. It was a joy to see. After years in the wilderness, 
his future seemed bright with hope and promise.

In January 2009 Rowland was diagnosed with liver  
cancer. It was too cruel. I remember him holding me,  
saying over and over, “Gen… I’m so sorry. I’m so sorry.”  
I couldn’t believe he was apologising. I swore I’d do  
everything I could to help. Inside I felt sick. I knew  
the odds weren’t great.

Yet by the next day, he developed an amazing calm that 
would stay with him right until the end. He had countless 

hospital visits for scans, blood tests, procedures to burn 
out the tumours. He was told he needed a transplant  
to survive but because of his history, he was unlikely  
to get one.

Rowland took it all in his stride with grace, dignity and his 
usual irreverent humour. He was so fearless it was catch-
ing. He gave up smoking without complaint, never asked 
for pain killers, thinking he might be judged. We had an 
unspoken pact to keep life as normal as possible, no fuss 
or drama. He wanted to feel his life was still his own,  

to play and record, keep doing all 
the things he loved.

Who knows what criteria they use 
to decide who gets on a transplant 
list. It’s a long, involved process. 
We knew it helped to be a child, 
or a mother or father of depen-
dant kids. We knew that smoking, 
drinking or taking illicit drugs gets 
you nixed immediately. Their rules 
are clear, but there’s so much they 
don’t tell you and it can be hard  
to decipher.

Unfortunately Rowland was  
introduced to the Austin Hospi-
tal Transplant Team on the worst 
morning of his life. He’d just come 
round from one of the most pain-
ful procedures possible. It was 
early, he’d already answered lots of 

questions, but he’d been given no pain relief.  
The operation had worked, they told him, and they were 
going to start testing to see if he was transplant material. 
Of course he was incredibly relieved and grateful, but he 
was also in agony. They asked again what medications he 
was on, and he said, ”I’ve been asked three times already. 
Can’t you get it from my file?” Bang! The words  
“obstreperous” and “unhelpful” were written on the very 
first line of his transplant file, and there they’d stay.

The tests took two weeks, from 8am until 4.30pm every 
day. Every part of Rowland’s body was searched for the 
smallest sign of weakness. He saw pastors, social workers, 

Illustration: Ursula Dyson

IMMORTAL SOUL (cont.) 
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psychiatrists and nutritionists. He sat through hours  
of information about everything that could go wrong  
during a transplant – the scary statistics, the copious 
drugs he’d need to take afterwards, their side effects. 
Colour photos of actual operations. Did he mind if it was 
a woman’s liver? “No!” How would he feel about  
the donor? “Very grateful…”

Rowland passed the most important tests and it was  
decided that his mind and body could handle the 14-hour 
operation. The pastor, social worker and his doctor all 
seemed to love him, and we assumed he was now “on the 
list”. We were blissfully unaware that at least one person 
on the team had deemed Rowland “non-compliant”.  
He wasn’t actually on the list at all but that wasn’t  
explained until two months later. It was the same day  
his cover photo for Pop Crimes was taken, the pain and 
sadness written all over his face.

Apparently the co-ordinator was troubled that Rowland 
was playing gigs and recording and thought it meant he 
wasn’t serious about a transplant. It was as though being  
a musician wasn’t a proper job, or was somehow destruc-
tive. She just couldn’t understand that being a musician 
was who Rowland was. He had to finish Pop Crimes.  
He also needed the income to get him through his post-
transplant recovery period. He was spoken to as if he were  
a recalcitrant child.

We protested and Rowland had a nice long chat with his 
doctor. Finally in late September 2009 he was officially 
put on the list. Hope at last! He was getting worse by  
the week and knew it was his only chance.

Rowland grew ever frailer but was still the same gentle, 
funny man, completely free of complaint and self-pity.  
His body now needed to sleep 18 hours a day but he kept 
playing, and did countless interviews and photo shoots. 
Pop Crimes was coming out and the media interest was 
staggering. His career was flourishing. When he was up, 
we’d shop, wander in the sunset, talk, cook his favourite 
Moroccan food and watch DVDs. I think he watched  
The Wire three times - he was absolutely in love  
with Omar.

Five days after his 50th birthday he played his last gig at 
the Prince of Wales hotel. It was sold out, and he was so 
fantastic. The whole night bled with beauty and love  
and I cried like a baby.

The days passed. In November the doctor said Rowland 
was now in a “vicious downhill spiral” but others on the 
list were sicker. By now he was now scarily thin, very nau-
seous and weak. Despite still insisting that he wasn’t sick 
enough to be in hospital, the day came when he could no 
longer resist. He ended up in emergency with a clot in his 
liver, peritonitis, and a chest infection. (Not sick enough?)

Strangely, that clot zoomed him to the top of the waiting 
list, and they transferred him to the Austin to prepare for 
the transplant. It was Christmas. Maybe there’d be more  
organs donated? I prayed to every God I could think of. 
But the pre-transplant tests showed something new, an-
other clot, this time in the very artery they would use to 
attach the new liver. His liver function was virtually zero, 
his life dangling precariously by one tiny thread.

His doctor asked the surgeon to try anyway. At one last 
emergency meeting the surgeon and the team decided it 
was just too dangerous to operate. Rowland wouldn’t  
survive and the liver would be wasted. Rowland was out  
of options. The window of opportunity between being 
“not sick enough” for a transplant and becoming  
“too sick for a transplant” was just a few days.

Rowland had always told me he didn’t want to think about 
dying. He said he didn’t even know what death was, so 
how on earth could he prepare for it? “I guess I’ll just 
do it when I get there”, he said, and he did. And he did it 
beautifully.

The morning he died we were pleading with the nurses  
to give him morphine. They wanted to wait another  
30 minutes. When I asked why, they replied, “Because it’s 
not good for his liver…”

Ten minutes later, Rowland smiled the most amazingly 
joyful smile I’ve ever seen, cried two golden tears, and 
slipped off into the ether.

And there’s a huge Rowland-shaped hole in the world.

Genevieve McGuckin
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In November last year, the British non-profit policy  
foundation Transform released After the War on Drugs: 
Blueprint for Regulation. This long-awaited book looks at 
how regulatory control by governments at local, national 
and international levels might make a much safer, more 
responsible environment of non-medical drug usage than 
the prohibitionist environment we have now.

Written by Steve Rolles, with input from a number  
of contributing editors, the book is designed as a level-
headed antidote to the prohibitionist merchants of doom 
who foresee rampant crime, hospitals choked with  
overdose cases and a potential breakdown of society  
as by-products of any end to the War on Drugs. 

Blueprint for Regulation is no pie-in-the-sky dreamland 
scenario for the perfect high. It carries no agenda  
for advocating drug use; indeed, its main focus is on  
reducing the incidence and intensity of non-medical  
drug usage. It simply states that 40 years of the War  
on Drugs has not worked. The only thing that has  
worked has been government regulation.

The strength of the book is that none of its proposals  
is fanciful, or even untested. Instead, it uses real-world 
systems of regulation as templates for regulating produc-
tion and supply. It’s sensible enough to recognise that  
a catch-all policy won’t work for the variety of drugs  
currently available illicitly.

Most importantly, the Blueprint is not focussed on  
the UK, nor on America. It rightly sees the matter  
of regulation as a global issue. Just as the UN Single 
Convention has brought the ruinous War on Drugs  
to nations around the world, so any change in drug policy 
must take into account the global effects it will have. 

The book suggests that any steps toward regulation  
be done slowly and cautiously, starting with those  
substances seen to be the least dangerous. 

Its proposals are based on five existing regulation models:

The Prescription model: the strictest control model, •	
this is currently used in Australia for the sale of 
many medicinal drugs, and for some opiate mainte-
nance programs.

The Pharmacy model: right now, Australia uses this •	
model for the sale of codeine- and pseudoephed-
rine-based medicines.

The Licensed Premises (“Coffee Shop”) model:  •	
as used in Amsterdam for the sale of cannabis, this 
is essentially the equivalent of a wine bar, where  
substances are sold and consumed on-site. It also  
refers to the “club” model, which offers membership 
to a restricted number of patrons.

The Licensed Sales model: the equivalent of our •	
bottle shop or tobacconist, where substances are sold 
over the counter for consumption elsewhere.

The Unlicensed sales model – a supermarket-style •	
model without barriers based on age, intoxication  
or any other criterion. This is the “nightmare scenario” 
model harped on by vocal opponents of regulation, 
but is referenced in the book simply for comparison, 
and is not offered as a serious model. (It is, however, 
currently used in Australia for sales of such drugs  
as aspirin, paracetamol and caffeine.)

The important point that the book makes about these 
five models is that they not only exist in the real world, 
but they all include specific controls and rules to reduce 
harm to users – rules that have been developed, tested 
and refined over years. The benefits of existing regulation 
for prescription medicines, alcohol, tobacco, etc. could  
be extended to drugs that are currently illicit.

Consistent quality and purity are a major element of reg-
ulation. For non-medical drug usage, regulation would 
work to reduce the risk of accidental overdose and avoid 
the roulette wheel of cut supply.

A regulated market means that governments can control 
prices. This has three obvious effects: first, it raises tax  
revenue which can be invested in education, treatment  
and prevention programs. Second, prices can be set at  
a low enough level to squeeze out black markets and  
to reduce the rate of crime for funding drug habits. Third, 
prices can be modulated to discourage over-consumption.

Increased safety is another by-product of regulation.  
ID controls can be employed to avoid under-age use.  

TOWARDS A BRAVE NEW WORLD
After the War on Drugs: What Regulation Would Look Like
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Tamper-proof containers and strict dosage control  
are two obvious facets of regulated packaging.  
The amount of drugs sold at any given time or place  
can be limited and checked.

Potential sellers would be subject to strict guidelines. 
Training courses and testing programs could be intro-
duced for retailers or service staff. Tough penalties  
and loss of license would be imposed for breaking rules.

The number, location and opening hours of licensed out-
lets or premises could be controlled to help prevent irre-
sponsible or ignorant sales of regulated drugs.  
In the same way that bottle shops are kept away from 
school areas, the sale of non-medical drugs could  
be steered to specific zoned locations.

So what would a regulated drug market look like?

Cannabis
According to the Blueprint, cannabis would likely be  
the first illicit drug to be regulated. Following from  
the effectiveness of Amsterdam’s example, the Blueprint 
recommends a “coffee shop”-style licensed premises 
model, possibly membership-based for take-away sales.

Heroin and other opiates
The book recommends the strictest form of medical  
prescription model for injected heroin. It refers to exist-
ing models that include supervised use in  
a clinical setting.

However, it also suggests a more relaxed model for  
unrefined opiates. For instance, opium poppy tea could 
be supplied in a “coffee shop”-style licensed premises.

Cocaine
The Blueprint recommends a specialist pharmacy model, 
with strict limits on quantities sold, fines to be imposed 
on public consumption, and the option of mandatory  
registration for users.

Methamphetamine
A strict medical prescription system would be implement-
ed, and would go hand-in-hand with treatment/support 
services. Slow-release, less potent preparations would be 
encouraged for people who may experience problems.

Ecstasy
The book suggests either a specialist pharmacy model or 
a membership-based “club” model for the consumption 
of ecstasy. The club model would allow for supervised 
consumption (with strict limits on dosage), and would 
help to avoid the risk of injury from poly drug usage by 
banning other drugs, such as alcohol, from the premises. 
The membership process would include some vetting on 
the basis of vulnerability to mental health issues.

Like any regulated system, the advantages and disad-
vantages soon become obvious. The idea of customer 
registration brings up potentially dangerous issues of civil 
liberties and privacy. On the other hand, a regulated sys-
tem is obviously much safer, easier and cheaper than the 
unregulated system that is currently in place.

The book also uses existing models to look at the issue of 
drug production. Once again, these models are currently 
used in Australia. We are one of 13 countries licensed to 
produce legal medicinal opium. These licenses are strict-
ly regulated and vigilantly enforced. Legal opium pro-
duction makes up nearly half the total opium produced 
world-wide – a surprising fact that makes wider regula-
tion seem a little less fanciful as an idea.

Of course, illegal drug trade generates hundreds  
of billions of dollars in revenue every year worldwide. 
Moving from illegal to regulated production will likely 
cause huge disruption to many primary producers, and 
may de-stabilise entire countries. To deal with this prob-
lem, the book suggests a UN-overseen program  
of economic assistance to transform state economies, 
similar to the Marshall Plan, the US-funded reconstruc-
tion program in Europe after the end of World War II.

