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Executive summary

The trial of the Medically Supervised Injecting Centre (MSIC) commenced in May 2001
(“Trial”) with the start of the MSIC's operations in Kings Cross, Sydney. The NSW
Government'’s stated objectives for the Trial are to decrease drug overdose deaths;
provide a gateway to drug treatment and counselling; reduce problems associated
with public injecting and discarded needles and/or syringes; and reduce the spread of
disease such as HIV and Hepatitis C.

This evaluation builds on a number of previous independent evaluations and analyses
commissioned by the NSW Government since the Trial began, which have concluded
that the MSIC positively impacts on clients, has a high level of support from local
residents and businesses, has not been shown to cause an increase in local crime or
drug use and saves at least $658,000 per annum over providing similar health
outcomes through other means in the health system.

The aim of the current evaluation is to consider the effectiveness and efficiency of the
MSIC since the Trial was extended in June 2007, and to build on previous evaluations
and their findings. The period for the current evaluation is June 2007 to April 2010.

MSIC clients - From service commencement in May 2001 to the end of April 2010,
12,050 injecting drug users had registered with the MSIC with a monthly average of
111 new clients registered. Over the last five years the trend in the number of new
registrations per month has remained relatively stable with an average of 68 new
registrations a month. Client statistics reflect that the MSIC has reached a socially
marginalised and vulnerable population group of long-term injecting drug users — who
have frequently had no previous interaction with any form of drug treatment. This is
consistent with previous evaluation findings.

Visits - From service commencement in May 2001 to the end of April 2010, there
were 609,177 visits to the MSIC (corresponding to 604,022 medically supervised
injections) with an average of 5,641 visits per month. Since 2004, the number of visits
to the MSIC has remained above or approximately 70,000 visits a year. While there
has been some degree of variability in the number of visits over the nine year period,
for the current evaluation period (June 2007 to April 2010) the trend has remained
relatively stable, with a modest downwards trend.

The findings of this evaluation are consistent with and build on findings from previous
evaluations in relation to the four objectives for the Trial:

e Decreasing drug overdose deaths: The MSIC provides a safe injecting
environment and has a record of managing overdose events. Since opening, the
MSIC has managed 3,426 overdose events with no deaths onsite. It is reasonable
to assume that a proportion of these overdose-related events managed at the
MSIC would have led to overdose injury or overdose death had they occurred in
another location (public place or a private dwelling) that did not have accessible
medical supervision and intervention. Analysis of external data sets suggests that
the MSIC appeared to have a positive impact on reducing the average monthly



number of public opioid overdoses (resulting in ambulance attendances) in areas
closest to its vicinity.

Providing a gateway to drug treatment and counselling: The MSIC reaches a
socially marginalised and vulnerable population group of long-term injecting drug
users who have frequently (40%) had no previous interaction with any form of drug
treatment or the wider service system. From service commencement in 2001, the
MSIC provided 8,508 referrals to other services, nearly half of which were related
to drug treatment (3,871). The more frequently a client visited the MSIC, the more
likely they were to have accepted a referral to a drug treatment service. The rate of
referral stabilised at a lower level in the last four years in comparison to the five
years previous to that — most likely reflecting the stabilisation in the rate of new
client registrations and the mix of MSIC clients attending the MSIC at particular
frequencies (e.g. overall, more visits were attributed to frequent MSIC attenders,
while a lower proportion were attributed to those that attend infrequently). During
the evaluation period, the rate of uptake of drug treatment from these referrals has
significantly increased compared with 2001-02 rates. Overall, evaluation findings
indicate that the MSIC acts as a gateway for drug treatment.

Reduce problems with public injecting and discarded needles and/or
syringes: Findings from local community telephone surveys (repeated with a
random sample of Kings Cross residents and business operators in 2000, 2002,
2005 and 2010) indicate that the proportion of residents who report having
observed public injecting in the past month has halved since 2000 (prior to the
commencement of the Trial). Of residents surveyed during 2010, 27% reported
seeing public injecting in the past month compared to 55% in 2000. Similarly, the
proportion of business owners who reported having observed public injecting in the
past month has also declined sharply, reducing from 61% of respondents prior to
the opening of the MSIC in 2000 to 22% in 2010.

There has also been a steady decline in the proportion of residents who reported
seeing publicly discarded syringes in the past month. This has declined from two-
thirds of residents prior to the opening of the MSIC (66% in 2000) to 46% of
respondents in 2010. There has been a similar decline amongst business
respondents, from 80% of respondents in 2000 to 46% in 2010.

Data on needle and syringe collections suggests that since the commencement of
the MSIC services there has been a considerable reduction of the total number of
needles and syringes collected in its vicinity during the period 2004 to 2009.
Moreover, the greatest reduction has been in the areas immediately adjacent to
the MSIC. Nearly all (92%) current clients of the MSIC interviewed reported that
the MSIC had helped them reduce injecting in public places. Based on information
analysed, since the commencement of the Trial in 2001, there has been reduced
problems with public injecting and discarded needles and/or syringes.

Reducing the spread of diseases such as HIV and Hepatitis C: A key
component of the information and advice provided by the MSIC to clients (and
supporting the MSIC protocols and practices) relates to the practice of injecting in a
safer manner — including reducing the risk of spread of blood-borne viruses. Current
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MSIC clients reported (from survey and interview) an increase in knowledge of the
risk of spread of blood-borne viruses and described behavioural changes that
reflect safer injecting practices to minimise this risk.

As noted, there has been a considerable reduction of the total number of needles
and syringes collected in the vicinity of the MSIC in the last five years, and the
greatest reduction has been in the areas immediately adjacent to the MSIC. This
has implications for risks of spread of blood-borne viruses for injecting drug users
(public injecting recognised as higher risk) and the general public in the MSIC
vicinity, through reduced risk of needle stick injuries in public places and reduced
associated risk of infection with a blood-borne virus.

A notable decline was observed in the number of Human Immunodeficiency Virus
(HIV) and Hepatitis C infection notifications between 1999 and 2009 for people
living in the Kings Cross area (postcodes 2010 and 2011). Whilst this was true of
Hepatitis C infection notifications for the rest of NSW, in the case of HIV infection
notifications a slight upward trend was observed for people residing in the rest of
NSW over the same period. In the absence of substantial data from the period prior
to the MISIC commencement, it is not possible however to attribute any change in
infection notifications to the operation of the MSIC.

Conclusions - The findings of this evaluation are consistent with and build on findings
from previous evaluations commissioned by the NSW Government. The MSIC
provides a service for, and was utilised by a socially marginalised and vulnerable
population group, many of whom had not previously accessed drug treatment or
support services.

The MSIC provides a safe injecting environment and has a record of managing
overdose events. Findings indicate that the MSIC provides a service that reduces the
impact of overdose-related events and other health related consequences of injecting
drug use for MSIC clients, and provides access to drug treatment with a high degree
of uptake of referrals.

Since the commencement of the MSIC, data sources indicate that there has been a
decline in the total number of discarded needle and syringes collected in the vicinity of
the MSIC and reduced sightings of public injecting. Results from a random survey of
local Kings Cross residents and business operators indicate that there is strong
support for the MSIC that has trended upwards over time. There was also consistent
support for the MSIC voiced by relevant local service system representatives during
interview (including NSW Ambulance, local Emergency Departments, NSW Police,
public and private alcohol and drug services and mental health services). Further,
interviews conducted with current and former clients of the MSIC described the
positive impact of the MSIC's services.
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Foreword - structure of this report

This report is structured with two distinct parts — Part A and Part B. Part A presents
the executive summary, a brief introduction to the evaluation, a summary of the
methodology, and presents the key findings of the evaluation including findings against
the four stated NSW Government objectives for the Trial:

decrease drug overdose deaths
provide a gateway to drug treatment and counselling

reduce problems associated with public injecting and discarded needles and/or
syringes

reduce the spread of disease such as HIV and Hepatitis C.

Part B presents a detailed description of the evaluation methodology and analysis
against the nine domains of the evaluation:

Evaluation Domain 1: to review client demographics provides MSIC service
usage and presents characteristics of people when they register to use the service,
including demographics, health issues and alcohol and drug history.

Evaluation Domain 2: to review whether the systems, protocols and
processes are appropriate for the client group describes the MSIC processes
and feedback from clients, staff and key local service system representatives.

Evaluation Domain 3: to monitor the level of demand for the MSIC analyses
MSIC data and provides client and key local service system representative
feedback in relation to demand.

Evaluation Domain 4: to review whether the mix and level of services are
appropriate in the context of the Government’s objectives describes service
activity, drugs injected onsite, additional services provided onsite including referrals
and discusses the MSIC's role as a ‘gateway to drug treatment’. This section also
describes the role of the MSIC within the local service system.

Evaluation Domain 5: to review the operation of protocols excluding clients
or potential clients in certain circumstances describes the rationale and
processes for excluding individuals from using the MSIC and feedback from clients,
staff and key local service system representatives.

Evaluation Domain 6: to review the effectiveness of the MSIC on clients’
health and wellbeing describes the extent to which the MSIC is accessing the
intended client group, provides information on overdose events onsite, outcomes
of referrals and self-reported impact on injecting practices.

Evaluation Domain 7: to review the effectiveness of the MSIC in relation to
the local community in improving public amenity provides relevant needle
collection data and results from a survey of the local residents and businesses.
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o Evaluation Domain 8: to review relevant external factors and evidence
provides local and statewide information from NSW Ambulance, Emergency
Department and death data.

e Evaluation Domain 9: have there been any unintended consequences of the
Trial provides information collected through interviews with current and former
MSIC clients, MSIC staff, relevant key local service system representatives and a
survey of the local community.