The book covers a lot of ground; much more than can  
be covered here. It doesn’t pretend to have all the  
answers. It calls for thorough research and for much 
more international cooperation. It is a sober, methodical 
book promoting common-sense solutions to a range of 
problems that are killing people by the thousands every 
day. It should be mandatory reading for all political  
figures who have a stake in the issue of drugs.

Mathew Bates

A PDF of After the War on Drugs: Blueprint for Regulation can be downloaded free of charge 
from the Transform website: www.tdpf.org.uk/blueprint download.htm
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the screws don’t think so. To top it off we never get any 

exercise and there is no sunlight. They say there’s sunlight 

when you have a shower, but that’s only through Perspex. 

Human rights concerns closed the high security unit  

at Goulburn because there was a lack of sunlight.  

Someone should apply those same human rights  

standards at Surry Hills. Last but not least the food  

at Surry Hills is bad. You are lucky to get a hot cuppa 

with your meals. (Which my dog wouldn’t eat.  

I certainly didn’t.)

I was so sick in this place; when I finally got  

my medication, I only received half because  

the medical staff at Surry Hills decide what you 

get – if I was allowed my Valium I wouldn’t  

have been so sick. I’m 53 soon and have been  

using on and off since I was about 15, so I know 

about withdrawals.

After my lovely five-day stay at Surry Hills  

I hit MRRC (Metropolitan Remand and recep-

tion centre). I spent a day getting processed: 

straight to “induction” – another hole of a place. 

Nearly everyone here is coming down from  

one substance or another. This place also lacks 

compassion or respect. The things the screws  

do to us, plus what they don’t do for us,  

is disgraceful.

I’ve been in a month now, the time it takes for your body 

to get back to normal - to sleep, eat, shit.  

Over many years of drying out in these places, one month  

is the benchmark. The next benchmark will be at eight-

weeks, looking at how much weight I’ve gained after all 

the training. Of course, there are drugs in jail: I steer 

clear of them due to no clean needles. And then there’s 

the food - you can live off it but it’s bland  

and there’s not enough of it. It was better in the old days.

Yes, times have changed - not for the better.

Midnight

Well, once again I’m writing from the inside. I was on 

home detention but I only lasted about four months.  

I got done for a dirty urine so Corrective Services, four 

cops and two detectives turned up to arrest poor old me. 

(Overkill isn’t the word!) Oh well, they did me a favour 

and put a stop to a three-year run on the gear.  

It’s been 10 years since I was last in jail. And yes,  

things have changed.

Once you have been pinched it is the practice  

of Corrective Services (they run all the cells now, even  

in cop shops) to take you to Surry Hills underground 

holding cells. This place is the pits. First of all it’s dirty. 

The walls are covered with all sorts of messages, written 

in shit and blood as well as pen and pencil. Most depress-

ing. Then there are cockroaches everywhere. Add to this 

the screws running the place who don’t give a fuck about 

you (such as the four days it took to receive my medica-

tion). I have seen blokes on methadone wait up to three 

or four days to get dosed. Where is the duty of care? We 

are crims but we are human, even though  

TEN YEARS ON

Illustration: Bodine
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The best thing about Singapore is Malaysia.  

A brief train trip from almost anywhere in Singapore 

leads you to Woodlands, the gateway to another world.  

A short walk across the bridge spanning the Malacca 

Strait and you’re there. Gone is the cleanliness and  

efficiency of Singapore. Instead, the senses are assaulted 

by all that is Jahor Bahru, Malaysia. Seven hours further 

north by bus and and you’re in the capital Kuala Lum-

pur, where the Petronas twin towers stand like a modern 

gleaming sentinel to the wonders that lie beyond.

After travelling to Kuala Lumpur with my brother  

and doing what’s expected of Australians overseas  

(namely getting blind drunk), I farewelled him the follow-

ing morning as he headed back to Singapore for work.  

I, on the other hand, had my own work to do.  

After kicking a heroin habit some two months earlier  

I thought it was about time I re-acquainted myself  

with my old friend.

After finding a cheap hotel near Petaling Street markets  

I settled in for a nap while the heat and humidity gave 

way to torrential rain, only for the heat to return  

after the rain with a vengeance.

When night fell I returned to the downtown bar district 

which bore the brunt of my frenzied attack on its alcohol 

reserves the night earlier. It wasn’t long before I was  

approached by a short Chinese-looking man inquiring  

if I was looking for the “company of a beautiful lady”. 

“No thanks,” I replied. “But I wouldn’t mind the  

company of some heroin if that’s possible.”

Luckily, my new friend’s command of English was good, 

and his ability to come through for me was even better. 

He beckoned me to follow and we left the bar district  

towards what I hoped was an easy score.

After a 20-minute walk we arrived at a drab, run-down 

concrete block of units. The block was set up in a rectan-

gular shape with the units surrounding an open  

courtyard, which attracted a constant stream of water 

flowing in from the sides.

I arrived at what turned out to be this man’s home, its 

stark concrete interior as featureless as the outside.  

The only furnishings this unit enjoyed were the 20  

or so other heroin-addicted touts who called it home.

After he quickly explained costs I handed him a few  

hundred Ringgit and said, “Get as much as you can.” 

These instructions and my money were both passed  

to a nameless figure who quickly scampered.

Seeing my alarm, my friend told me to relax and asked 

if I’d like to smoke some gear while we waited. Without 

waiting for my response, a secreted straw full of gear  

was produced and a few brown rocks tipped onto some 

waiting foil. We both greedily sucked down the smoke 

and then began the important business of establishing 

junky diplomatic relations between our two countries.

A short time later the man returned with several  

straws sealed at both ends full of little brown rocks.  

We set about emptying them into ourselves as quickly  

as possible. I was plenty generous with what I’d received 

and in return my every need was attended to. Hungry? 

We’ll get you food. Need cigarettes? Here’s a carton.  

Just please don’t go outside alone, they asked, as a white 

face here was out of place and sure to attract police  

attention. The fact that the apartment block was  

next to a grim-looking prison meant I was happy to toe 

the line. They’d all been incarceratedthere at one time  

or another and whilst they said gear in there was  

plentiful, the place still wasn’t much fun.

Through my friend translating I’d come to know most  

of the residents of the apartment after several days.  

They learned that I wasn’t your typical loaded-with-cash 

white tourist. In fact, besides money for the bus home,  

I was broke (though I still had some straws left).

One of them asked me if I’d like to make some  

money – potentially quite a bit of money. Naturally,  

I was interested.

A friend of this guy was a blackjack dealer at the casino 

who also ran private games for well-heeled clients  

Brown Rocks and Blackjack in Malaysia
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“Mr Malcolm, I’m pleased to meet you. I hear you’re 

from a very wealthy family in Australia,” the man said 

rather effeminately. He was very well dressed and was 

dripping in gold. He was obviously well educated and held 

himself like someone who was born into money. My being 

from a wealthy family was necessary cover as only  

the upper echelon participated in these games.

I driveled on about imaginary expansive land holdings 

and non-existent political influence that my family  

enjoyed, trying to keep up a patter to hide my nerves.  

The pistols that both guards had poorly hidden on their 

person drilled home the reality that this could end badly, 

and I was very nervous.

We took our seats and the cards were shuffled.  

As I pulled out my crisp US bills I watched the man place 

at his home in return for a percentage of the winnings. 

One of his clients was an oil tycoon from Brunei who  

was stiffing him out of his cut. Would I be interested  

in ripping him off?

In those days I was never shy for adventure, nor was  

I opposed to a bit of a scam providing no one got hurt.  

I agreed, and phone calls and arrangements were made. 

The following morning I would be picked up and  

it would be on.

The next morning I awoke to another steaming hot  

Malaysian day. Sweat poured off me onto the concrete 

floor which served as my bed. After a quick smoke  

I was led down to a waiting four-wheel drive. We drove 

out towards the suburbs where houses replaced the apart-

ment blocks. It was here the city’s middle class seemed  

to reside. We eventually pulled up at a nice looking white 

two-storey house and I was led inside. I was greeted  

by the blackjack dealer and was immediately led  

to a table full of steaming Malaysian food, where  

he outlined his plan: he was going to teach me to cheat 

and we’d split the money 50/50. I agreed.

After lunch I was led upstairs into his “casino”, complete 

with a bar and an armed guard watching over us.  

The dealer was an absolute genius with cards and could 

manipulate the deck with lightning-fast movements.  

At any one time, through extremely crafty gestures,  

he could inform me of the next card in the deck and what 

my opponent would have in his hand. After a few practice 

runs he slipped 500 US dollars into my pocket and said  

the guy I was to play would arrive shortly.

“When I think you’ve won enough I’ll ask you if you  

want some water. That’s the signal to end the game,” 

he imparted.

On that there was a knock at the door and my opponent, 

the Brunei oil tycoon, arrived with his own security de-

tail, a grim-faced Malaysian man who quickly settled into 

a corner opposite the equally grim man guarding us.

Illustration: Glenn Smith

Brown Rocks (cont.)
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a leather briefcase on the table and 

release the gold clasps. He opened the 

case deliberately so I could see the 

contents. It was full of money! Lots of 

money! Rows and rows  

of neatly stacked and bundled  

US currency which must have 

amounted to hundreds of thousands 

of US dollars.

Holy shit, I thought, this is no joke!

The cards were dealt and the game 

began with everything going accord-

ing to plan. After several games  

I had built my cash up to a few  

thousand dollars.

A new hand was dealt and the man 

looked and me and smiled.  

“You have had quite a bit of luck,  

Mr Malcolm. Let’s see if it contin-

ues.” He reached into his suitcase and 

started pulling out thick bundles  

of cash. Both guards now showed  

an alertness to justify their presence.

“Sixty-five thousand dollars, Mr Malcolm, can you  

cover the bet?”

Oh my god! I had 21 and I knew the guy had 20. I would 

win the hand! Sixty-five grand!!! Even with half I was 

loaded! The dealer by this stage had remembered our 

plan and was very excitedly asking if I wanted water.  

A lot of water! As much as you want! Just take the water!

“Last hand”, I stated matter-of-factly, trying to stay calm.

“Mr Malcolm,” the man began. Mr Oil Tycoon was start-

ing to bug me. I could see why they wanted to rip this 

smug bastard off. There’ll be no pangs of conscience 

when I part this fool with his money. “Mr Malcolm,”  

he continued, “the bet is at sixty-five thousand. You can 

see my money. Can you cover the bet?”

“Of course I can,” I replied confidently as though I dealt 

with greater amounts routinely. “I can have the amount 

transferred into my account in two days.”

“He’s from a very wealthy family,” added the dealer.

“Well Mr Malcolm, if the amount is accessible to you, 

there will be no problem postponing the turning of cards 

until you have the cash available,” the tycoon said.  

“Our cards will be placed in separate envelopes, signed 

by both of us and placed in a safety deposit box for  

48 hours while you get the money to cover the bet.”

And that’s what we did. At a local bank the manager  

was summoned and the necessary arrangements made. 

Whilst I maintained an outward air of confidence,  

inwardly I mourned the loss of my riches.

We farewelled the tycoon and jumped into the dealer’s 

four-wheel drive. “We must get you back to Singapore” 

screamed the dealer, excited beyond belief. His guard  

was asking me what was half of sixty-five thousand  

and he literally squealed with delight when I told him.

“Can you cover the bet?” the dealer asked.

I informed him that I couldn’t, nor was there any chance  

I could raise the money.

We reached the bus station and the guard slipped off  

to buy my ticket back to Singapore.

“I have around 20 thousand. I may be able to mortgage 

my house for the rest, here’s my number and call me  

tomorrow,” the dealer said, farewelling me with  

an embrace.

I promised to call and got on the coach. I reached  

the tollway and Kuala Lumpur, then slipped into  

the distance now embraced by the dense jungle  

and plantations that is rural beautiful Malaysia.  

I was never to return.

Malcolm
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Injecting in public places is an unfortunate reality  

for many people who use drugs. Most people who use  

in public do it because they have no choice, not because 

they want to. Many say they feel ashamed and do not 

want the public seeing what they are doing. Besides, drug 

users do not want to be bothered while injecting, regard-

less of where they are, so that they can instead focus  

on what they are doing.

Public places people inject in include public toilets, 

laneways or quiet streets, and parks. Many people also 

inject in their cars. Each location has its pros and cons.