Appendix D presents the evaluation domains and underlying questions sought to be
addressed by the evaluation.
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1 Introduction

The Trial of the Medically Supervised Injecting Centre (MSIC) commenced in May
2001 with the start of the MSIC's operations in Kings Cross, Sydney.

Arising from the 1999 NSW Drug Summit?, the NSW Government agreed to trial one
such facility in one location with this commitment given effect through the Drug
Summit Legislative Response Act 1999 (NSW) (the Act).

The Act was originally passed by NSW Parliament in 1999 and has been extended four
times. The most recent amendment was for a four year period to October 2011. In
conducting the Trial, the NSW Government's express objectives were to:

e decrease drug overdose deaths
e provide a gateway to drug treatment and counselling

e reduce problems associated with public injecting and discarded needles and/or
syringes

e reduce the spread of disease such as HIV and Hepatitis C°.

The Drug Summit legislation amended the Drugs Misuse and Trafficking Act 1985 to
insert Part 2A into that Act and thereby established the statutory framework for the
Trial. Responsible Authorities were also established to oversee the Trial's operation
with these being the Director-General, NSW Health and the NSW Commissioner of
Police with their roles and responsibilities also set out in Part 2A of the Drug Misuse
and Trafficking Act 1985. In particular, the Responsible Authorities are the decision
makers with regard to issuing of a licence to operate an injecting centre, with only one
allowed at a time. The current and only license issued under the Act was issued by the
Responsible Authorities to Uniting Care NSW/ACT for the MSIC at Kings Cross.

Background
The MSIC provides:

e a safe, clean, discreet environment, for injecting drug users to inject under the
supervision and care of qualified health professionals (a medical director and
registered nurses) to reduce morbidity and mortality associated with drug injection
and overdose

e access to clean materials for drug use and access to safe disposal methods

e advice about unsafe injecting practices to avoid spread of disease and reduce the
risk of overdose

e unigue opportunities to successfully engage with a vulnerable and marginalised
cohort of long term injecting drug users, many who have previously never sought
treatment

e advice and referrals to support clients to engage with drug treatment services
(such as methadone maintenance programs), and to health care and social services
(such as accommodation) to support clients, particularly those most at risk.

Further evaluation of the Medically Supervised Injecting Centre 3



Previous evaluations of the Medically Supervised Injecting Centre

Since the Trial commenced in 2001, the NSW Government has commissioned a series
of independent evaluations and research to determine whether the MSIC and its
services delivered against the NSW Government's objectives.

The previous work was conducted by:

A consortium of National Centre in HIV Epidemiology and Clinical Research
(NCHECR), University of New South Wales; School of Public Health and
Community Medicine, University of New South Wales; National Drug and Alcohol
Research Centre (NDARC), University of New South Wales; New South Wales
Bureau of Crime Statistics and Research (BOCSAR); New South Wales Department
of Health

New South Wales Bureau of Crime Statistics and Research (BOCSAR)

National Centre in HIV Epidemiology and Clinical Research (NCHECR), University of
New South Wales

SAHA International (an independent advisory firm).

Key findings from these independent evaluations and research include:

MSIC is having positive impacts on its clients

there is a high level of local support from Kings Cross residents and business
operators

there is no evidence that MSIC has led to an increase in local crime or drug use

MSIC is cost effective and saves at least $658,000 per annum compared to
providing similar health outcomes through other means in the health system

MSIC has overall met the Government’s objectives, and is effective in reducing the
harms associated with injecting drug use.

Detailed references to the report arising from this commissioned work and their
findings are presented in Appendix C.



About this evaluation

NSW Health commissioned this evaluation on behalf of the NSW Government via
public request for tender (RFT No. DOH 09/01), Evaluation of the Medically Supervised
Injecting Centre 2007 -2011. The tender was awarded to KPMG.

Evaluation aim

The aim of this evaluation is to consider the effectiveness and efficiency of the
Medically Supervised Injection Centre (MSIC) since the Trial was extended in June
2007.

Evaluation objectives

This evaluation builds on previous evaluations with a particular focus on outcomes
achieved for the clients of the MSIC.

The evaluation is based on the evaluation specifications developed by NSW Health to
report against the NSW Government’s stated objectives for the Trial, which are:

e decreasing overdose deaths
e providing a gateway to drug treatment
e reducing discarded needles and drug use in public places

e reducing the spread of diseases such as HIV and Hepatitis C.

Key areas for evaluation

This evaluation includes both process and results elements. The nine key areas for
evaluation (or evaluation domains) are:

Process Evaluation
e To review client demographics.

e To review whether the systems, protocols and processes of the MSIC are
appropriate for the client group.

e To monitor the level of demand for the MSIC.

o To review whether the mix and level of services are appropriate in the context of
the Government'’s objectives.

e To review the operation of protocols excluding clients or potential clients in certain
circumstances.

Results Evaluation
o To review the effectiveness of the MSIC on clients’ health and wellbeing.

e To review the effectiveness of the MSIC in relation to the local community in
improving public amenity.
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o To review relevant external factors and evidence.
o To examine and identify if there are any other unintended results from the Trial.

These evaluation domains were also supported by a series of key questions that are
set out at Appendix D. Section 5 to Section 13 describes the findings from the
evaluation aligned to each of the nine evaluation domains.

Evaluation methodology and activities

This evaluation used a mixed method design for the collection of data and information.
These methods comprised both qualitative and quantitative approaches in order to
address both the requirements for process and outcomes evaluation, and to answer
the range of questions the evaluation required. The evaluation drew on multiple
sources of data to build a detailed and accurate understanding of the MSIC and its
operation and impact. This includes analyses of existing information and data and
collecting new quantitative and qualitative information through consultations and
surveys.

In addition, interviews with current and former MSIC clients were invaluable in
informing this evaluation from a client perspective. Four of the interviewees, two
current clients ‘Dave’ and '‘Penny’ and two former clients “Trevor’ and ‘Julie’ (not their
real names), are presented below to provide a face to the MSIC clientele and a context
to the client perspectives presented through the report.

Dave is a long term injecting drug user and current client of the MSIC. He started
injecting drugs when he was 24 years old and is now 46 years old. He began attending
the MSIC in 2003. Dave works during the day as a labourer and typically injects at the
MSIC each evening after work. He has also changed his injecting behaviour and has
been referred to multiple services, including drug treatment. He says that the MSIC is
"“a controlled safe environment and they can help with anything”.

Penny is a 20 year old Aboriginal woman and current client of the MSIC. She started
injecting drugs when she was 18 years old. She was told about MSIC by a friend and
has been attending the MSIC for the past two years, normally at least once a week.
She stated she has improved her injecting practices and has been referred to multiple
services, including drug treatment, through MSIC. She said that MSIC has helped her
with many aspects of her life, such as regular health checkups. She says that ‘it's not
just about injecting, they are here to talk and they changed my life".

Trevor is a former client of the MSIC (2006-09). When he started using drugs, he was
homeless and had recently found out he had Hepatitis C (a blood-borne virus). He
wanted a clean, safe and supervised environment where he could inject and was
typically attending the MSIC multiple times each day. Since attending MSIC, he said
he has stopped sharing drug equipment. Trevor described a health promotion activity
at the MSIC where staff shone UV lights onto various surfaces, highlighting bacteria
and invisible amounts of blood as a wake-up call. MSIC assisted him to access drug
treatment by organising (and brokering) a private drug treatment place for him for six
months. He now has his own apartment, is receiving treatment for Hepatitis C and is
in the process of starting a job where he will encourage other people with Hepatitis C



to be assessed for treatment. He no longer injects drug. He said “MSIC saved my life,
| wasn't on a good road and they supported me all the way”.

Julie is a former client of the MSIC. She started attending the MSIC when it opened in
2001, saying it was not safe for her to use on the street because she got so
intoxicated. Between 2001 and 2009, she injected multiple times each day at the
MSIC. She has four children, who were all in care while she was injecting drugs. When
she decided to stop injecting drugs, MSIC staff helped her access a range of services,
including women's refuges and drug treatment, by providing her with information and
making telephone calls for her. She and her husband have moved away from Kings
Cross, are on methadone maintenance and have stopped injecting drugs. She says
that “if you need an out [from injecting drugs], MSIC can help you”.

A detailed description of the methodology of this evaluation is set out in Part B of this
report (Section 4) which comprises the detailed technical report against the evaluation
domains described above.

Further evaluation of the Medically Supervised Injecting Centre 7






2 Key findings against the Government'’s
objectives for the Trial

This section of the report summarises the key evaluation findings against the NSW
Government's four stated objectives.

The NSW Government's four stated objectives for the Trial are to:
e decrease drug overdose deaths
e provide a gateway to drug treatment and counselling

e reduce problems associated with public injecting and discarded needles and/or
syringes

e reduce the spread of disease such as HIV and Hepatitis C*.

A summary of MSIC clientele is presented before the NSW Government's four stated
objectives are directly addressed.

MSIC clients

From service commencement in May 2001 to the end of April 2010, 12,050 injecting
drug users registered with MSIC as clients with a monthly average of 111 new clients
registered®. Over the last five years, the trend in the number of new registrations per
month has remained relatively flat with an average of 68 new registrations a month
(February/April quarter 2005-06 to May 2010). The proportions of clients in each MSIC
visit frequency category have also stabilised during this period suggesting that the
overall MSIC client cohort has stabilised. Notably, while representing the minority (7%)
of the total clients registered, long-term frequent injecting drug users (>98 visits to
MSIC a year) are the primary users of the MSIC service (accounting for 60% of all
visits).