Why do people use in public?
There are many reasons why people inject drugs in public 

places. For a start, many users are homeless. Those who 

do have a home may share it with parents or disapproving 

flatmates.

Another reason for injecting in public is when people  

are hanging out and need to use as quickly as possible.  

While it is obviously best not to reach this point,  

hanging out is a common experience for many drug us-

ers, particularly heroin users. Dealers often have a  

tendency to leave you waiting. Or you might attempt  

a detox and then decide to throw it in.

What are the main issues with using in public?
The problems that result from injecting in public often 

come down to the need to rush. Some users call this the 

“hurry and worry shot.”

Police harassment is an obvious concern, as well as the 

risk of overdose or contraction a blood-borne virus.

Users rush the mixing and injecting process because it 

makes sense to get “the evidence” (i.e. your drugs) into 

your body as quickly as possible. A further issue is that  

users are sometimes harassed for their shot by fellow  

users, especially when in shooting galleries and “hot spots” 

(public places where lots of people congregate to inject).

Lack of hygiene is another big problem that users need 

to contend with when injecting in public, as it is difficult 

to be neat and tidy when mixing up under a tree. There is 

often a lack of clean, running water making it difficult to 

wash your hands and your equipment.

Public toilets are a common choice for many people  

as they offer some privacy from other people.  

Unfortunately, many users have overdosed and died  

as a result of locking themselves into a cubicle that  

cannot be opened. If you use alone the risk of dying from 

an overdose increases regardless of where you use.

Using in public: some ideas
1. Plan ahead
Planning ahead can be difficult for many drug users.  

It is hard to plan ahead if you have no money, have an  

unreliable dealer, and if your life is generally chaotic. 

Some of the following tips might appear obvious  

to some or impossible to others, but they might get you 

thinking about how you could improve your own  

injecting situations.

Get your equipment first before you score.  •	

That way, you don’t have to carry drugs around  

with you and risk getting busted.

Waiting for the dealer? This is a good opportunity  •	

to think about where you will use and plan how 

you’ll do it.

Prepare as much as you can before you get to your •	

spot. For example, know where your fits are in your 

bag. How are you going to open the deal if it’s in  

a balloon? Wash your hands on the way or maybe 

swab your fingers.

If you know that you are likely to inject in public •	

places, keep a look out as you go about your  

business. You might come across an ideal spot that 

you wouldn’t have found when you are in a hurry  

and desperate.

Using in Public Places
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2. Lighting
Many users learn how to mix up and inject in the dark 

out of necessity. But lighting, especially at night, remains 

essential for a safer hit. If you are using with other  

people, it is much easier to confuse each others fits,  

waters, spoons and other equipment in a dark or badly 

lit place, increasing your chance of contracting a blood-

borne virus such as hepatitis C.

If you are injecting with others and it is too dark, then  

it is preferable that each person mix up separately  

(even if it means taking turns while the other person  

remains on lookout).

3. Privacy 
Privacy is obviously important, so when you find a likely 

spot, check first: is it a thoroughfare that people walk 

down regularly? If you are not sure, can you wait five 

minutes and see if anyone comes along.

Beware of windows with reflective glass overlooking •	

your spot! People have often come unstuck because 

they think they have found a quiet place and it turns 

out that a staff meeting of 20 people is occurring  

right next to them.

If you are using with someone else, one of you •	

should act as a lookout. This takes the pressure off 

the person mixing up, which means less chance of 

mistakes. If you are acting as lookout and don’t trust 

the person mixing up, insist that you get to choose 

your fit (a new one, of course!). This will encourage 

the person mixing to divide it fairly!

If someone approaches, cover up your equipment with  

a magazine (perhaps not User’s News!). If the mix is in 

the spoon, hunch over and hold the magazine above the 

spoon. The person passing may think you are a weirdo 

but at least they won’t see what you’re doing.

4. Hygiene
Being hygienic during injecting can be hard at the best  

of times. Try and create a clean space by mixing up  

on a magazine or plastic file or the toilet cistern lid.  

Get a stack of swabs from your NSP and swab the area 

(don’t swab newsprint!).

Mixing up using the bottom end of a soft drink can may 

be useful as the mix is elevated from the dirty ground  

or surface. Make sure that you swab the code numbers 

from the bottom of the can first.

5. Cleaning up when you’re finished
Don’t lave rubbish lying around. It pisses people off  

and advertises your spot. You might want to use it  

again sometime.

6. Safe using as per any situation
All the usual safe using rules apply… maybe even more 

so due to the dark and unhygienic conditions.  

For example, don’t use other people’s equipment, includ-

ing open water vials.

The long-term solution to using in public is to provide 

more injecting centres, ideally attached to NSPs.  

In the meantime, users injecting in public have to balance 

the need to focus on what they are doing with the need  

to keep a look out. This is a difficult balancing act and 

there are no easy answers, but by being aware of the  

issues and with a bit of planning, you can make it safer 

and more comfortable for yourself.

Maureen
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Harm reduction and improving the lives of drug users  
is something we are passionate about up here on  
the Mid North Coast of NSW. Many people use drugs, 
and if they don’t have the right resources and informa-
tion, they are far more likely to hurt themselves or die 
from drugs. We have seen people shake up pills in barrels 
and inject them chalk and all. We found a good friend 
dead from a Xanax overdose at the age of 25. We know 
many people whose hands and arms are covered with  
abscesses. All of this is preventable with information,  
education and resources. This is why we are peer  
educators working with NUAA’s PeerLink program.

Peer education has many facets but at the most basic level 
it is about the caring and strengthening of our communi-
ty. It is about members of our community sharing  
information, resources and skills with their friends 
(peers) on an equal basis. Many drug users act in this  
role without even realising it. Giving advice to someone 
going on a methadone program is peer education,  
as is directing someone to the local NSP. In short,  
many people participate in peer education every day. 
NUAA has formalised this natural “grapevine”  
by running workshops and training people to act in these 
roles and help support members of their community.

Peer education differs from person to person and place 
to place. We live in a medium sized town (population 
70,000) where one public methadone clinic services  
approximately 200 clients. It’s rare to be given a take 
away and it’s even rarer to be dosed at a chemist.  
The methadone clinic and the adjacent NSP are within 
the hospital grounds on the outskirts of town, making 
both difficult to access. These factors shape the issues 
that rise within our using community.

One important role that peer educators play is promoting 
discussion of local issues. For example, one issue  
in our community is people’s reluctance to ring an ambu-
lance when their friends overdose. People are scared  
of the ramifications, or more to the point they are scared 
of the police. We need to educate ourselves about  
the laws and procedures involved when an ambulance  
arrives at an overdose (such as that the police will not  
be notified unless someone dies or there is violence).

Using in groups
Using in groups is very common in our area.  
The reason for this may be the absence of steady drug 
dealers, forcing people to band together to maintain their 
habit. People have different rituals when they use,  
making safe using in groups more difficult. Even when 
everyone has their own clean equipment, the risk  
of infection is still high. With a group of people, all in  
a hurry, employing different ways of mixing up and  
injecting, mistakes are bound to occur. Common  
scenarios for disease transmission during group drug use, 
even when using clean equipment, are best explained  
with a few examples:

Someone confuses their water with the person  •	
next to them.

Someone accidentally picks up someone else’s fit.•	

Someone squirts water from their dirty syringe  •	
into their mouth, spraying a fine mist of bloody  
water over the common using area.

Someone who has already had their taste and may •	
have traces of blood on their hands passes a filter  
to someone who is still mixing.

Everyone mixes up with a common water source.•	

These are difficult issues to address and will be a focus 
of our work for a long time to come. The best advice that 
we have found is to use in a separate area of the room 
from each other. Marking your equipment helps reduce 
the risk of mix-ups. More important is to plan ahead and 
take your time. Keep an eye on what is going on around 
you. It only takes a split second for a mistake to occur. 
Think about every step of your routine and try to tailor 
it to become safer when using in groups. Although there 
are no quick fixes to these problems, acknowledging  
the risks involved and talking them through is essential  
to minimise the chance of infection.

Safer using of pharmaceuticals
In smaller towns like ours there are few reliable sources 
of drugs such as heroin, so it is common for people  
to turn to pharmaceuticals as a substitute. This produces 
additional problems, because pills and patches can  

Keeping Up with the Joneses
Peer Education on the Mid North Coast
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be difficult to mix up. Increasingly pharmaceutical  
companies are introducing ingredients or designs into 
their medicines to stop people abusing them. But where 
there’s a will there’s a way and people will still use them, 
despite the increased dangers. MS Contin and Duragesic 
(fentanyl) patches are good examples. MS Contin, when 
mixed up, becomes gluggy and goopy, and can  
be extremely toxic when injected, especially with  
prolonged use. Fentanyl patches, the latest craze,  
are definitely not designed to be injected and may have 
been responsible for a couple of deaths in our area.  
They are particularly dangerous to inject as it’s nearly  
impossible to judge the dose.

There is a strong current of mistrust when trying to tell  
a user about mixing up (“well, what if it doesn’t work!”). 
Instruments such as pill filters are foreign to a lot  
of people and are difficult to use if you don’t know how. 
As peer educators we can demonstrate how to use equip-
ment designed to make using safer. People can then see 
the results for themselves and are far more likely  
to adopt the safer using technique. By giving demonstra-
tions we have had considerable success in spreading  
information about using pill filters and barrel filtration  
to avoid nasty shots. We have seen firsthand the transmis-
sion of information as someone who was shown  
the technique passes the method on to their friends.

Peer equipment distribution
Whilst many people do it, in NSW it is currently illegal  
for individuals to distribute sterile  syringes. While there 
is a move to make peer educators and other “trained”  
individuals exempt from this law, many people are in  
a position where they are illegally dispensing to peers. 
Some peer educators distribute sterile syringes, as do 
other users. Many police officers acknowledge that peer 
distribution is necessary, but our advice to people distrib-
uting syringes is to act with caution. Be courteous when 
dealing with the police, but be careful about saying  
anything that may incriminate you.

Methadone clinic issues
Many of the issues we encounter in our community  
revolve around the pharmacotherapy program. The clinic 

is open for a busy two hours in the morning and briefly  
in the afternoon. Staffed by a single doctor, it has often 
been described to us as “just like jail”. Some of the criti-
cisms we hear include a lack of communication between 
staff and prescribers, reluctance to provide  
takeaways (especially on Christmas day and other  
public holidays), and forcing people into dose increases 
or decreases that they do not want. The lucky few who 
can access their dose daily from a chemist feel the finan-
cial burden with costs of up to $55 a week or $12 dollars  
a day. Many peer workers are on the program and  
understand these grievances.

For most people the decision to embark on a methadone 
program is a difficult one, but it can bring some normal-
ity and control back to their lives. This isn’t always  
as straightforward as it sounds, especially with the limita-
tions of public clinics. 

Peer educators can help people seek resolution to prob-
lems by helping clients to liase with the clinic and outside 
services such as MACS (Methadone Advice and  
Reconciliation Service). Most importantly we provide  
an understanding ear to listen to problems with  
no discrimination or judgement. The public is very  
scathing of the “methadonian” community, making  
getting a job or acquiring a position of trust difficult.  
Unfortunately this attitude is found everywhere, but it 
seems to be amplified in smaller towns like ours.

The above examples are the tip of the iceberg when  
it comes to the issues users encounter in our community 
everyday, and there are no easy solutions. Peer educators 
can give support and provide help such as information, 
referrals and advocacy, however discussion and education 
are probably the most important steps to solve issues  
as they arise. Obviously, more needs to be done to inform 
and educate our peers to use safely and get the services 
they need. NUAA’s PeerLink program is an excellent 
means of doing this.

The author of this article is a member of NUAA’s PeerLink 

program. For more information about PeerLink, contact  

Jeffrey Wegener at NUAA on (02) 8354 7353.
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In 2009, the National Centre in HIV Social Research 

(NCSHR) and the National Centre in HIV Epidemiolo-

gy and Clinical Research (NCHECR) conducted a study 

to explore people’s awareness of how they contracted the 

hepatitis C virus. People who had acquired hepatitis C  

in the last two years were eligible to participate.

Who participated in it?
We interviewed 24 people who reported that they  

acquired hepatitis C in the two years prior to the study. 

We advertised for people to participate through  

the Hepatitis C Council of NSW and NUAA. We also 

recruited people through another research project. 