Most clients were male (74%) with an average age at registration of 33 years and had
been injecting for an average of 13 years. At the time of registration, 70% were not
employed, approximately 35% had completed only some secondary education, 16% of
clients were in unstable accommodation, and 23% had been imprisoned in the
previous 12 months. Forty six per cent of all new registrants reported at registration
they had injected in a public place in the month prior, and 40% had never accessed
any drug treatment. These client statistics reflect that the MSIC has reached a socially
marginalised and vulnerable population group of long-term injecting drug users — who
frequently had not previously had interaction with any drug treatment. This profile is
consistent with previous evaluation findings.
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Decrease drug overdose deaths
This section is divided into two, highlighting:

e the services that MSIC provides that aim to reduce the risk of overdose injury and
overdose death of injecting drug use and associated findings

e external data sources that provide an indication of the change over time in the
provision of services by mainstream health services that respond to overdoses,
and overdose death data.

The circumstances leading to overdose (and subsequent involvement of ambulance,
emergency department and deaths) are complex. There is a level of caution needed
when drawing conclusions from interpretation of this data. These events are impacted
by a range of factors, such as changes to the availability, purity and price of drugs.
While external data can be useful sentinel indicators for the environment that the
MSIC operates within, it is not possible to ascribe causality of any one factor to
changes in these figures.

The role of MSIC in reducing the risk of overdose injury and overdose
death

There are inherent risks of physical injury and potential overdose death associated with
injecting of illicit drugs, where the nature of the substance to be injected is unknown.
The MSIC reduces the risk of injury and overdose death of injecting drug use in a
number of ways, by providing:

e A clean, safe place to inject that is medically supervised, allowing earlier
intervention to manage an overdose. This early intervention can prevent
symptoms worsening and potentially reduce injury and/or death due to
overdose. |t is recognised that medically unsupervised injecting has considerable
risks of overdose injury and death that could be avoided with supervision and
earlier medical intervention®. There have been 604,022 injections at the MSIC from
service commencement on 6 May 2001 to 30 April 2010, which would otherwise
not have been medically supervised.

Public injecting (i.e. injecting in a street, park, public toilet or car) is recognised as a
high risk practice for injecting drug user health® (including risk of overdose injury
and overdose death). Nearly half of all new registrants (46 %) reported that they had
injected in a public place in the month prior to registration. Evaluation findings
suggest there has been a decrease in public injecting since MSIC service
commencement. Of current MSIC clients surveyed, 96% stated that since
attending MSIC, they had reduced injecting in public. The majority of clients
interviewed reported that during MSIC opening hours, they only inject at MSIC. Of
clients interviewed who inject in other locations during MSIC opening hours, the
most frequently reported location was in their own or at a friend’s home. This is
consistent with the location reported by clients on initial registration at the MSIC.

From service commencement on 6 May 2001 to 30 April 2010, 3,426 drug
overdoses have been successfully managed at the MSIC. There have been no
overdose deaths at the MSIC. After a person has injected, MSIC protocols are for
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the person to move to an after-care area where they are encouraged to wait until
they are assessed as ‘fit to proceed’. This practice minimises the likelihood of a
person leaving the MSIC and experiencing an overdose as a result of the injection
self-administered at the MSIC.

Early intervention in an overdose can reduce the level of intervention required and
the harms caused by the overdose. Within a supervised injecting facility, it is
possible to intervene very early in the course of an overdose-related event. This
earlier intervention may negate the need for subsequent naloxone administration,
thereby avoiding potential naloxone-precipitated withdrawal syndrome and
increasing the opportunity for clinical monitoring post overdose®. This strategy may
reduce the likelihood of the client using further opioids to overcome acute
withdrawal symptoms induced by naloxone which may then lead to further risk of
overdose. Heroin-related overdose requiring only oxygen was the most frequent
type of adverse event, constituting 68% of total adverse events recorded between
May 2001 and April 2010. Over the nine years of operation, ambulances have
attended 27 times after receiving a call from MSIC staff to assist with managing
complex overdoses.

It is reasonable to assume that a proportion of these overdoses at MSIC would
have led to overdose injury or overdose death had the client not injected at the
MSIC (in a medically supervised setting, allowing earlier medical intervention).

It is also highlighted that an economic evaluation of the MSIC was commissioned
by the NSW Government as part of the Trial under the current extended Trial
period, and was completed in 2008. The evaluation, which aimed to ‘undertake a
robust economic analysis of the Centre [ed. MSIC] to determine the costs and
benefits in relation to the broader health budget in NSW as well as to any related
government agencies and private enterprise’ found that:

‘even conservative estimates of the number of deaths which MSIC may
prevent each year results in massive positive outcomes in economic terms
for the current funding of the Centre [ed.MSIC]"*°.

¢ Education and advice to clients for managing the risks of drug overdose such
as using in portions, not using alone, and how to identify the early signs of
overdose and how to respond. Over the nine years of service provision, MSIC
staff have provided advice on safer injecting (including vein care) on 23,998
occasions to clients to manage the risks of drug overdose'".

The majority of clients surveyed reported that they had changed their behaviour
and had positive outcomes from attending the MSIC.

Of clients surveyed as part of this evaluation, 97% reported that since coming to
the MSIC, they now inject more safely. Almost 80% of clients interviewed
reported they had changed their behaviour to reduce the risk of overdoses and
were able to identify early signs of an overdose in other people or themselves. In
addition, nearly all clients interviewed stated they had seen someone overdose
either in MSIC, outside the MSIC or both and were able to identify early signs of an
overdose in other people and themselves. It was suggested by MSIC staff during
interview that the event of clients witnessing another client overdose at MSIC
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reinforces the inherent risks of injecting drug use in all settings, and the
significantly greater risk of injecting in an unsupervised environment (i.e. not at
MSIC). See Section 10.4 for further detailed description and analysis.

e A referral point to drug treatment. The role of MSIC as a gateway to drug
treatment is highlighted in this section to reflect the impact of drug treatment
services to lead to reduction and cessation of drug use and therefore reduce the
risk of drug overdose. The findings of MSIC’s role as a gateway to drug treatment
are described in Section 3.2 below.

e A referral point to other services. The majority of clients interviewed reported
that they had accessed other non-AOD services since they started using MSIC.
Common service types accessed included general health, housing and other
support services. It was suggested by MSIC staff during interview that accessing
these services is likely to lead to better health, more stable housing arrangements
and support services that, individually and in combination, support safer injecting
and contribute to reduced likelihood of overdose injury and overdose deaths. See
Section 8.4, and Section 8.5 for further detail.

External data sources that provide an indication of the change over time
of mainstream health services that respond to overdoses-related events,
and overdose death data

Previous evaluation findings describe, coincident with the opening of MSIC, a decline
across New South Wales in events related to opioid overdoses that has been
sustained, and was attributed to a reduction in heroin availability and subsequent
changes in patterns of drug use'?. There remains some discussion in the peer
reviewed literature about whether this decrease was the start of a heroin ‘drought’, a
peak period of a nationwide reduction in heroin availability ', an event associated with
significant decreases in opioid-related harms or the end of a period of unusually high
supply, a heroin ‘glut’'®, which reduced availability to a lower level of supply that has
since been relatively consistent over the period of MSIC service provision 2001-10.
This environmental context must be taken into account when considering external data
sources.

Ambulance attendances at suspected opioid overdoses

From May 1995 to March 2010, there were 35,796 ambulance attendances at
suspected opioid overdoses across NSW'™. Just over half of these attendances
(18,168) occurred during the operating hours of the MSIC, and of these 12% (2,110)
were in the postcodes 2010 and 2011 (Kings Cross vicinity) and 88% (16,058) occurred
elsewhere in NSW.

Just prior to the opening of the MSIC in May 2001 (January 1999 to April 2001),
ambulance attendances at suspected opioid overdoses were on a downward trend in
both NSW and the Kings Cross area (a reduction in nationwide heroin availability is
likely to have contributed to this trend — as described above). Following the
commencement of the MSIC, ambulance attendances for suspected overdoses have
remained relatively constant, albeit with a degree of month to month variability.
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Overall, a 44% decrease in the average monthly ambulance attendances at suspected
opioid overdoses occurring during the hours of MSIC operation was observed in the
Kings Cross area, following the commencement of the MSIC (May 2001 to March
2010), compared to the overall period prior to the MSIC commencement (May 1995 to
April 2001). Notably, this decrease was greater than that observed for the rest of NSW
(36%), and no difference between the reduction in average monthly ambulance
attendances was observed between the Kings Cross area and the rest of NSW for
attendances occurring outside of MSIC operating hours.

In order to gain a more detailed understanding of ambulance attendance trends in the
MSIC vicinity, a comparison was undertaken between ambulance attendances in
postcode 2010 and postcode 2011 occurring pre and post the commencement of
MSIC. (MSIC is located in postcode 2011 and includes the King's Cross area. Postcode
2010 includes suburbs to the south of MSIC — See Appendix E).

The average monthly number of ambulance attendances in postcode 2010 for
suspected opioid overdoses decreased by 5% from 5.9 in the period prior to the
commencement of the MSIC (May 1995 to April 2010) to 5.6 in the period following
the commencement of the MSIC (May 2001 to March 2010). However, a much more
pronounced decrease was observed in postcode 2011, with a 64% decline from
10.2 in the period prior to the commencement of the MSIC (May 1995 to April 2010) to
3.6 in the period following the commencement of the MSIC (May 2001 to March
2010). This trend is consistent with that described in the previous evaluation in 2007 '°,
where a greater decline in the average monthly ambulance attendances (pre vs. post
MSIC opening) was observed in postcode 2011 (the location of MSIC) compared to
postcode 2010.

The Ambulance Service of NSW representative reported that opioid-related overdoses
attended by the Ambulance Service of NSW in the local area tended to occur with
irregular injectors who are not from the local area and not aware of the MSIC. This
may include clients of sex workers and people who have just been released from
prison. The perception of the Ambulance Service of NSW representative was that the
Ambulance Service of NSW no longer tended to see local long term injecting drug
users (i.e. typical MSIC clients) experiencing opioid-related overdoses.

In summary, since the opening of the MSIC, there has been a decrease in the average
monthly ambulance attendances in NSW for suspected opioid overdoses. This
decrease was more prominent within the Kings Cross area than for the rest of NSW,
suggesting that the MSIC is having an impact on public opioid overdoses, at least
within the Kings Cross area. Furthermore, within the Kings Cross area, a greater
decline in average monthly ambulance attendances for suspected opioid overdoses
was observed for areas closer to the MSIC (e.g. those in postcode 2011). This
suggests that the MSIC may be having a greater impact on opioid overdoses that
occur within closer vicinity than those that occur further away. These findings are
consistent with previous evaluations.

Opioid poisoning presentations at Emergency Departments

During the period May 1997 to May 2010, a total of 13,008 presentations to
Emergency Departments in NSW were related to opioid poisoning'’. Of these, just
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over half (6,552) were recorded as occurring during MSIC operating hours'®, and of
these, 21% (1,392) were recorded at St. Vincent's Hospital or Sydney Hospital. The
number of Emergency Department presentations for opioid poisoning during MSIC
opening hours remained broadly consistent, with a slight upward trend, in the period
following the commencement of the MSIC (May 2001 to May 2010). The number of
presentations per month for St. Vincent's Hospital and Sydney Hospital ranged from
one to 17 presentations, compared with eight to 48 for hospitals in the rest of NSW.

Overall, following the commencement of MSIC (April 2001 to May 2010), there was a
20% decrease in average monthly Emergency Department presentations to
St. Vincent's Hospital and Sydney Hospital related to opioid poisoning that occurred
during MSIC opening hours. This was however less pronounced than the decrease
observed for hospitals in the rest of NSW (35%) for the same period.

The Head of St Vincent’'s Hospital and Sydney Hospitals’ Emergency Departments
observed that since MSIC opened, there has been a significant reduction in the
presentations from long term injecting drug users at those two Emergency
Departments. Further, the representative stated that the injecting drug users who now
present at the Emergency Departments typically do not appear to be clients of either
the MSIC or Kirketon Road Clinic.

In summary, there has been a decrease in the number of Emergency Department
attendances to St. Vincent's Hospital and Sydney Hospital due to opioid-related
poisoning. It is difficult to definitively attribute this solely to the activity of the MSIC.
This is because the declines seen in average monthly Emergency Department
presentations to St. Vincent's Hospital and Sydney Hospital were less than those
observed for hospitals in the rest of NSW. In addition, while Emergency Department
presentations to St. Vincent's Hospital and Sydney Hospital were used as proxy
measures for opioid-related poisonings occurring within the Kings Cross area (as
adopted by previous evaluations), it is possible that this measure does not capture all
data as some cases may present at other Emergency Departments within the state.
Finally, this data does not distinguish whether the opioid-related poisoning was
specifically due to injecting drug use or another form of drug intake that may not be
influenced by the MSIC by virtue of it being outside the scope of MSIC's service
policies (e.g. where drugs are taken orally).

Drug related deaths

Table 3-1 below outlines total opioid-related deaths between July 1998 and June 2009
for the Kings Cross area and the rest of New South Wales. Of the 2,038 opioid-related
deaths across NSW in this period, 239 (12%) occurred in postcodes 2010 and 2011
(the Kings Cross area). Total yearly drug deaths fluctuated considerably across the
period in both Kings Cross and the rest of New South Wales; in both jurisdictions, they
fell by close to half between the 2004-05 and 2005-06 financial years, before
increasing in 2006-07, and again in 2007-08 and decreasing in 2008-09.

A decline in the average monthly opioid-related deaths from four in the period prior to
the MSIC commencing (July 1998 to May 2001) to one in the period following MSIC
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commencement (May 2001 to June 2009) was observed in the Kings Cross area,
while a decline of 28 to eight was observed in the rest of NSW for the same time
periods. This equates to an approximate 70% decline for both geographical areas.

The low absolute numbers of opioid-related deaths in the Kings Cross area, in addition
to the fact that a similar reduction was observed for the rest of the state, makes it
difficult to assess the impact that the MSIC has had on opioid-related deaths outside
of the MSIC.

Table 3-1: Opioid-related deaths

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 |2008

-0 |-01 -02 -03 -04 -05 -06 -07 -08

Kinas Cross 63| 42| 33| 10| 15| 26| 14 7| 10| 13 6| 239
9 (13%) | (12%) | (11%) | (7%) | (10%) | (16%) | (10%) | (12%) | (12%) | (13%) | (9%) |(12%)
Restof NSw/| _437| 303| 254| 136| 133| 134| 125\ 52| 74| 90| 61|1,799
(879%) | (88%) | (89%) | (93%) | (90%) | (84%) | (90%) | (88%) | (88%) | (87%) | (91%) | (88%)

Total 500| 345| 287| 146| 148| 160| 139| 59| 84| 103| 67|2,038

Source: NSW Division of Analytical Laboratories (DAL)

Summary of key findings and conclusions

The services provided by MSIC reduce the likelihood of overdose injury and overdose
death by those using the MSIC by providing:

e aclean, safe place to inject that is medically supervised

e education and advice to clients for managing the risks of drug use
e areferral point to drug treatment

e areferral point to other services.

Self-report information from surveys of current MSIC clients, in-depth interviews with
current clients, and interviews with former clients suggests attending the MSIC has
improved knowledge and behaviours and resulted in safer injecting practices and
reduced public injection.

These findings are consistent with observations by key local service system
representatives that since the commencement of MSIC, there has been an
improvement in safer injecting knowledge and behaviour of MSIC clients that has led
to a change to ambulance and emergency department clientele. Ambulance and
emergency department services reported they rarely provide service to MSIC clients
(i.e. long term injecting drug users from the local area), and people treated for opioid-
related overdoses are usually not from the local area and are not aware of the MSIC,
which as previously described is more likely to include clients of sex workers and
people who have just been released from prison.

With respect to ambulance attendances at suspected opioid overdoses, there was a
decrease in the average monthly attendance during MSIC opening hours following the
commencement of the MSIC (May 2001). This was the case for ambulance
attendances both within and outside the Kings Cross area (as defined by postcodes
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2010 and 2011). However, the difference was more pronounced in the Kings Cross
area. Furthermore, within the Kings Cross area, a greater decline in average monthly
ambulance attendances for suspected opioid overdoses was observed for areas closer
to the MSIC (e.g. those in postcode 2011). This suggests that the MSIC may be having
a greater impact on opioid overdoses that occur within closer vicinity than those that
occur further away. These findings are consistent with previous evaluations.

Average monthly Emergency Department presentations associated with opioid
poisoning also decreased following the commencement of the MSIC. However, the
decrease observed was less pronounced for hospitals in the Kings Cross area
(St. Vincent's Hospital and Sydney Hospital) than was observed for all other hospitals
in the rest of NSW, and a number of inherent data limitations makes it difficult to
attribute any improvements solely to the operation of the MSIC.

Approximately 12% of all opioid related deaths in the period 1998-99 to 2008-09 were
recorded in the Kings Cross area (postcodes 2010 and 2011). A decline in the average
monthly opioid-related deaths was observed for the Kings Cross area following the
MSIC commencement. However, the low absolute numbers of opioid-related deaths
in the Kings Cross area, in addition to the fact that a similar reduction was observed for
the rest of the state, makes it difficult to assess the impact that the MSIC has had on
opioid related deaths outside of the MSIC.

In conclusion, based on the data analysed and information available, the MSIC had a
positive impact on reducing the average monthly number of public opioid overdoses
(resulting in ambulance attendances) in areas of NSW closest to its vicinity. There have
also been decreases in opioid-related Emergency Department presentations and
deaths in NSW since the commencement of MSIC. However, based on the external
data available, it is difficult to directly infer the role of the MSIC in these
improvements.
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Provide a gateway to drug treatment

Drug treatment options

In New South Wales, there are a range of drug treatment options for people
experiencing alcohol and drug problems. These include information provision,
telephone counselling, self-help and support groups (e.g. Alcoholics/Narcotics
Anonymous), psychosocial therapies, inpatient and home-based withdrawal, also
known as detoxification (detox), pharmacotherapies (such as methadone or
buprenorphine) and drug courts and diversion programs.

It is recognised however, that once people become dependent on opioids, as many of
the MSIC clients are (frequently long-term opioid injecting drug users — on average
injecting for 13 vyears), effective drug treatment options become more limited. As
explained by the relevant NSW Health clinical guidelines:

‘once established, opioid dependence is a chronic, relapsing condition, and
most opioid users who attempt withdrawal rapidly lapse back into drug use.
Methadone and buprenorphine maintenance are long-term treatments, and
there is strong and consistent evidence that longer periods of treatment are
associated with better outcomes’’’.

The referral of clients is a key role of the MSIC and helps clients to create linkages
with these services. Engaging the client at the right time for referral is important, and
this is explored below.