Once people made contact with the researchers, we went 

through a short screening survey with them.

Participants were recruited from a variety of locations 

throughout Sydney and regional NSW. We had approval 

from the Human Research Ethics Committee of the  

University of New South Wales. We provided partici-

pants with $30 reimbursement for their time and expens-

es. No real names have been included in this report.

Did participants want to know how they got 
hepatitis C?
We asked participants how they thought they got  

hepatitis C and whether they wanted to know how they 

got it. Two types of responses were given. In the first,  

participants were generally curious and wanted to know 

how their hepatitis C infection had occurred.

I don’t know exactly where it happened but yeah, I’d love to 

know exactly when it did happen. (Michael, 38 years)

Other participants wanted to know how they got hepatitis 

C so they could think about the factors that might have 

contributed to their infection, with the idea that some-

thing or someone might be to “blame”.

I’m curious but I guess, in the bigger picture, it’s not really 

that important. Like I can see how it is important for some 

people because, in terms of “laying the blame” so to speak. 

To assess how much of it is actually sort of your fault, or 

how much is kind of circumstantial. (Naomi, 30 years)

How did participants think they got hepatitis C?
When participants were asked how they got hepatitis C, 

two types of answers were given.

1. Able to identify an event they believed led  
to hepatitis C infection
Seven participants identified the immediate event that 

they believed resulted in their hepatitis C infection, most 

of which included the reuse of needles and syringes  

(including one case of a winged vein infusion set or  

“butterfly”). Other ways in which participants thought 

they acquired hepatitis C included: sharing a spoon;  

sharing methadone from a bottle that had already been 

used for injection (after enforced methadone withdrawal 

during short-term “lock up”); and a needlestick injury 

during disposal of a syringe. The situations which lead  

to the sharing of equipment included intimacy with  

a sexual partner (deliberate or accidental); with friends  

as a form of bonding; in prison; and as a result of lack of 

equipment combined with the experience of  

“hanging out”.

2. Not able to identify an actual event that led  
to hepatitis C infection
The majority of participants could not identify the exact 

time or specific event that resulted in their hepatitis C  

infection. These participants described ongoing and  

repeated risk incidents for hepatitis C infection.

You can’t be one 100 per cent sure because there’s nothing, 

no definitive test to say exactly how you got it. You’ve just 

gotta try and think back to all the types of risk behaviour 

that you partook in around that particular time, around 

that window that you have contracted it. And try and work 

out where it stemmed from. Especially if there were a few 

different possibilities. (Trina, 39 years)

Risks for hepatitis C infection
Common to both groups was a wide range of practices 

and settings in which the risk of hepatitis C infection was 

identified. The main risk factor identified by participants 

contributing to hepatitis C transmission was the reuse 

How Did I Get Hepatitis C?



User’s News No. 60  •  Autumn 10 27

Hepatitis C

of injecting equipment. Sharing and reuse of equipment 

were not confined to needles and syringes but extended 

to all equipment including spoons, water and butterflies. 

The examples of reuse and sharing by participants were 

not always mutually exclusive, for example the sharing  

of both spoons and water could occur in one episode  

of injecting.

One area of concern was participants’ lack of knowledge 

about the ability of spoons to transmit hepatitis C.  

This mode of infection appeared to be under the radar 

for quite a number of participants.

I mean four or five blokes in my room … we all got new fits 

but used the same spoon that I’ve used six or seven times. 

No-one said, “Shit, the spoon.” Well I didn’t, I didn’t think 

it was contagious. Iit wasn’t until later on that I’d found out 

that it was contagious; by then it’s too late. It’s already done. 

Not a day or two later: I mean when I got into rehab and 

we did harm minimisation. I found out that spoons could 

transmit hepatitis C. Shit. (Caleb, 41 years)

Why people reuse injecting equipment
Participants spoke about a range of influences that led  

to the sharing and reuse of equipment. These influences 

included structural issues (drug laws, etc.) which were  

beyond the individual’s control and factors related to  

the social setting. A number of these influences may have 

been present during any one injecting episode.

Structural influences
These are factors beyond the individual’s control and can 

come about because of the way organisations are run,  

or the way laws are implemented. In one case, the partici-

pant was detained in police custody and her methadone 

treatment was not provided during that time.

I received it from an ex-partner of mine. I spent some time 

in lock-up, a three-day weekend. And I was on a metha-

done program and I’d had no methadone over that period. 

And that makes you very sick. And silly me, I was in a very 

bad relationship where she was the one that put me in.  

Anyway, she met me as soon as I got out. She bought me  

a bottle of methadone with her. Little did I realise. And after 

I said, “You know, you haven’t been using it yourself  

or anything?” She said, “No.” I don’t know whether it was 

spite or because at that point she was very much a user,  

a junkie. She had been using it and I actually injected it 

myself. And she’d been doing the same. So it had blood in it. 

And that’s how I got it. (Jasmine, 29 years)

Social settings
Participants identified an association between the social 

setting of their drug use and the ability to be careful 

and watchful with respect to equipment use and clean-

ing. Participants were not always in charge of their own 

equipment or drug preparation due to being in some-

one else’s house or the pooling of resources to purchase 

drugs.

There’s times when you throw in with somebody.  

They say, “Yeah, we’ve got clean ones.” They pull out. 

You’re not looking because you’re watching, making sure 

they’re not trying to divvy it up. So they take some with 

them. Not watching what the other hand’s doing. And as 

soon as it’s mixed up you just stick it in and pull it up as 

quick as possible. (Luke, 33 years)

When other people were responsible for drug prepa-

ration, participants said they had to trust that person. 

Trusting someone else was identified as risky.

It means you’re trusting that person over there to make sure 

that they’re actually using three clean needles and not just 

two clean needles and one they’ve used before. You’re trust-

ing that person to make a filter. Who knows? They could 

have bloody fingertips. You’re trusting this person over here 

to get the water. You know, it’s a really risky situation.  

(Russell, 32 years)

Power to challenge social network practice 
Being able to challenge other people who were in charge 

of drug preparation was complex and difficult for some 

participants who did not feel they had the power in the 

social situation to do this.
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One participant highlighted that challenging someone  

to change a routine practice was especially difficult when 

other people were around.

Like I said to him like, “You shouldn’t be doing that.”  

And he goes, “I’ve always done it like that.” “You should  

always use a filter and everything.” And he’s going,  

“Yeah, but … I do it that way.” And I don’t think he got 

quite what I was trying to do. I couldn’t say too much  

because I wasn’t sure who she was on the phone. I was  

trying to whisper it and stuff. (Trina, 39 years)

What does this research have to do with me?
Our research highlights that the events that result in  

hepatitis C infection usually involved the reuse or  

sharing of injecting equipment. However, factors in  

the environment and the social setting influenced what 

participants were able to do to minimise their risk  

of hepatitis C infection.

When people are not in charge of drug preparation  

and use, it makes it difficult to know what is going on  

at all times during preparation. Trusting someone or not 

feeling powerful enough to challenge someone who may 

be doing something risky adds to the complexity of  

the situation. Our results highlight the importance  

of being vigilant and aware of what is going on at all 

times to reduce hepatitis C risk in social settings but  

also acknowledges the difficulties in doing so in a range 

of situations.

Carla Treloar, Jamee Newland, Magdalena Harris,  

Rachel Deacon, Lisa Maher

The hepatitis C virus was not identified until as late as 

1989, and still presents many uncertainties. Scientists, 

policy makers and service providers have a lot to learn 

about the disease and about what it’s like to live with. 

How do people with hepatitis C feel about their health 

and their bodies? This is an important issue we don’t 

yet know much about, so a recent study conducted by 

Monash University in Melbourne set out to change that. 

By interviewing people with hepatitis C, the study found 

people tend to define their health and well-being through 

a wide range of health issues, and that people don’t think 

of their hepatitis C as isolated from their other health 

problems (such as diabetes, obesity or mental illness). 

This finding is important because a lot of information 

published discusses it in isolation from information about 

other health issues. Our findings suggest that separating 

hepatitis C out from other health issues might be a bar-

rier to people’s ways of understanding of the disease, and 

for helping them respond to it. There are lots of different 

ways participants talked about these relationships.  

In what follows I look at three of these ways:

Other health issues are seen as coinciding with, or 1. 

indicators of hepatitis C

Other health issues are seen as interrelated with 2. 

hepatitis C

Other health issues are felt to be of greater personal 3. 

significance than hepatitis C

Disease as indication
This approach was most commonly found in relation 

to hepatitis B. Some participants in the study took the 

presence of hepatitis B to indicate that hepatitis C was 

probably also present. As, for instance, this extract from 

Giuseppe’s interview suggests:

Interviewer: Do you remember what year you were first 

diagnosed with hepatitis C and how old you were?

Health and Well-Being
Putting Hepatitis C in Context

How Did I Get Hepatitis C? (cont.)
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Giuseppe: Early twenties, I would have been. I knew I had 

hepatitis because I was yellow. Before I got diagnosed with 

hep C, everyone shared, and once we all got hepatitis B, 

and we all got yellow, that sort of stays with you…  

I remember being yellow for about three weeks.

Interviewer: So were you diagnosed with hepatitis B?

Giuseppe: At the time no. But I knew, we knew, everyone knew.

Interviewer: So you self-diagnosed for hepatitis B?

Giuseppe: Yeah, I just knew, yeah.

Interviewer: And then with hepatitis C, so you reckon it 

was about 21 years ago, which would have meant about 

‘88?

Giuseppe: The hep B was when I was about 16 or 17. I had 

a blood test because for some reason I just felt like it was 

a good idea. The HIV thing was happening. I went to the 

community centre, got a blood test and they told me, “We 

don’t know what you’ve got right now, but it’s called non-A, 

non-B hepatitis.” So they didn’t call it hepatitis C.

In this extract, the line between hepatitis B and C is quite 

blurred. When asked about C, Giuseppe talks about B, 

treating them both as “hepatitis”. He suggests that it was 

the advent of HIV that prompted him to get a blood test, 

but it seems he wasn’t tested only for HIV at the time.  

In other words, hepatitis B, C, and HIV are all meaning-

fully linked for Giuseppe.

Other health problems are seen as interrelat-
ed with hepatitis C
Along with this tendency to think about different blood-

borne viruses together and see them as indicators for 

each other, the study also found that for some partici-

pants, hepatitis C is seen as generating other health prob-

lems beyond those usually publicised as the side-effects 

of the disease. Severe gastric problems including gall-

stones, anaemia and lymphoma are some of the problems 

cited in this way. For example, Kathy explains:

I had gall bladder problems, which I think was a result of 

bad eating, from having hep C and not being able to digest 

the food. The liver not being able to digest. Everyone said 

that it probably is related to hep C, and I was like constantly 

bloated and I’d get really bad cramps and hep C symptoms. 

Really bad cramps and all of a sudden I’d be sick and I just 

got really sort of fastidious about cleaning around my house 

‘cause I was constantly getting salmonella, or it felt like  

salmonella food poisoning.

Here hepatitis C, gallstones and food poisoning are all 

linked, with hepatitis C named as the main cause.

The other side of the coin is the view that other health 

problems can make hepatitis C worse. Lucinda expresses 

this view:

When I was really fit, and I’d lost all my excess weight and 

I was going to the gym all the time and things like that I still 

had moments of real fatigue, and I was constantly having 

tests on all sorts of things. And then I started to read obses-

sively about protein levels and all sorts of different things. 

And then I found out that not having a spleen does actually 

accelerate the hep C.

In both Kathy’s interview and Lucinda’s, hepatitis C 

symptoms and disease progression are linked causally 

with other diseases and illnesses.

Other health problems are seen as of greater 
personal significance than hepatitis C
Some of our participants talked about other health  

problems, especially mental health problems, as of much 

greater personal significance than hepatitis C. Kathy’s 

comments show how, for her, depression and measures 

for dealing with it took priority over her hepatitis C:

I was in the position where I was really poor, and I was de-

pressed. So I thought that maybe down the track if I’m not 

dead, I can look after, I can sort of tackle it or something.

Here Kathy is implying that she needed to overcome  

the risk of suicide before responding to hepatitis C  

was even possible.

Lawrence also suggests that dealing with hepatitis C  

often took a back seat to depression:
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I had depression at that time. Had depression for a long 

time, I believe. And I had begun drinking again too, around 

the time of my mother’s late stage of her cancer. The termi-

nal stage, the end stage of her cancer. After not drinking for 

about 10 years I began to drink again and it had become 

heavy drinking and continued all through that time, in-

cluding the time I got this news. I didn’t reduce it at all as 

a result. This is the sort of fatalism that I’m talking about. 

There were problems, something in my expectations. I really 

thought, oh well, it’s sort of in line with what I have been ex-

pecting for a while, that I won’t live very long.

Here scope for responding to hepatitis C is closely tied 

both to mental health and to broader social and interper-

sonal issues.

Beyond mental health issues, our participants also  

referred to a range of other health concerns more  

pressing than hepatitis C. So, for instance, Lorna says:

Look, maybe I’m stupid. I don’t worry that much about it 

’cause I think there’s probably not that much I can do.  

My neck and shoulder have been really badly in pain.  

That worries me because I can feel that that’s stopping me 

doing things. I had a pinched nerve and pain going down, 

it’s just been dreadful. So that’s much more of a worry  

for me, because that’s affecting me here and now.

The place of hepatitis C in people’s lives
All these different ways of thinking about hepatitis C  

in relation to other health issues suggest that for many 

people, the meaningful boundaries of hepatitis C are 

 extremely broad and unclear. In a way it doesn’t make 

sense to talk about hepatitis C as a single, isolated health 

phenomenon defined by the presence of a particular  

virus in the body. If this is so, what might it mean for  

responding to hepatitis C effectively?

In thinking through this approach to understanding 

illness we decided to compare it with the perspectives 

found in the health promotion materials. We looked at 

a range of materials published in Australia in 2008 and 

2009. These materials were produced by all the state  

hepatitis C councils, state and national drug user organi-

sations, and other relevant bodies. Our preliminary  

analysis indicated that while some resources included  

references to other health issues and their relationships 

with hepatitis C, this was comparatively selective and 

rare. For instance, a fantastic booklet produced by the 

NSW Hepatitis C Council (now called Hepatitis NSW) 

titled ”What you need to know” briefly discusses diabetes 

and the importance of a low fat diet for people with hepa-

titis C, and talks about depression as a symptom of the 

disease. The Hepatitis Council of Queensland produced 

a factsheet on alcohol consumption and hepatitis C,  

and the impact of drinking on the liver. Their 2008  

Hepatitis C Information Kit also discusses diet and  

incorporates some advice on stress management for  

people living with the disease.

These examples show there is some developing engage-

ment with broader health issues and the idea that hepati-

tis C  is part of a bigger all-of-body, all-of-health picture. 

Our study suggests more could be done in this respect.  

Is there room for more information and education  

materials on hepatitis C that also take into consideration 

other common health issues? We think so. The benefits 

could be many: better short-term and long-term health 

outcomes for people with hepatitis C as they access better 

information about how hepatitis C relates to other  

aspects of their health, and potentially more active  

management of hepatitis C as affected people recognise 

themselves and their experiences of health and their  

bodies more clearly in the information they encounter.

Suzanne Fraser

Centre for Women’s Studies and Gender Research

Monash University

If you would like more information about this study,  
please email Suzanne at: 
suzanne.fraser@arts.monash.edu.au 
or phone (03) 9902 0322

Health and Well-Being (cont.)
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My love affair with heroin was sparked 28 years ago, 
when I was 20 years old. Though I didn’t know it that 
time, it was to become a life-long struggle. I say struggle 
because, although I had the financial means to use most 
days, I also had a very close, loving family and I grappled 
with trying not to use for many years for their sake as well 
as mine. Nowadays I am on buphrenorphine but still  
use heroin as often as possible. I do love it and my under-
lying sadness and problems fall to a quieter place when 
I’m under its euphoric influence. But that’s a whole other 
story…

Over many years I have experienced the preconceived  
attitudes the world has towards the “junkie user”.  
Here are a couple of examples.

I never gained a full blown habit until the age of 30,  
and at the beginning I felt no shame about this and didn’t 
really hide the fact. My immediate family knew of my 
habit within a few weeks of me having it. It wasn’t like  
I went round advertising it, but when asked questions that 
concerned that area of my life, I was truthful. How naïve!

I remember my first real jolt to the reality that the vast  
majority of people do judge you about your drug use  
and change their opinion of you. I was working full time 
and had moved into a new rental property. I decided  
I needed a new bedroom suite and various other furnish-
ings. As most users know, any savings or ready cash you 
once had just isn’t there any more, so I decided I would get 
a personal loan.  
The finance company 
went through all the 
motions and came back 
to me with the sug-
gestion that I take out 
some life insurance with 
them. “It isn’t compul-
sory in order to get the 
loan, but the broker 
would look at the  
application more  
favourably”, the repre-
sentative told me.  

In order to heighten my chances, I agreed. I started filling 
out the forms and came to these questions: “Did I use il-
licit drugs?” “Did I inject?” “Was I an IV drug user?”  
I pondered these questions before idiotically answering 
“yes”, “yes” and “heroin” respectively. I figured this may 
be a way out of the life insurance anyway, and not having  
a family doctor I supplied the name and number of  
a doctor I had seen a few weeks earlier in order to get 
some pills to help detox at home.

The next day I received a call from the loan clerk,  
and I noticed he wasn’t the friendly, happy guy I had  
spoken to earlier. I remember wondering if this had any-
thing to do with those answers on drug use.  
He said in a monotone voice, “We need to have blood 
tests done for the insurance due to the fact that you are 
HIV positive and I have advised your doctor of this.  
Your doctor needs to speak to you about it, and I can  
tell you the broker has not approved the loan as yet, 
pending the blood tests for the insurance.” The clerk  
had read my answer to being an IV user and somehow  
interpreted this as my being HIV positive!  
His demeanour had changed from someone trying  
to loan me more money than I wanted to a person of few 
words telling me that I may not get approved for the loan  
and insurance. At this point, I decided to be selective 
about who I disclosed this information to. I told the clerk 
to cancel my application, went through another finance 

My Big Mistake

Illustration: Glenn Smith
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company, shut my mouth and received my loan,  
no problems! I also contacted the doctor and explained 
to him what had happened. We had a laugh together.

My second jolt came as members of my extended  
family found out about my drug use. Nothing else  
had really changed in my life. I still had my job managing 
a store which was how I funded my habit, though  
it was becoming increasingly harder to go and work all 
day, especially when I was hanging out. So I bit the bullet 
and went on the methadone program, which in the ACT 
was exceptionally easy – we are lucky here! Picking up 
my dose each day I noticed a vibe from one of the dosing 
nurses. I felt she was looking at us like we were scumbags 
and junkies. One day I was outside the clinic sitting  
on the grass waiting for a friend when she walked out 
with one of the other nurses, not noticing that I was there. 
The other nurse asked if she’d had a good weekend.  
“No, I was on duty. I had to come and give all the junkies 
their drugs.” I was right! She looked down on us all.  
This is meant to be someone who was there to help us.  

I never told anyone but I never felt comfortable in front 
of her again.

A short time later was my cousin’s wedding. I was looking 
forward to seeing all my family who I hadn’t seen for  
a long time. Soon after I arrived, my cousin came over 
and wanted me to meet her fiancée’s parents. We walked 
over to a table and my cousin announced everyone’s 
names. I looked over and you wouldn’t believe it –  
the nurse with the attitude was her future mother-in-law! 
We instantly recognised each other and I was speechless 
as a thousand thoughts raced through my mind.  
She didn’t give anything away at the time, but I am  
almost positive she later told them where she knew me 
from, as my cousin was not quite the same  
towards me after that. Nothing tangible – she just  
somehow holds back from me now.

Since then, it’s been my rule to never tell a soul  
about my using.

Deb

WOMEN AND INJECTING DRUG USE
The National Centre for HIV Social Research (University of NSW)  
is conducting research on women injecting drug user’s  
sexual relationships with men who also inject drugs.

Participants will be interviewed for approximately one hour  
and reimbursed $25 for their time and to cover any  
travel expenses.

WE ARE LOOKING FOR WOMEN WHO ARE:

injecting drug users •	

currently in a heterosexual relationship with  •	
an injecting drug user 

over the age of 18 •	

ALL INFORMATION PROVIDED WILL REMAIN CONFIDENTIAL

Please contact Maureen Steele on (02) 9516 1126  
or email maureen.steele@three.com.au  
if you wish to participate in this study.

My Big Mistake (cont.)
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I would like to share a painful experience of discrimina-

tion with you all.

I once had an abscess in my groin (not from whacking  

up, either). It became so painful that I began getting  

fevers and chills and I started vomiting. So my partner 

took me to the emergency room at the local hospital.  

I had been there before and had made the ultimate mis-

take of telling them I was on the ‘done. So I waited for 

three long hours until finally I was the last one left and 

the doctor finally came out and called my name.  

He didn’t greet me or my partner, so I thought, okay, 

fuck. Then I was put in a bed, the curtains were drawn 

and I took off my pants so the doctor could see it.  

He then rudely spat at me, “It has to come out!” I was  

a little relieved, thinking I was about to go into theatre 

and be put to sleep. Boy did I know I was wrong when 

the doctor came back in with a large needle and several 

instruments!

He didn’t even shave around my groin. He just stuck  

the needle with anesthetic in and without waiting for it  

to numb made an incision and proceeded to squeeze it  

up and down and inside out. It was barbaric! I felt as 

though I was being punished for being on the ‘done. 

Then, to finish it off, he hacked the head out, like sawing  

a piece of meat. Finally he packed the wound, rough-

ly and with poor technique: he just shoveled in gauze, 

washed his hands, said nothing and walked out!  

No advice. Nothing. I never saw him again.

The nurse finally got around to me, after a few hours  

of pushing her, just to give me a treatment letter for  

the local doctor and a script for antibiotics.

I will not be as hasty in telling anyone about the ‘done. 

This is just one of many experiences I’ve had to endure 

from a person of higher authority. And it won’t be  

the last, I’m sure!

Shazza

BAD Day at the Surgery

Illustration: Rose Ertler
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It’s no wonder that users of illegal substances do their 

level best to hide it.

Not just due to the illegality of it, but for that darker  

reason: we feel ashamed, we see the “normal” others’  

living their lives, raising their kids and taking them on 

holidays once or twice a year.

So we keep our weakness deeply hidden behind masking 

smiles and omissions.

A few years ago I got really sick. Some kind  

of virus, I guess. It had me flat on my back 

and tripping monkey balls. I thought I was 

going to die. It was Indiana Jones’ time  

to get to the toilet and back to the bed. It was 

four or five days of living off frozen orange 

juice and watching the pitch black wrought-

iron-like hallucinations creep from the corners  

of my sight, writhing tentacles that slowly reached for me,  

for what dark purpose I can only guess at.

Eventually I got better: a week later I was up and about, 

surprised that anyone could have survived such  

a terrible thing. But I didn’t recover my appetite.  

I just didn’t get hungry anymore. And I didn’t  

notice it right away either. I started losing weight, 

but didn’t become aware of it until winter  

ended and I saw my reflection for the first time 

in months. I was skeletal, weighing only  

37 kilos.

It frightened me beyond the telling so I headed 

off to the local hospital.

I spoke with the triage nurse and took a seat,  

immersing myself in daytime TV and reading  

all about Brad and Angelina and Paris and  

The Octo-mum. I saw a picture of Michael Moore in 

an ancient New Idea which made me think of Mc-

Donalds: weren’t they once putting appetite 

stimulus in their meat oil? I mean  

everyone was saying that about  

10 years ago. Is that the kind of thing the good doctor will 

advise me to use?

A couple of hours went by before I asked the nurse what 

the hold up was. No real answer. I sat and waited and 

watched other people arriving and seeing doctors  

and leaving. After four hours I was getting upset and with 

just a tad of attitude asked the nurse a second time what 

was going on. She fixed her tiny  

piss-holes-in-the-snow eyes on me and 

told me to sit down. After a further hour 

I was starting to lose control of  

the anger channelling through me.

The Wait Watcher

Illustration: Bodine
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hospital. I believe that my heart and lungs could be hang-

ing out of my arsehole and still that demonic grinning 

nurse would tell me to take a seat and read old issues  

of the Woman’s Weekly. Until I leave.

Another nurse told me later that this really does happen 

in hospitals. People with DDSB - Displaying Drug Seek-

ing Behaviour - are marginalised and ignored. I’ve never 

gone to any hospital to try and score so I’ve nothing else 

to assume but that it was my methadone program history 

that this woman was reacting to. Once I gave my name  

I believe that this tiny black flag popped up, which made 

it A-okay for Nurse Piss-hole-eyes to treat me less  

than fairly.