The right time to refer

Key evidence in this field suggests that opioid-dependent people do not enter drug
treatment immediately after they become dependent.?® Research on injecting drug
users accessing drug treatment indicates that the minimum time to drug treatment for
NSW based clients is 3.3 years.?'

The process of an injecting drug user moving from regular injecting towards drug
treatment and cessation will often occur in small steps. It can be useful to consider
this using a Stages of Change model? where people changing their behaviour move
through four key stages: precontemplation, contemplation, action and maintenance.

This model of understanding and responding to each person’s stage in behaviour
change is also recommended for Australian GPs in relation to smoking cessation. The
Smoking Cessation Guidelines for Australian General Practice recommend that GPs
assess all patients according to these stages of change®. As a comparison point,
cigarette cessation research shows that in the Australian smoking population, most
smokers are either ‘'not ready’ (precontemplating) quitting (37%) or ‘unsure’ about
(contemplating) quitting (42 %)?*.

In many ways, advice provided to GPs in relation to smoking cessation presented
below illustrate the context for MSIC staff encouraging injecting drug users to enter
drug treatment.
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Figure 3-1:  Smoking Cessation Guidelines for Australian General Practice

“Distinguish smokers thinking they should quit from readiness to quit. There are 80-
90% of smokers who think they should quit, but only 20% are actually committed to
quitting now.

The difficulty of quitting smoking, in the context of physical and psychosocial
dependence, needs to be acknowledged.

All groups can be helped, but each group requires a different and targeted
intervention with a different aim. Being patient-centred and non-judgmental is useful
in all approaches.

Redefine success. Success is defined as movement through the model, not just
quitting. Every time you help someone move one stage, you double his/her chance
of success 2 years later. Change may be delayed and not apparent in the short term.
Motivation to change can also change over short periods so windows of
opportunities to assist can occur and flagging motivation can need to be ‘shored up’.

Choosing an effective approach: more time is spent on those people most likely to
benefit and most interested in getting some help. The clinician is also spared the
frustration of failure in trying to help those who are “Not Ready” to quit and the risk
of generating resistance is lessened. Interventions targeted to the stage of change
are also more likely to be effective.

Relapse is a normal part of the quitting process. Most successful ex-smokers make
3 - 4 serious quit attempts before finally breaking their habit. "*

It can be useful to consider the process an injecting drug user is likely to move through
from regular injecting towards drug treatment and cessation when analysing the MSIC
processes and services that support consideration of and accessing drug treatment. It
is recognised that MSIC staff are well positioned to, over time, develop a strong
therapeutic relationship with a client. As a result, MSIC staff can encourage and
support the client to move through the stages of change from pre-contemplation, to
contemplation, to action, at which point, clients can be referred to drug treatment. As
evidence suggests, for some people, heroin addiction can be a lifelong condition, with
the potential for relapse after long periods of abstinence,? MSIC staff may assist
clients to transition through these stages multiple times.

It is recognised from drug treatment guidelines, that one of the principles supporting
access to drug treatment for injecting drug users is that benefits relating to drug
treatment are improved when ‘programs are readily accessible, entry into treatment is
prompt and retention in treatment is high”’?’. The corollary of this principle is that
when entry to drug treatment is delayed, commencement and retention in drug
treatment is likely to be lower.

Timing is particularly important with people who are substance dependent as there is
only a relatively short period of time after each injection before the person starts to
experience symptoms of withdrawal from their most recent drug use, which can be
alleviated either with drug treatment or further drug use.
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The role of MSIC to provide a gateway to drug treatment

To consider the role of MSIC in providing a gateway to drug treatment, it is useful to
describe the key mechanisms of the MSIC service model and processes that support
and facilitate injecting drug users (MSIC clients) to access drug treatment. These are
presented below.

The MSIC provides a unique point of initial contact and ongoing engagement
with injecting drug users — the MSIC service model is designed to remove real or
perceived barriers for potential clients to access the service. This approach,
sometimes described as providing a ‘low threshold” to entry, is used to engage
vulnerable client populations who may not feel able or comfortable accessing other
services. This model supports MSIC to be an entry point to the rest of the service
system (including drug treatment), particularly for vulnerable clients. Approximately
40% of all registered MSIC clients had not previously engaged with any form of
support or drug treatment service prior to attending MSIC. This suggests the MSIC
is providing a unique point of initial contact and ongoing engagement with some of
the more vulnerable and marginalised people, allowing referral for drug treatment
(on initial registration and on subsequent visits), as well as referral to other
services.

There was strong support from key local service system representatives about the
role of the MSIC in providing an entry point to the rest of the service system for a
population of very complex and vulnerable clients. For example, one service
representative described a pathway for injecting drug users is that they initially
access the MSIC, then access the services of Needle and Syringe Programs, then
access drug treatment and progress to accessing primary healthcare services.

Referral to drug treatment on registration — at registration, all potential clients
undergo a comprehensive assessment (including previous drug use, physical and
mental health, and accommodation status) and are offered information and
assistance for all areas of concern, including referral to drug treatment.

Ongoing client engagement and referral opportunities — during each visit,
multiple staff engage with and provide useful, non-judgemental information and
assistance to and genuinely show an interest in the general wellbeing of clients.
This client engagement builds client trust in the service over time, supporting
discussion of the client’s needs for referral to drug treatment as well as referral to
other services. Findings from the client survey reflect this process in practice, with
the majority of surveyed clients agreeing with the statement: ‘Since coming here,
MSIC has helped me to understand my drug treatment options (counselling, detox,
rehab, pharmacotherapies etc)’ (84%)?°.

A dedicated Case Referral Coordinator to support referrals — this onsite
position supports MSIC clients to access drug treatment by linking them with
appropriate private and public drug treatment places and conducting regular follow
up with the service.

Brokerage funding and access to dedicated places in drug treatment -
brokerage funding allows the most vulnerable clients to access private drug
treatment places (mostly on the same day people decide to commence drug
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treatment) when there are waiting lists for public drug treatment places. NSW
Health has provided MSIC clients access to dedicated local public drug treatment
places with additional case management for six months (at the Langton Centre),
reflecting the importance of ready access and prompt entry to drug treatment
impacting on referral outcomes (as described in Section 3.2.2).

Referrals

All clients are offered referral to drug treatment (and referral for assistance to a range
of health and social services) as part of their initial registration — resulting in 12,050
offers of referral to drug treatment since the opening of MSIC.

Details of client referrals are recorded as referrals only when a client accepts them. In
instances where there is no drug treatment position available, despite a referral being
accepted by the client, these are recorded as services provided as opposed to
referrals. Improved recording of this activity was introduced in 2008 in an attempt to
provide a better breakdown of actual referral activity and highlight where referrals
were initiated but not progressed as no suitable drug treatment place was available
(i.e. timely access, location of drug treatment place, availability).

A total of 8,608 referrals were accepted by clients between May 2001 and April 2010.
Of these, 3,871 were for drug dependence treatment (detoxification programs,
counselling, drug treatment and rehabilitation), 2,278 were healthcare related (medical
consultation, diagnostic testing, health education and mental health) and 2,359 were
for social welfare and other services. Referrals for drug treatment represent 45.5% of
all referrals provided to MSIC clients. By comparison, at NSW Needle Syringe
Programs, referrals for drug treatment represent 20% of all referrals provided between
2005 and 2009%. It is important to note when making this comparison that, while
MSIC and the NSP are broadly comparable in that they are low threshold services for
injecting drug users, they do not provide an identical service model or the same range
of services.

The more frequently a client visited the MSIC, the more likely they were to have
accepted a referral to a drug treatment service. The same trend applies for referrals to
all services. More specifically, 64% of frequent attenders (>98 total visits a given year)
accepted a referral to drug treatment, whereas only 1% of infrequent attenders (1-2
total visits a year) accepted a referral to drug treatment. Similarly, 60% of frequent
attenders (>98 total visits a year) accepted a non-drug treatment referral, compared to
1% of infrequent attenders (1-2 total visits in a year). These findings suggest that the
low threshold service model employed by the MSIC, and associated referral
processes, are successful in engaging with and supporting this particularly vulnerable
group of frequent injecting drug users to move towards accepting referrals (many of
whom have not previously had contact with the wider service system).
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Figure 3-2:  Proportion of clients accepting referrals by client visit frequency*
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Source: Medically Supervised Injecting Centre (MSIC)

Table 3-2 the rate of referral to drug treatment per 1,000 visits has fluctuated from a
high of 13.3 in 2001-02 to a low of 4.6 in 2009-10, with an average of 6.4 referrals per
1,000 visits over the nine year reporting period. For the first 5 years of operation
(2001-02 to 2005-06), the rate of referral fluctuated from a high of 13.3 (2001-02) to a
low of 5 (2003-04).

Rates of referral per 1,000 visits from 2006-07 onwards stabilised, with a range
between 4.6 and 5.3 referrals per 1,000 visits (declining by less than one referral per
1,000 visits over the period). These findings are consistent with the trend for all
referrals (including drug treatment, health care, and social welfare and other referrals).

Similarly, the rate of referral to drug treatment per 1,000 clients has fluctuated from a
high of 158.8 in 2001-02 to a low of 111.4 in 2003-04, with an average of 141.2
referrals per 1,000 clients over the nine year reporting period. The referral rate was
more stable from 2006-07 onwards than in previous years, albeit with a modest
decline over the four year period.

The stabilisation of referral rates in the most recent four year period is likely to be due
to the stabilisation of the overall mix of MSIC clients. This is highlighted by the fact
that, in the initial five years of MSIC operation, the proportion of visits attributed to
clients under different visit frequency categories varied, whereas in the last four years,
these proportions have remained constant. Most notably, in the first five years of
operation, the number of visits attributed to ‘frequent’ (>98 visits in a year) attenders
ranged between 30% and 55%, whereas, in the last four years, this proportion has
remained constant at around 60% of all visits (see Figure 8-4).
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This period coincides with a period of stabilisation of two other key indicators; the
annual rate of registration of new clients (see Figure 5-1) and the rate of acceptance of
referrals to all other services (see Table 8-12). In combination, these factors reflect a
more stable mix of clients, with the majority being long-term regular injecting drug
users. See Section 8.5 for further detail.

In addition to accepted referrals, there are were instances were clients stated they
wanted to proceed with a drug treatment referral but the referral was not completed
as no appropriate drug treatment place was available (due to factors such as timely
access, location of drug treatment place and availability). This highlights the urgency of
access, where 'waiting lists’ may be more appropriately assessed in terms of days,
rather than weeks.

Prior to 2008, this attempted referral data was not consistently recorded. This
prevented a clear view of when a client had agreed to commence drug treatment but
the referral was not progressed. From 2008 onwards, MSIC collected information on
attempted alcohol and drug treatment referrals, where a client had agreed to
commence drug treatment but the referral was not progressed. This occurred 85
times in 2009 and 155 times in 2010, which is relatively high compared with actual
referrals to pharmacotherapy drug treatment (175 in 2009, 189 in 2010). This suggests
there may be opportunity to support additional referrals to drug treatment if access to
suitable drug treatment places could be improved. Further investigation is required to
understand the causes for not progressing referrals (e.g. availability and accessibility of
certain types of drug treatment, or location access issues).

Further information on the role of MSIC as a gateway to drug treatment is described in
Section 8.5.
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Table 3-2:  Drug dependence treatment referrals®’

2003-  2004-
Referral type 04 05
Pharmacotherapy | 221 | 192 | 106 | 159| 230| 148 | 149 | 175| 189 | 1,569
treatment (52%) | (43%) | (26%) | (31%) | (38%) | (34%) | (40%) | (49%) | (59%) | (41%)
Detoxification 79| 115| 116| 207 | 259| 186| 129| 117 84 | 1,292
program (19%) | (25%) | (29%) | (41%) | (43%) | (43%) | (35%) | (33%) | (26%) | (33%)
Drug and alcohol 91 91| 104 75 64 41 46 37 27| 576
counseling (22%) | (20%) | (29%) | (15%) | (11%) | (9%) | (12%) | (10%) | (8%) | (15%)
Residential 28 41 56 53 42 43 33 21 17| 334
rehabilitation (7%) | (9%) | (14%) | (10%) | (7%) | (10%) | (9%) | (6%) | (5%) | (9%)
Narcotics
Anonymous/ 12 18 10 9 10 4 9 5 77
self help B%) | (4%) | (2%) | (1%)| (2%) | (1%)| (B%)| (2%)| (2%)
Naltrexone 3 1 3 2 5 8 1 23
maintenance (1%) (<1%) | (<1%) | (<1%) | (1%) | (2%) | (<1%) (1%)
Total drug
treatment
referrals 422 | 451 | 401| 507| 606| 433| 369 | 360| 322| 3,871
Referral
rate/1,000 visits 13.3 7.9 5.0 7.4 8.4 5.3 5.1 4.8 4.6 6.4
Referral
rate/1,000
clients 158.8 | 137.2 | 111.4 | 148.2 | 184.9 | 143.0 | 135.6 | 129.5 | 121.6 | 141.2
Attempted drug
and alcohol
referrals * 85 155

Source: Medically Supervised Injecting Centre(MSIC)
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Outcomes of MSIC referrals

Findings for referral processes used during this current evaluation period reflect
significantly increased uptake of drug treatment referrals compared to previous
research for the period May 2001 to October 2002. This earlier research described
16% of MSIC clients who had a written referral to an alcohol and drug agency
presented to that agency for an assessment for treatment®*.

Findings from this evaluation highlight that:

e In the period from February 2009 (when referral brokerage was re-established) to
April 2010, there were 60 brokered referrals made to drug treatment from February
2009 to January 2010. Of the 60 brokered referrals, all (100%) commenced drug
treatment and nearly two-thirds (63%) are still in drug treatment or have
successfully completed drug treatment. Those who ceased drug treatment without
completing it most commonly did so for financial reasons once the brokerage
period finished.

e Since August 2009, there have been 28 referrals through the NSW Health funded
Langton project (a service arrangement for the MSIC with a local public drug
treatment service), with 22 people (78%) commencing drug treatment. The
majority of those clients (n=15) continued drug treatment (at the Langton Centre,
in the community or in prison)®. In addition, five clients had been in the program
for more than six months and had been transferred to the general Langton Centre
caseload for drug treatment.

These findings are of note as while there has been a stabilisation of referral rates at a
lower level in this evaluation period, the uptake of these referrals has increased
significantly (i.e. relatively fewer referrals provided with a more effective uptake).

Based on available data, the increased uptake of drug treatment referrals appeared to
occur coincident with re-introduction of drug treatment brokerage, and the introduction
of a formal referral pathway to the Langton Centre suggests there may be barriers to
uptake of drug treatment that are addressed via these measures. As noted in the
previous section, data collected from 2008 onwards describes instances when clients
agreed to accept a referral but the referral was not progressed. This data suggests
there remains a level of client interest in receiving a referral for drug treatment that is
not currently met.

As part of investigating the factors contributing to referrals not being progressed, there
may be merit in exploring opportunities to increase the availability of drug treatment at
the time of decision by the client at MSIC (i.e. via brokerage and formal referral
pathways to public drug treatment places) to increase the number of referrals. In
addition, cost of drug treatment appears to be a significant barrier to continuing drug
treatment when brokerage funding ceases. This suggests there may be merit in
exploring opportunities to extend brokerage funding time, or supporting transition to
alternative drug treatment options.
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Challenges of referral to drug treatment

It is recognised that not all MSIC clients seek referral to drug treatment at any
particular point in time.

As previously described, the stages of change theory can be useful in understanding
the process people often go through when ceasing drug use. It is noted that in the
written client survey conducted, there was a group of clients who identified they were
not currently thinking about changing their drug use (10% of clients indicating that
referrals to drug treatment 'does not apply to me’). (This is explored further in Section
8.5.)

As described in Section 3.2.2, it can take multiple attempts for a person to commence
drug treatment to reduce their drug use. The availability of (and immediacy of access
to) drug treatment places are key to people accessing drug treatment and reducing or
ceasing their drug use. Findings from interviews with MSIC staff, key local service
system representatives and MSIC clients suggest there is a perception held by many
interviewed that immediacy of access to drug treatment services could be improved
and that there are insufficient public drug treatment places available in the area. This
may warrant further investigation by NSW Health.

Service representatives noted there will always be a tension between engaging
current injecting drug users with highly complex needs and encouraging drug
treatment without alienating people who are not yet ready to try drug treatment. The
findings of the evaluation suggest that MSIC has been successful in managing this
tension to effectively engage with injecting drug users, develop therapeutic
relationships with clients, and support referral to drug treatment services (often over a
multi-year period of time, and multiple referrals to drug treatment services).

Summary of key findings and conclusions

The MSIC is an entry point into the broader service system, including drug treatment,
and provides multiple opportunities for people to access drug treatment. For many
MSIC clients, attending MSIC was the first contact and referral point for any drug
treatment or other support services. This highlights the unique position MSIC holds to
engage with a marginalised and vulnerable segment of the population that previously
have not been successfully reached.

Ceasing injecting drug use, as with ceasing use of other addictive substances (e.g.
tobacco - cigarettes), requires an assessment of the person’s readiness to change and
recognition that movement towards wanting to stop using may take time and each
step is a success. It is recognised that injecting drug users may access drug treatment
multiple times before ceasing drug use on a more permanent basis. The MSIC is
uniquely placed to engage with clients, identify and encourage a client’s readiness to
change, and to act in a timely manner to facilitate access to drug treatment services at
the right time.

Overall, the more frequently a client visited the MSIC, the more likely they were to
have accepted a referral to a drug treatment service. The same trend applies for
referrals to all services. 64% of frequent attenders (>98 visits to MSIC in a given year)
accepted at least one referral to drug treatment within the given year. This is
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compared to approximately 2% of clients who attended only once or twice accepting
referral to drug treatment in a given year. These findings demonstrates that the low
threshold service model employed by the MSIC, and referral processes, is successful
in engaging with and supporting this particularly vulnerable group of frequent injecting
drug users to move towards accepting referrals (many of whom have not previously
had contact with the wider service system).

The re-introduction of the Case Referral Coordinator role and supporting processes
introduced during this evaluation (a formal pathway into dedicated public treatment
places) have supported markedly increased access to drug treatment for MSIC clients.

The rate of referral stabilised at a lower level in the last four years than the earlier five
years — most likely reflecting the stabilisation in the rate of new client registrations and
stabilisation of the mix of clients by how frequently they attend the MSIC. During the
evaluation period, the rate of uptake of drug treatment from these referrals has
significantly increased compared with 2001-02 rates. Overall, evaluation findings
indicate the MSIC acts as a gateway for drug treatment.

The MSIC provides multiple opportunities for MSIC staff to develop a therapeutic
relationship with clients to engage them in considering behaviour change and to refer
to drug treatment as appropriate. Clients feel they can ask for assistance and advice
and that availability of places and financial considerations are stated to be barriers to
drug treatment.