If you have a history like mine, be sure to hide it.  

Even if it’s been years since you did anything chemical,  

it can come back to haunt you.

Athanesius Blitz

Then the soccer guys showed up, with bleeding elbows 

and skinned knees, about six of them. I was totally livid 

as I watched them one by one ushered into the sacred 

sanctity of the doctors’ area while the fat nurse looked 

over her glasses and grinned at me.

I lost it. There was shouting and swearing and the point-

ing of fingers - I’m terribly embarrassed about it now.  

She got hot faster than I expected and said something 

that really shocked me.

“You won’t get any drugs here! So I don’t even know  

why you’re here!”

I left before any accidental bloodshed occurred.

I eventually fought to get my appetite and general health 

back. It was hard going but I’m good again now.  

I’ve heard that hospital waiting rooms are infamous 

among drug users for this kind of treatment. I believe 

that I have a black flag next to my name at our local  

ARE YOU ON METHADONE, BUPRENORPHINE OR NALTREXONE?

We are a newly formed, grassroots group of pharmacotherapy consumers who are  
currently receiving methadone, buprenorhpine, or naltrexone treatment. We would like 
to have more input into treatment programs as we feel that the consumer perspective  
is often not taken into account.

We have decided that it might be time to come together as a group and try to have some 
of our concerns heard, and we are looking for people to join us in this endeavour.

If you are currently on pharmacotherapy treatment, have recently stopped treatment,  
or are thinking of going onto treatment in the future, and you are concerned with the 
way in which opioid substitution treatment is delivered, you might want to consider  
joining our group. 

While we can’t promise to sort out every issue with treatment, we can certainly put  
our collective heads together to come up with some possible solutions to some of  
the systemic problems that beleaguer the daily lives of those of us on opioid treatment.   

Please email otconsumers@gmail.com to become a member or to join us at  
Google Groups for treatment related discussion.
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Endocarditis. I found out the hard way that as far as 

medical professionals are concerned, anyone who suf-

fers from it is automatically a junkie. Their disapprov-

ing glares and upturned lips were dead giveaways. The 

more forthright ones self righteously snapped at me: “So 

how long have you been shooting up for?” As it happens, 

my infection might have been from injecting (caused by 

bacteria on the skin entering the body with the needle), 

but it was more likely urinary sepsis, as I wear a urine 

catheter bag, another good way for germs to enter the 

bloodstream.

Endocarditis is not fun, and after a severely delirious 

three weeks in intensive care I found out via a very curt 

“interview” with the drug and alcohol team that they  

had placed me on methadone (Physeptone tablets).  

I had been on OxyContin for two and a half years as  

a result of a serious spinal cord injury, injecting nine 

80mg tablets per day. Prior to that 

I had not injected anything, but 

shooting the drug seemed a helluva 

lot more effective than swallowing.

What I couldn’t believe (after 

unfortunately familiarising my-

self with the OxyContin scene 

in Kings Cross and Surry Hills) 

was that I was getting a street 

value of over $8000 worth 

of the drug for $5.30 per 

month! Some people urged 

me to sell some to make 

quick money, however  

I stuck to my principles 

and at my age I was  

not about to become 

a drug dealer. In any case I needed them for myself,  

or I would suffer dearly!

After two and a half years God answered my prayers  

to get off the OxyContin merry–go-round but not in  

the way I expected.

When the drug and alcohol team informed me that  

I was now on methadone, I could have died on the spot!  

I had sworn to myself I would never go on methadone.  

As I lay on the bed absolutely devastated about my new 

substitute narcotic, the world of methadone started  

whirling around in my head. The stigma suffered by 

methadone users says it all: “No-good junkies who should 

all be shot” screams middle Australia. But I had to  

accept my situation as I was so weak I could barely  

speak, let alone wage a campaign to get off methadone. 

However when I was strong enough, the campaign  

would begin!

I was so angry that from that point on I ignored 

the drug and alcohol team when they came to 

see me. My GP told me that she would treat 

me with Physeptone when I was discharged, 

and when I left I saw her each month for 

what I thought was an authority script  

for the drug.

Fast forward eight months and I am 

once again in hospital. After being 

dosed with Physeptone for around 

two weeks into the hospital admis-

sion, the medical registrar came 

to tell me that the hospital 

pharmacist would no  

longer issue me  

Physeptone as I 

Next Time, ASK FIRST

Illustration: Tony Sawrey



was not “registered” with the appropriate authority.  

I responded that if they couldn’t get Physeptone I would 

walk 500 metres to my GP, get them to fill out an author-

ity script and come back to the ward with the 12 boxes 

of 20 tablets required for the month. The registrar then 

saw me later that afternoon and told me that they had 

sourced the Physeptone from overseas!

As it turned out my GP did not know the strict regula-

tory requirements for prescribing methadone (therefore 

how could I?) and when she found out she baulked at pre-

scribing it for me. Now, after months and months  

of picking my Physeptone up once a month from the 

chemist, I have to pick up daily, be case managed, urine 

tested, the whole shebang - all because I have a chronic 

pain condition.

Everyone I ever told about taking methadone asked me  

if I was a junkie and even the ones who should have know 

better turned up their noses on me. Needless to say  

I don’t tell anyone anymore.

Funnily enough, the drug and alcohol team (who I now 

realise I have to get on well with) told me that when it 

comes to stigma, they are in the same boat as users and 

are scorned by their colleagues for what they have chosen 

to do with their professional careers.

At the end of the day, at least I am not weeping in pain.  

I suppose I can thank methadone for that.

Anonymous

Going to rehab any time soon? Most rehabs 
require you to have no drugs in your system 
before they’ll admit you. Many people choose 
to go to detox before they go to rehab, but if 
you’re self-detoxing at home before you go to 
rehab, the following guide could be useful.

Alcohol    8 - 12 hours

Amphetamines   2 - 4 days

Barbiturates 

   (short-acting eg. seconal)  1 day

   (long-acting eg. phenobarbital) 2-3 weeks

Benzodiazepines   3 - 7 days

Cannabis first-time users  1 week

    long-term users  up to 66 days

Cocaine    2 - 4 days

Codeine    2 - 5 days

Ecstasy (MDMA / MDA)  1 - 3 days

LSD    1 - 4 days

Methadone   3 - 5 days

Opiates (eg. heroin, morphine) 2 - 4 days

PCP    10 - 14 days

Steroids (anabolic) taken orally 14 days

 taken other ways  1 month

Note:

Cocaine is difficult to detect after 24 hours.

A special test is needed to detect Ecstasy, as it is 
not detectable in a standard test.

Testing for LSD has to be specially requested.

Monoacetyl morphine (confirming heroin use) 
cannot generally be detected after 24 hours, and it 
converts to just morphine.

The information here was drawn from drug-testing labs, medi-
cal authorities, and internet reports. It is intended as a general 
guide only, and cannot be guaranteed for accuracy. The times 
given refer to the standard urine test - other tests may be more 
specific and accurate. Detection times will vary depending on 
the type of test used, amount and frequency of use, metabo-
lism, general health, as well as amount of fluid intake and exer-
cise. Remember, the first urination of the day will contain more 
metabolites (drug-products detected by the test) than usual.







Have you used the 
Medically Supervised Injecting Centre?

NSW Health has asked KPMG Health and Human Services to do a project on the 
Medically Supervised Injection Centre (MSIC).

The project will look at how well MSIC has worked at decreasing overdose deaths, 
providing a gateway to treatment, reducing discarded needles and public injecting  
and reducing the spread of Hepatitis C and HIV.

We want to talk to you!
We want to speak to people who have previously used the MSIC in Kings Cross as 
part of our project. The interview will take about twenty minutes over the phone.  
We will ask you about your experiences with the MSIC, what you liked and didn’t like 
and any changes it made for you.

The interview will be confidential. You don’t even have to give us your real name.

If you would like to do an interview about the MSIC, please call KPMG on the following 
number to set up a time to do the interview. 

FREECALL 1800 788 725 
Information from these interviews will help KPMG understand how well the MSIC 
works. KPMG are also looking at other information like de-identified information  
already collected by the MSIC, information already collected by other services,  
interviewing current clients and staff at MSIC and other services and a survey for  
local residents and businesses to comment on the MSIC. 

This project runs from June 2009 to July 2010.  At the end of the project, KPMG will 
provide a report to NSW Health to assist with policy making.
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Behind every great community organisation sits a great 

board. The NUAA Board of Governance is no exception. 

Although the Board is bound by numerous government 

regulations, our monthly meetings are anything but  

boring. These dynamic gatherings discuss topics impor-

tant to NUAA and its members. This is a chance for us 

to think about NUAA’s bigger picture, and ask questions 

within the safety of a group that cares about NUAA’s 

wellbeing. And NUAA continues to grow in strength – 

this year the organisation celebrates its 21st birthday.

Naturally, members are the lifeblood of any commu-

nity organisation, so how do new people join the NUAA 

Board? Elections are held each year at the NUAA  

Annual General Meeting (AGM) and the old board steps 

down for the new board to be voted in.

The AGM is also an opportunity for board members  

to give back to the community. Last year’s AGM invited 

Adam Hill, a local artist, to display his photos of inner-

city Sydney while he welcomed us with a live didgeridoo 

(or yidaki) performance. You may have seen Adam’s 

work around Sydney; his aerosol paintings explore  

the friction of modern indigenous cultures within  

Australian cities. Before this, Dr Rick Flowers from  

the University of Technology Sydney led an open  

forum on peer education where he talked about his  

experiences working with multicultural groups. Rick has 

an interesting background in adult education and  

community activism, and the panel ignited with debate 

about people who inject drugs taking control of their 

health information needs. After the AGM, lucky door 

prizes – two $50 vouchers kindly donated by The Co-Op 

Bookshop – were posted to two lucky audience members. 

Our Board members bring to the table a diversity of skills 

and backgrounds, and this variety definitely makes the 

Board stronger. This is why having an active membership 

is vital to NUAA’s future. By becoming an active  

member of NUAA, you directly contribute to the voices 

of drug users being heard, from grass roots to policy 

making levels. Being a member of NUAA means having 

a vote at the AGM, observing a board meeting in action,  

or even putting your hand up to volunteer your time  

on the board itself as a new board member.

Grant Mistler

Secretary, NUAA Board of Governance

Fast Facts
The 2010 NUAA AGM will be held in September •	

11 NUAA members are voted onto the NUAA Board each year at the AGM •	

Board meetings are held once a month •	

For a board meeting to start, at least five board members need to be present •	

One function of the board is to watch over NUAA’s governance structures such as insurance cover  •	
and funding sources 

Another job is to make sure NUAA continues to live well into the future, and this is where you are •	
needed most!

Get on Board!

To become a member of NUAA, simply fill out the form on the back of this magazine and mail it to us.  

Or you can call us on 8354 7300 (Sydney) or freecall 1800 644 413.
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A Drug Affair

Nine years seems like a lifetime to me. Because that is 
how long I’ve been caught up in active addiction. I was  
at the very young age of 12 when my lips first hit the crys-
tal pipe. The sensation was something that will stay with 
me for life. But I soon became dependent, staying up for 
weeks while having the occasional power sleep. I would 
thrive after the sun went down, searching houses to  
finance my habit. Most of the time this would pay, but 
with the good comes the bad. At first, overnight stays  
in Cobham Juvenile Justice Centre, but it wasn’t long  
before the judge gave me my first custodial sentence of 
nine months. This would be terrifying to most 13-year-old 
kids, but I was in my element and among friends.

After Juvie, now aged 14, I went to rehab. I stayed there 
for six and a half months. Because of my loving affair with 
ice I thought that I would give it a surprise visit. Of course 
that was the biggest mistake of my life. The gas was now 
my life and I was doing more stints in juvie because of it. 
Using this much speed will put you in one of three places: 
jail, a psych ward or in a grave. This time it put me in a 
mental institution at Nepean Hospital. After two weeks of 
being admitted I took off again to get a shot of speed, the 
love of my life who I thought would understand.