There may be merit in further increasing the availability of ‘immediate’ drug treatment
at the time of decision by the client at MSIC (i.e. via brokerage and formal referral
pathways to public drug treatment places to increase the number of referrals). In
addition, cost of drug treatment appears to be a significant barrier to continuing drug
treatment when brokerage funding ceases. This suggests there may be merit in
exploring opportunities to extend brokerage funding time, or supporting transition to
alternative drug treatment options.
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Reduce problems associated with public injecting and
discarded needles and/or syringes

As previously stated, one of the objectives of establishing the MSIC was to reduce the
instances of people injecting in public spaces and subsequently disposing of
equipment (particularly needles and syringes) inappropriately in public locations.

Drug use in public places

On registering, between 42% and 48% of all new MSIC registrants reported injecting
in a public place. The places where new MSIC registrants injected in the month prior
to registration included:

e on the street (30%)

e ina public toilet (19%)
e inacar(18%)

e inasquat (5%)

e atanillegal ‘'shooting room’ (4%)%.

t is reasonable to assume that at least a proportion of the 604,022 injections
conducted at MSIC in the last 10 years would otherwise have occurred in public
places.

The majority of surveyed clients (92%) agreed with the statement: Since coming here,
MSIC has helped me to reduce injecting in public places. This aligns with other
findings from the survey and interviews of current clients that suggested increased
knowledge of the risks of injecting (including public injecting) and changed behaviour
to minimise the likelihood of adverse events.

All key local service system representatives interviewed who were familiar with Kings
Cross prior to the opening of the MSIC reported they observed less public injecting in
Kings Cross since the opening of the MSIC.

The proportion of the local community who have seen someone injecting in the
previous month has declined substantially over time with the proportion of local
residents who report having seen public injecting in the previous month halving since
MSIC opened (from 55% in 2000 to 27% in 2010). The proportion of business
operators who have seen public injecting in the previous month has reduced from
nearly two-thirds to about one-quarter (61% in 2002 to 22% in 2010).

Discarded needles and syringes

As described in further detail in Section 11, a primary health service in Kings Cross
provides a needle clean up service which collects discarded needles and syringes in
Eastern Sydney and Darlinghurst, Kings Cross and Woolloomooloo on weekdays
(defined in eight sectors).
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A designated worker collects any injecting equipment discarded in public locations
identified as “hot spots”, which are monitored and adjusted when patterns of public
injecting change. The majority of hot spots are located within a 500 metre radius of the
MSIC. The worker also responds to calls from the public to the NSW Needle Cleanup
Hotline. Monthly counts of discarded needles and syringes collected by the service
have been analysed for the years (May to April) 2003-04 to 2008-09 for each of the
eight sectors around the MSIC.

Data collection for discarded needles and syringes

Overall, the data on discarded needles and syringes collected in the eight sectors
indicates a decline in the total number of needles and syringes collected during the
period reported from 2003-04 to 2008-09°". Specifically, the number of needles and
syringes collected across all eight sectors more than halved from 28,231 in 2003-04 to
12,646 in 2008-09.

The largest reductions have typically occurred in the sectors that have borders within
500 metres of the MSIC (particularly Sectors 1, 3 and 4 — Darlinghurst, Woolloomooloo
and Potts Point), consistent with client and key local service system representative
comments that people prefer to inject in close proximity to where they have obtained
their drugs. Sectors which are further away, such as Sector 2 (East Sydney), have not
seen such pronounced downward trends in needle and syringe collection. Indeed,
Sector 8 (Surry Hills), the furthermost sector, has seen an increase. The total number
of needles and syringes collected in the more affluent Sector 5 (Elizabeth Bay) and
Sector 6 (Rushcutter's Bay) have increased slightly, but absolute numbers in these
sectors are considerably lower than in the other sectors.

Sector 7 (Kings Cross) saw the greatest total number of needles and syringes
collected of all the sectors over the period from 2004-09 (28,056). This is not
surprising, as the MSIC was intentionally located in Kings Cross as it had the highest
prevalence of drug overdose deaths in the state (and Australia), and was associated
with a disproportionate number of ambulance attendances for overdose®. The site
was as close as practicable to the area with highest numbers of discarded needles and
syringes, levels of public injecting and reported drug dealing in the period leading up to
the MSIC commencement®. The number of needles and syringes collected in
Sector 7 in 2008-09 was less than half collected in 2003-04 (2,840 needles and
syringes collected in 2008-09 compared to 6,416 collected in 2003-04).

In summary, while there were fluctuations in the number of needles and syringes
collected in each sector across the six year period of analysis (2003-04 to 2008-09), the
data for most sectors indicate a general downward trend in the total number of
needles and syringes collected. This was particularly so in sectors immediately
adjacent to the MSIC. It should be noted however, that in the absence of comparison
data for the period prior to the MSIC commencement, it is not possible to infer a
correlation between the reduction observed and the operation of MSIC.

In addition, it is highlighted that the majority (81%) of surveyed clients agreed with the
statement: Since coming here, MSIC has helped me to not leave injecting equipment
in public.
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During interviews with current and former clients, a number of clients discussed the
significant change to the level of discarded equipment in the area since the MSIC
opened.

There has been a steady decline over time in the proportion of surveyed local residents
and business operators who had seen discarded equipment in the past month.

The proportion of local residents who have seen discarded equipment in the previous
month has reduced substantially (66% in 2000 to 46% in 2010). There has been a
sharper decline for business operators (80% in 2000 to 46% in 2010)

Finally, all key local service system representatives interviewed who were working in
the Kings Cross area prior to the opening of the MSIC reported they noticed
significantly fewer needles and syringes since the MSIC opened.

Summary of key findings and conclusions

Based on available data, since the commencement of MSIC there has been a decline
in the level of public injecting observed by community and business operators,
substantially fewer reports of seeing discarded equipment or public injecting. Data for
needle and syringe collections suggests that since the commencement of MSIC
services there has been a considerable reduction of the total number of needles and
syringes collected in its vicinity in the period 2004 to 2009. Moreover, the greatest
reduction has been in the areas immediately adjacent to the MSIC. Nearly all (92%)
current clients interviewed reported that the MSIC had helped them reduce injecting in
public places. Based on information analysed, since the commencement of the Trial in
2001, there has been reduced problems with public injecting and discarded needles
and/or syringes.

Further evaluation of the Medically Supervised Injecting Centre 29



Reducing the spread of diseases such as HIV and Hepatitis C

A vital component of the information and advice provided by MSIC to clients (and of
MSIC's operational protocols and practices) relates to the practice of injecting in a
safer manner, to reduce the risk of spread of blood-borne viruses such as HIV and
Hepatitis C. This section specifically considers the elements of the MSIC services that
directly relate to reducing the risk of spread of blood-borne viruses.

A range of equipment, information and advice is provided by MSIC staff to clients
relating to the practice of injecting in a safer manner that focuses on reducing the risk
of spread of blood-borne viruses including:

e providing an hygienic environment and clean equipment required for each injecting
episode to every client

e conducting regular health promotion campaigns to encourage a culture of being
‘blood-aware’ at the MSIC (and also being ‘blood-aware’ if choosing to inject
elsewhere)

e providing disposal facilities in each booth to discourage repeated use of any
equipment

e modelling blood aware practices in the MSIC such as not sharing any equipment,
including ‘ancillary’ items such as tourniquets or spoons (as part of equipment
provided), which can have imperceptible traces of blood that can transmit blood-
borne viruses.

This occurs in addition to practices that generally support good injecting practice, such
as providing hand washing facilities, and encouraging hands and injection site to be
clean before injecting. Clients are not allowed to move around once they have started
injecting which minimises the potential of needle stick injury (and potential spread of
blood-borne viruses as a consequence).

Information obtained from interviews, survey of current MSIC clients and interviews
with former clients suggests an increase in knowledge of, and behaviour changes that
reflect, safer injecting practices to minimise the risk of spread of blood-borne viruses.

e The majority of clients reported that they injected in a safer manner since
becoming MSIC clients. Over half indicated that they had sought and received
advice from a member of staff about injecting and this had been helpful.
Interviewed clients reported receiving advice/information on how to prepare to
inject more safely, how to use equipment properly to minimise risks and advice on
complications.

e Interviewed current and former clients reported a number of approaches were
adopted to support safer injecting. These included using clean equipment for single
use, not sharing, using Needle Syringe Programs, swabbing and generally making
sure that hands are clean before injecting.

e The maijority of clients surveyed reported that they had changed their behaviour
and had positive outcomes from attending the MSIC. Of note is that nearly all
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reported that, since coming to the MSIC, they now inject more safely (97%) and
have reduced injecting in public (92%).

As noted in Section 3.3 (and see Section 11), there has been a considerable reduction
of the total number of needles and syringes collected in the vicinity of the MSIC in the
period 2003-04 to 2008-09, and the greatest reduction has been in the areas
immediately adjacent to the MSIC. This has implications for reducing the risk of spread
of blood-borne viruses for the general public in the MSIC vicinity, in terms of the risk of
needle stick injuries in public places — and the potential for spread of blood-borne
viruses.

As previously suggested, the needle and syringe collection data described in this
section may be considered a proxy for the level of public drug use in the areas of
needle and syringe collection. On this basis, it is suggested that there has likely been
an overall decline in the level of injecting drug use in public places (in the areas of
needle and syringe collection). As noted earlier, this aligns with current MSIC client
interviewed and surveys which indicated changes in behaviour and had reduced
injecting in public (92% of surveyed clients). Public injecting is recognised as higher
risk?®, and as such, a reduction in public injecting can be considered a reduction of risk
of spread of blood-borne viruses (for those injecting drug users who previously
injected in public).