Soon enough I was doing another 15 months. After be-
ing released I was handed a syringe, but this time it was 
heroin. At that point my fun with gas was over and heroin 
became my new romance. For two days I used Miss H  
and loved every minute. I was now 18 and had a lot more  
access to the wider community (pubs). But like I said  
before, with the good comes the bad, and I knew that 
eventually I would end up in the big house. I was using  
every day at every possible moment. The loyalty and dedi-
cation Miss Heroin showed me was of a level I’d never  
experienced before and I responded very much in kind.

Surprisingly I had straight moments and all I could think 
about was my best mate TJ who passed away from his  
heroin romance at the tender age of 14. My best mate’s 
girl also passed away from a heroin overdose in 2004 and 
the guilt still plagues me: on that dreadful day of her pass-
ing I was supposed to be there with her but  
I went to go get on the speed instead.

Life took a turn that I can’t forget. During my short  
period of freedom (seven weeks) I’d lost my girl, my family 
disowned me, my best mates didn’t want to know me or 
have anything to do with my life. Everything was over-
whelming and I made the painful decision to part ways 

Illustration: Ursula Dyson
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with my loyal and trusty friend, heroin. I went cold turkey 
and was in some physical and emotional pain. But I finally 
prevailed. To my surprise I got myself a job. But true to 
form I only lasted a week. With no education, no formal 
skills, and worst of all a low self esteem I did what I knew 
best: crime. Before long I was back on the gear and doing 
armed robberies again. But Miss H would break my heart 
once more, and I was inside.

I’m now 21 and have been in custody for the past two 
years. With only four months remaining, with the chance 
of a new girl and family support, everything should be 

fine. But it may not be. I still struggle with drug abuse  
on a daily basis. Hopefully by the time I’m released, with  
a little help from counsellors and family, I should get out 
and live my plans of being free from drugs, as I know  
I’ve got a life to live and a family to look forward to.

So to anyone out there struggling with drug addiction, 
with determination and support there is hope. Just stay 
strong. Without a fall ya can’t appreciate victory.

Beau

In the next edition of User’s News, to coincide with the International Harm  

Reduction Conference in Liverpool in the UK, we will be looking at international 

issues affecting drug users and how drug users fair in other countries.

So if you have a story set overseas, write it and send it to us for consideration  

by our Editorial Board.

And send us your other stories as well – you don’t have to have had a passport  

to be published in User’s News.

And remember, we pay 13 cents per published word.  

Send your story to:  

User’s News, NUAA,  

PO Box 278, Darlinghurst NSW 1300

Fax it to us on (02) 8354 7350  

or email it to us at usersnews@nuaa.org.au

Don’t forget to send us your contact information!

User’s News is 

JET SETTING!
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Indian cuisine is famous for bringing together a wide  

variety of fresh ingredients and spices to produce mouth-

watering aromas, beautiful colours and appealing tastes. 

When we say Indian food, is the first thing that pops into 

your head curries? While curries are an important part 

of Indian cooking there are many accompaniments such 

as cucumber raita (yoghurt dip), chutneys and relishes 

that are just as important to the overall flavour  

of the dish.

As you move through the Indian continent you will notice 

that each region is famous for different dishes including:

Tandoori and Korma dishes (north India)•	

Hot and spicy foods (south India)•	

Chilli curries (east India)•	

Use of coconut and seafood (west India)•	

Food is an important part of the Indian culture, playing 

a large role in everyday life. In traditional Indian meals, 

rice is served in the middle of the plate, with various 

curries (vegetarian, meat or fish) and accompaniments 

placed around it. Curries are served with rice (a bland 

flavour) so you can appreciate the spices of the dish and 

delight your palate.  

In some parts of India it is thought that spoons and forks 

are unhygienic, so instead they use their right hand  

to rip up breads such as naan or chapatti and scoop up 

the curry.

Essential Indian ingredients
Black Mustard Seed, Coriander, Cumin, Garam Masala, 

Turmeric and Dhal

Tips to keep in mind
Coconut milk and cream can be high in “bad” (satu-•	

rated) fats. Substitute Carnation™ coconut flavoured 

light condensed milk to achieve the same flavour 

(available in the long life milk section of the super-

market).

Ghee is also high in the ”bad” (saturated) fats and •	

so vegetable oils such as canola or sunflower oil can 

be used instead.

Ingredient lists may look long and scary in Indian •	

recipes, but most of the spices are inexpensive ($1-$2 

from the supermarket) and the same spices are used 

throughout Indian cooking so you can use them 

again and again. (Make sure that you keep your spic-

es in airtight containers away from direct sunlight – 

they will keep fresher for longer this way.)

If you are using fresh chillis in a recipe but don’t •	

want all the heat, cut the chilli in half and scoop out 

the seeds with a teaspoon.

Indian food is a great way to spice up the coming •	

cooler nights, and is excellent eaten as left overs the 

next day. Contrary to popular belief, you don’t need 

to slave away behind a hot stove to produce your 

own mouth-watering Indian sensations. Good luck 

and have fun!

Karina Peacock

Albion St Centre

Indian Cooking
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Dhal
This lentil-based dish is a staple in 
Indian cooking. Lentils are a great 
cheap alternative to using meat and 
are a fantastic source of protein, fi-
bre and slow-release carbohydrates 
to keep you feeling fuller for longer.

Preparation Time: 10 minutes 
Cooking Time: 20 minutes

Ingredients (serves 4)
1 cup (300g) red lentils, rinsed well
3 cm fresh ginger
2 bay leaves
1 cinnamon stick
2 tablespoons of vegetable oil
1 large onion, finely chopped
2 cloves garlic, crushed
2 tsp turmeric
1 tsp cumin
1/2 tsp garam masala
1/2 tsp chilli flakes
2 tbs lemon juice
1/2-1 tsp salt
1 tbs chopped coriander leaves
Naan bread or pappadums, to serve

What you need
Saucepan 
Frying pan
Chopping board 
Knife

Method
Place lentils, ginger, bay leaves 1. 
and cinnamon stick in a large 
saucepan with 3 cups of cold 
water. Bring to the boil; reduce 
the heat to medium and sim-
mer for 10-12 minutes, stirring 
to prevent sticking. Take the 
saucepan off the heat. Remove 
the ginger, bay leaves and cin-
namon stick from the saucepan 
and discard. 

Heat the oil in a large frying 2. 
pan over a medium-high heat. 
Add the onion and cook for 3 

minutes. Stir in the garlic, tur-
meric, cumin, garam marsala 
and chilli flakes and cook for a 
further minute or until fragrant 
(you want the spices to toast, 
but not to burn). Stir in the 
lemon juice and season to taste 
with salt.

Add the lentils to the pan and 3. 
mix well. Cook for a further 3 
minutes, gently stirring con-
stantly. Remove from the heat. 
Stir in coriander and serve hot 
with naan bread or pappadums.

Creamy Lamb Korma
Indian dishes are usually marinated 
or cooked for a couple of hours so 
cheaper cuts of meat, e.g. chuck or 
gravy beef or chicken thigh fillets 
are perfect. Legumes such as lentils 
and chickpeas can also be added to 
curries to make the meal go further.

Preparation time: 15-30 minutes

Ingredients (serves 4-6)
1 kg diced lamb
2 onions: one chopped finely, the 
other sliced into small wedges
2 teaspoons minced ginger
3 cloves garlic, minced
1 tablespoon coriander seeds
2 teaspoons ground cumin
1 teaspoon green cardamom pods
½ teaspoon salt
1 pinch cayenne pepper
2 tablespoons oil
1 onion extra, sliced
2 tablespoons tomato paste
1 cup natural yoghurt

What you need
Bowl (to marinade meat)
Blender/ food processor
Large pan
Knife
Chopping board

Method
In a food processor, blend the 1. 
finely chopped onion, ginger, 
garlic, coriander seeds, cumin, 
cardamom pods, salt and pep-
per to make a smooth paste. (If 
you don’t have a food processor, 
you can put the ingredients in a 
bowl with steep sides and crush 
them with the back of a strong 
spoon until you make a paste. 
You’ll need time and a strong 
wrist to do this.)

Mix with lamb and allow to 2. 
marinate for several hours or 
overnight.

Heat oil in a large pan. Add the 3. 
onion wedges, breaking them up 
with a wooden spoon and frying 
for 2-4 minutes until soft.

Add lamb mixture and stir over 4. 
medium low heat for about 10 
minutes until lamb is browned.

Stir in tomato paste and yoghurt.5. 

Reduce heat to very low and 6. 
cover. Cook for 2 hours, adding 
a little water if needed.

Side dish: Cucumber raita
This cool, refreshing yoghurt relish is 
ideal to serve with curries.

Ingredients
½ cucumber, finely diced
1 ¼ cups natural low-fat yoghurt
¼ teaspoon salt
¼ teaspoon cumin

What you need
Bowl
Spoon

Method
Place diced cucumber in a bowl.1. 

Beat the yoghurt with a fork until 2. 
smooth. Stir into the cucumber.

Stir in the salt and cumin. Cover 3. 
and chill before serving.
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ACON –
AIDS Council of NSW 
1800 063 060
Sydney callers: 9206 2000
Health promotion. Based in 
the gay, lesbian, bisexual and 
transgender communities with a 
focus on HIV/AIDS.

Mon - Fri 10 am - 6 pm

ADIS –  
Alcohol & Drug  
Information Service 
1800 422 599
Sydney callers: 9361 8000
General drug & alcohol advice, 
referrals & info. NSP locations  
and services etc. 24 hrs

CreditLine
1800 808 488
Financial advice and referral.

Hep Helpline
1800 803 990
Sydney callers: 9332 1599 
www.hep.org.au
Mon - Fri 9am - 5pm
Info, support and referral to 
anyone affected. Call-backs and 
messages offered outside hours. 
Email questions answered. 

HIV/AIDS Infoline
1800 451 600
Sydney callers: 9332 9700
Mon - Fri 8am - 6.30pm  
Sat 10am - 6pm 

Homeless Persons  
Info Centre
(02) 9265 9081 or (02) 9265 9087
Phone info & referral service for 
homeless or at-risk people.  
Mon - Fri 9am - 5pm

Karitane
1800 677 961
Sydney callers: 9794 1852
Parents info & counseling. 24hrs
www.swsahs.nsw.gov.au/
karitane/

Lifeline 
13 11 14
Counseling & info on social 
support options. 24 hrs.

MACS – 
Methadone Advice & 
Conciliation Service 
1800 642 428
Info, advice & referrals for people 
with concerns about methadone 
treatment. List of prescribers. 

Mon - Fri 9.30am - 5pm

Multicultural HIV/AIDS 
& Hepatitis C Service
1800 108 098
Sydney callers: 9515 5030
Support & advocacy for people of 
non English speaking background 
living with HIV/AIDS, using 
bilingual/bicultural co-workers.

Prison’s HepC Helpline
Free call from inmate phone for 
info & support. Enter MIN number 
and PIN, press 2 for Common List 
Calls, then press 3 to connect. 
Mon - Fri 9am - 5pm

St. Vincent  
De Paul Society 
Head Office: 9560 8666
Accommodation, financial 
assistance, family support,  
food & clothing.  
Mon - Fri 9am - 5pm

Salvo Care Line
1300 363 622
Sydney callers: 9331 6000
Welfare & counseling. 24hrs

SWOP –  
Sex Workers  
Outreach Project
1800 622 902
Sydney callers: 9319 4866
Health, legal, employment, safety, 
counseling & education for people 
working in the sex industry.

NA –  
Narcotics Anonymous
(02) 9519 6200
Peer support for those seeking a 
drug-free lifestyle.  
24 hr number statewide.

CMA – Crystal Meth 
Anonymous
0410 / 324 384
Regular meetings around Sydney. 
Call for times and locations.
www.crystalmeth.org

SMART Recovery – 
Self-Management &  
Recovery Therapy
(02) 9361 8020
Self-help group working with 
cognitive behavioural therapy.

Family Drug Support 
Hotline
1300 368 186
Support for families of people  
with dependency. 24 hours 

NAR-ANON
(02) 9418 8728
Support group for people affected 
by another’s drug use. 24 hours

Women’s Information & 
Referral Service
1800 817 227

Anti-discrimination 
Board of NSW
1800 670 812
Sydney callers: 9268 5555
Mon - Fri 9am - 5pm

Health Care Complaints 
Commission
1800 043 159
Discrimination, privacy & breaches 
of confidentiality in the health sector.

NSW Ombudsman
1800 451 524
Sydney callers: 9286 1000
Investigates complaints against 
the decisions and actions of local 
government and NSW police.

Help Lines
 Self-help &
Complaints

CRC -  
Court Support Scheme 
(02) 9288 8700

Available to assist people  
through the court process.

Disability Discrimination 
Legal Centre
(02) 9310 7722

Provides free legal advice, 
representation and assistance for 
problems involving discrimination 
against people with disabilities and 
their associates.

HIV/AIDS Legal Centre
1800 063 060 or
(02) 9206 2060

Provides free legal advice to people 
living with or affected by HIV/AIDS.

Legal Aid Hotline
1800 10 18 10

For under 18s.  
Open 9am - midnight  
during the week 

24 hours on weekends 

Legal Aid Commission 
(02) 9219 5000

May be able to provide free legal 
advice and representation. The 
Legal Aid Central office can also put 
you in contact with local branches.

The Shopfront Youth 
Legal Centre
(02) 9360 1847

Legal service for homeless and 
disadvantaged young people.

ASK! - Advice Service 
Knowledge
(02) 8383 6629

A free fortnightly legal service for 
Youth, run by the  
Ted Noff’s Foundation (Randwick 
& South Sydney) in Partnership 
with TNF & Mallesons and Stephen 
Jaques Lawyers.

Legal 
Services
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Aboriginal  
Medical Service, Redfern
(02) 9319 5823

Albion Street Centre, 
Surry Hills 
1 800 451 600 or (02) 9332 9600
Free testing for HIV / hepC & other. 
Medical care, nutritional info & 
psychological support for people 
living with HIV & hepC. 

Haymarket Foundation 
Clinic, Darlinghurst
(02) 9331 1969
Walk-in homeless clinic on  
165B Palmer St Darlinghurst.  
No Medicare card required.

Mission Australia,  
Surry Hills
(02) 9380 5055
GP, dentist, optometrist, 
chiropractor, mental health. 
Medicare card required.

KRC - Kirketon Road 
Centre, Kings Cross
(02) 9360 2766
For ‘at risk’ youth, sex workers, 
and injecting drug users. Medical, 
counseling and social welfare 
service. Methadone & NSP from K1.

MSIC - Medically  
Supervised Injecting 
Centre, Kings Cross
(02) 9360 1191
A safe supervised place to inject. 
66 Darlinghurst Road, Kings Cross 
opposite train station.

South Court, Penrith
1800 354 589
Medical service, sexual health 
& nurses. Vaccinations, blood 
screens, safe injecting & general 
vein care. No Medicare required.

Youthblock, 
Camperdown
(02) 9516 2233 
12 – 24 years. Medical and dental 
available etc. No Medicare required.

The Buttery, Bangalow
Ph: (02) 6687 1111

Corella Lodge,  
Prairiewood
Ph: (02) 9616 8800

Detour House, Glebe
Ph: (02) 9660 4137 

Gorman House Detox, 
Darlinghurst
Ph: (02) 9361 8080 /  
 (02) 9361 8082 

Hadleigh Lodge, Leura
Ph: (02) 4782 7392

Herbert St Clinic, 
St Leonards 
Ph: (02) 9906 7083

Inpatient Treatment 
Unit, Ward 64,  
Concord Hospital
Ph: (02) 9767 8600

Jarrah House, Maroubra 
for women
Ph: (02) 9661 6555

Kathleen York House, 
Glebe  
for women and girls
Ph: (02) 9660 5818

Kedesh House, Berkeley
Ph: (02) 4271 2606

Lakeview, Belmont
Ph: 4923 2060

Lorna House, Wallsend
Ph: (02) 4921 1825

Langton Centre,  
Surry Hills (Outpatient Service 
via Sydney Hospital selective 
process only)
Ph: (02) 9332 8777

Lyndon Withdrawal 
Unit, Orange
Ph: (02) 6362 5444

Meridian Clinic, Kogarah
Ph: (02) 9113 2944

Miracle Haven Bridge 
Program, Morrisset
Ph: (02) 4973 1495 /  
 (02) 4973 1644

Nepean Hospital, Penrith
Ph: (02) 4734 1333 

O’Connor House, 
Wagga Wagga 
Ph: (02) 69254744

Odyssey House,  
Eagle Vale
Ph: (02) 9820 9999

Orana Outpatient With-
drawal Management 
Service, Wollongong
Ph: (02) 4254 2700

Phoebe House, Banksia
Ph: (02) 9567 7302

Phoenix Unit, Manly 
Ph: (02) 9976 4200

Riverlands Drug &  
Alcohol Centre, Lismore
Ph: (02) 6620 7612

St. John of God,  
Burwood
Ph: (02) 9715 9200 or 
 1300 656 273

St. John of God,  
North Richmond 
Ph.: (02) 4588 5088 or  
 1800 808 339

The Salvation Army 
Bridge Program, Nowra 
Ph: (02) 4422 4604

South Pacific Private  
Hospital, Curl Curl
Ph: 1800 063 332

The Ted Noffs  
Foundation, Randwick 
Ph: (02) 9310 0133 or 
 1800 151 045

The Ted Noffs  
Foundation, ACT 
Ph: (02) 6123 2400

The Ted Noffs  
Foundation,  
Coffs Harbour
Ph: (02) 6651 7177

The Ted Noffs 
Foundation, Dubbo
Ph: (02) 6887 3332

WHOS - We Help  
Ourselves, Redfern
Ph: (02) 9318 2980

WHOS - We Help  
Ourselves, Cessnock
Ph: (02) 4991 7000

William Booth Institute, 
Surry Hills
Ph: (02) 9212 2322

Wollongong Crisis  
Centre, Berkeley
Ph: (02) 4272 3000

Ward 65,  
Concord Hospital
Ph: (02) 9767 8640

Medical 
Services Treatment Centres

This list includes detoxes, rehabs and counselling services.  
This is not a comprehensive list. Ring ADIS on (02) 9361 8000 for more.
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Where to Get Fits

This is not a comprehensive list. If you can’t contact the number above or don’t know the nearest NSP in your area, ring 
ADIS on 02 - 9361 8000 or 1800 422 599. ADIS also has a state-wide list of chemists that provide fitpacks.

NSP Location Daytime No Alternative No

Albury 02 - 6058 1800

Auburn Community Health 02 - 9646 2233 0408 4445 753

Bankstown 02 - 9780 2777

Ballina 02 - 6620 6105 0428 406 829

Bathurst 02 - 6330 5850

Bega 02 - 6492 9620 02 - 6492 9125

Blacktown 02 - 9831 4037

Bowral 02 - 4861 0282

Byron Bay 02 - 6639 6635 0428 - 406 829

Camden 02 - 4629 1082

Campbelltown MMU 02 - 4634 4177

Canterbury (Repidu) 02 - 9718 2636

Caringbah 02 - 9522 1046 0411 404 907

Coffs Harbour 02 - 6656 7934 02 - 6656 7000

Cooma 02 - 6455 3201

Dubbo 02 - 6885 8999

Goulburn S.East 02 - 4827 3913

Grafton 02 - 6640 2229

Gosford Hospital 02 - 4320 2753

Hornsby 02 - 9977 2666 0411 166 671

Katoomba / Blue Mountains 02 - 4782 2133

Kempsey 02 - 6562 6066

Kings Cross KRC 02 - 9360 2766 02 - 9357 1299

Lismore 02 - 6622 2222 0417 489 516

Lismore - Shades 02 - 6620 2980

Liverpool 02 - 9616 4810 02 - 9616 4809

Long Jetty 02 - 4336 7760

Manly / Northern Beaches 02 - 9977 2666

Merrylands 02 - 9682 9801

Moree 02 - 6757 0222 02 - 6757 3651

Moruya 02 - 4474 1561

Mt Druitt 02 - 9881 1334

NSP Location Daytime No Alternative No
Murwillimbah / Tweed Valley 02 - 6670 9400 0429 919 889

Narooma 02 - 4476 2344

Newcastle / Hunter 02 - 4016 4519 0438 928 719

New England North 
Regional Area (referral  
service)

0427 851 011

Nimbin 02 - 6689 1500

Nowra 02 - 4424 6300

Orange 02 - 6392 8600

Parramatta 02 - 9687 5326

Penrith / St Marys 1800 354 589

Port Kembla 02 - 4275 1529 0411 408 726

Port Macquarie 02 - 6588 2750

Queanbeyan 02 - 6298 9233

Redfern (REPIDU) 02 - 9699 6188

St George 02 - 9113 2943

St Leonards - Herbert St Clinic 02 - 9926 7414

Surry Hills - Albion St Centre 02 - 9332 1090

Surry Hills - ACON 02 - 9206 2052

Surry Hills - NUAA 02 - 8354 7300

Sydney CBD 02 - 9382 7440

Tamworth 02 - 6766 8081

Taree 02 - 6592 9315

Tumut 02 - 6947 1811

Tweed Heads 07 - 5506 7556

Wagga 02 - 6938 6411

Windsor 02 - 4560 5714

Woy Woy Hospital 02 - 4344 8472

Wyong Hospital 02 - 4394 8298

Wyong Community Centre 02 - 4356 9370

Yass 02 - 6226 3833

Young 02 - 6382 1522



Everyone’s story is different.  
To know more about opiate dependency 
treatment options ask your healthcare  
provider for an Options Pack or visit
www.mytreatmentmychoice.com.au

DAVID’S STORY 
When he started Uni in the 90s, the thought of using drugs 
horrified David. But when his partner of 11 years left him, he 
was plunged into a state of emotional turmoil. Deeply depressed 
and seeking an escape, he tried heroin with a friend. It turned 
him into a very different person. 

“It was never about the euphoria, it was the relief,” David 
recalls. Within months he knew his addiction had consumed 
him. Yet he couldn’t stop.

“I tried to get information – about what treatments were like, 
how hard it is to get off, the kind of feelings I’d experience, how 
to come down. I got a different version from everyone I talked 
to. And most of it was probably wrong.”

David has been in and out of programs ever since. But now he’s on 
something different. And it’s really helping. “I just felt so saturated 
before. I wanted to try something that wouldn’t soak my body.”
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To join NUAA - or just receive User’s News - complete this form and post it to NUAA

Inmates, please give MIN number:         

Name:             

Address:            

City / Suburb:      Postcode:     

Phone:       Mobile:     

Email:             

 Please send me information about NUAA.

 I want to be emailed NUAA’s monthly newsletters.

 I am already a member of NUAA / on the mailing list, but am updating my details.

 I want to be a member of NUAA AND I want User’s News.

 I support NUAA’s aims and objectives. I want to receive User’s News and information on NUAA   

 events and activites. I am allowing NUAA to hold this information until I want it changed or   

 deleted. (If you want to be a member, but don’t want User’s News, tick here   .)

  I want User’s News ONLY.

 I don’t want to be a member, but I want to receive User’s News and information on NUAA events  

 and activities. I am allowing NUAA to hold this information until I want it changed or deleted.

Signature       Date:     

The New South Wales Users & AIDS Association (NUAA) is an independent, user-driven, community-based organisation 
funded by NSW Health. NUAA aims to advance the health, rights and dignity of people who use drugs illicitly; provide 
information, education, and support for drug users; promote the development of legislation and policies to improve drug users’ 
social and economic well-being; and improve the quality and standards of services available to drug users.

NUAA relies on a strong & active membership - people who support the work & aims of the organisation. NUAA membership 
is free, confidential, and open to anyone interested in the issues affecting people who choose to use drugs illicitly. You can 
become a member of the association (receive voting rights, stand for election, and receive User’s News) by sending a completed 
form (below) to NUAA. You can use the same form to be placed on the User’s News mailing list. Copies of User’s News are 
posted free of charge in a plain envelope.

PO Box 278  Darlinghurst  NSW 1300  Australia

345 Crown Street, Surry Hills NSW 2010

t 02 8354 7300 or 1800 644 413  f 02 8354 7350 

e nuaa@nuaa.org.au   w  www.nuaa.org.au

Monday - Friday 10:00 am - 5:30 pm

except Wednesday 2:00 - 5:30 pm

Personal Information Statement:

We collect this information to add you to our database and/or notify you of information and events relating to NUAA. We store this 
information either in hard copy or electronically or both. Access to your information is strictly limited to staff who need it to act on 
your behalf. Your information will not be passed on to any other organisation. You can access and correct your personal informa-
tion by contacting our Privacy Officer on (02) 8354 7300 or freecall 1800 644 413.

NSW USERS & AIDS ASSOCIATION INC