Surveyed clients were very positive about the impact of the MSIC on their injecting
practices.

e Surveyed clients were asked 'What do you think about the MSIC staff and
services: advice from MSIC staff (vein care, safer injecting). The majority of clients
reported this was very good (77%) or good (16%).

e The majority (92%) of surveyed clients agreed*' with the statement: Since coming
here, MSIC has helped me to inject more safely (including reducing my risk of
overdose).

MSIC data — new registration blood-borne virus status

New registrants to the MSIC are asked to indicate whether they have ever been
tested for blood-borne viruses, Hepatitis B, Hepatitis C and Human Immunodeficiency
Virus (HIV), their infection status (if known) and the treatment history for such
infections.

A small proportion (1-2%) of all new registrants between 2001-02 and 2009-10
indicated they had been tested as positive for a HIV infection, while 44-52% indicated
they had been tested as positive for a Hepatitis C infection. The majority of new
registrants (74-78%) indicated that they had never been infected with Hepatitis B.

Particularly with respect to Hepatitis C, this highlights the importance of engaging with
this population group to minimise the spread of blood-borne viruses through
supporting safer injecting practice and education, reducing discarded needles and as
facilitating referrals to drug treatment and other support services.
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HIV and Hepatitis C infections — comparison of Kings Cross vicinity and
the rest of NSW

Data Collection and Analysis

Notifiable Diseases Data (NDD) was obtained from NSW Health for HIV and Hepatitis
C infections by onset date** within postcodes 2010 and 2011 (the Kings Cross vicinity)
and the rest of NSW in order to establish whether the opening of the MSIC in May
2001 has impacted on reported HIV or Hepatitis C infections in the Kings Cross area.

It should be noted that only those cases with laboratory evidence of infection notified
to NSW Health under the Public Health Act (1991) are included in the following
analyses. Whether persons with these infections are notified depends on their health
care seeking behaviour, and the testing practices of the clinicians, which may vary
across NSW. In addition, many Hepatitis C and HIV infections are asymptomatic and
remain undiagnosed for long periods or are never diagnosed. Consequently, these data
are unlikely to reflect the true incidence of these infections. Finally, for many cases,
the time of acquisition of the infection is unknown, and therefore the notification data
represents both acute and chronic infections.

As outlined in Figure 3-3, people living in the Kings Cross  area (postcodes 2010 and
2011) accounted for 23% of all HIV infection notifications in NSW in the period from
1999 to 2009. A downward trend (blue trend line) in HIV infection notifications was
observed for the Kings Cross area for the period between 2003 and 2009. This
contrasts with a slight upward trend in the rest of NSW during the same period
(orange trend line).

Figure 3-3:  HIV infections 1999-09
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In terms of Hepatitis C infection notifications, people residing in the Kings Cross area
(postcodes 2010 and 2011) accounted for a small proportion of the total notifications
for NSW in the period from 1999 to 2009 (4% in total). As indicated in Figure 3-4, there
was a pronounced downward trend (orange trend line) in total Hepatitis C infection
notifications across the rest of NSW between 1999 (7,513) and 2009 (4,002). There
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has also been a downward trend (blue trend line) in Hepatitis C infection notifications
in the Kings Cross area (postcodes 2010 and 2011) (from 218 in 1999 to 173 in 2009).
This represents overall decreases in the number of Hepatitis C infection notifications
of 47% and 21% for the rest of NSW and the Kings Cross area, respectively.

Figure 3-4: Hepatitis C Infections 1999-09
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Summary of key findings and conclusions

Overall, the data on Hepatitis C and HIV infection notifications indicates that there has
been a downward trend in the notification of both types of disease in the Kings Cross
area in the period from 1999 to 2009. In the case of HIV, this trend is in contrast to the
slight upward trend in infection notifications in the rest of NSW, while with Hepatitis C,
the trend is reflective of a downward trend in infection notifications across NSW.

In terms of links between the trends in infection notifications and the opening of the
MSIC, it could be suggested that the opening of the MSIC has helped to reduce the
incidence of HIV and Hepatitis C infection in the Kings Cross area. However, the
limitations of the data (outlined above) should be carefully considered when
interpreting these results.

Notably, in the case of HIV infection notifications, it is not possible to infer that the
reduction in the Kings Cross area compared to the rest of NSW is due entirely to the
opening of the MSIC, as the trend in reduced HIV infection notifications does not
directly coincide with the opening of the MSIC. In addition, it is not possible to
ascertain the cause of infection from the data provided (e.g. the infection may have
been contracted through activities other than injecting drug use).
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3 Evaluation methodology (data sources,
assumptions and limitations)

This section describes the data used for this evaluation and outlines the limitations and
general assumptions adopted for each source of data used. Where specific
assumptions have been applied to individual analyses, these have been noted in the
relevant section accompanying the analyses.

The evaluation aim, objectives and key areas of evaluation are described in Section 2.2.
The key questions and evaluation domains that the evaluation sought to answer are
presented in Appendix D.

The evaluation used a mixed method design for the collection of data and information.
These methods comprised both qualitative and quantitative approaches in order to
address both the requirements for process and outcomes evaluation, and to answer
the range of questions the evaluation required. The evaluation drew on multiple
sources of data to build a detailed and accurate understanding of the MSIC and its
operation and impact. This includes analyses of existing information and data and
collecting new quantitative and qualitative information through consultations and
surveys.

In brief, activities conducted to inform the evaluation include the following:

e analyses of MSIC service activity data sourced from the MSIC database for the
period May 2001-May 2010

e analyses of MSIC program documentation, such as policies and procedures

e analyses of existing third party external data sets including NSW Emergency
Department Data Collection , NSW Ambulance Service Data, Division of Analytical
Laboratories Data, NSW NSP Activity Data and the Kirketon Road Centre Needle
Clean Up Service

e semi-structured group interviews with MSIC management (Medical Director,
Clinical Services Manager, Office Managers)

e three semi-structured group interviews with MSIC operational staff

e semi-structured individual interviews with current MSIC clients (n=43), conducted
at MSIC on three different weekdays and times to access a range of clients
(Tuesday 10.30-3pm , Thursday 10.30- 6pm, Friday 2-10pm)

e semi-structured telephone interviews with former MSIC clients (n=6), advertised
through multiple channels

e paper-based survey at the MSIC for completion by current clients (n=119),
conducted onsite at MSIC for a two week period in February 2010

e targeted key local service system representative interviews with representatives
from local agencies (n=10) (NSW Ambulance, NSW Police, local Emergency
Departments, public and private alcohol and drug services, mental health and other
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support services. A full list of local service representatives consulted can be found
at Appendix A)

e a telephone survey of local businesses and residents was conducted with a
random sample of residents and business operators in the Kings Cross area. There
were 343 resident surveys completed (75.7% response rate) and 203 business
surveys (84.2% response rate).The survey occurred between 21 June and 19 July
2010. This survey replicates previous random surveys of the same community in
2000, 2002 and 2005.

e An online survey was also conducted to provide other members of the Kings Cross
community with an opportunity to provide their views to the evaluation between 7
April and 9 May 2010. The survey was advertised in The Wentworth Courier for
four consecutive weeks.

The remainder of this section describes each data source used for this evaluation in
further detail, and outlines the limitations and general assumptions adopted.

MSIC client and service database

MSIC database overview

The MSIC has a detailed client and service database. The MSIC staff enters into the
database detailed client data once at first registration, and data on the clients’ drug
use, referrals and overdose-related events is entered at each subsequent attendance.
Consistent with the service model which maintains a low threshold for access, the
MSIC database reflects the core information collected for monitoring of service clients
and activity. MSIC does not require clients to provide identification (e.g. driver’s licence
or Medicare card) to verify their identity, allowing clients to use pseudonyms if desired.
The following table shows information entered into the database at registration and
each attendance. This information was provided to KPMG in de-identified format.

It is noted that the MSIC also maintains a comprehensive medical history for each
client as a separate hard copy file.

Collection Information
point

At registration: | Client characteristics data

e characteristics (date of birth, sex, Aboriginal and Torres Strait
Islander status, income, accommodations etc)

Client clinical data

e health (a comprehensive medical history including medical and
psycho-social assessment is undertaken, including results of
blood-borne virus (BBV) tests, treatment for BBV infections,
mental health issues, allergies etc)

e drug treatment history (attendances at Kirketon Road Clinic or
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point

Collection Information

K2, previous treatments including methadone, Buprenorphine,
other detox or rehab, counselling and source of referrals etc)

Client behavioural data

injecting and drug use history (age at first drug injection, last
drug injected, frequency of injection, place where most commonly
inject, propensity to share needles and with whom and how many
people, any specific health issues from injecting, tobacco and
alcohol use etc)

overdose history (age at first overdose (OD), frequency of OD,
place of OD, drug used at OD, ambulance attendance,
requirement for hospitalisation, treatment following last OD,
witness to OD of other person, incarceration history).

At each Attendance data

attendance: .

type of drug intended to be used at current visit
whether the client is accompanied

time since last use

last drug used

recent drug or alcohol use (within the last day)

adverse events (referred to as overdose-related events)

referral details.

General assumptions

The following assumptions were adopted in analysing the MSIC data presented in this

report:

e the database provided to KPMG by the MSIC contains the most up-to-date data
collected by the MSIC at the point of extraction

e the data dictionary (version 15 May 2009) for the MSIC client database (database
version 1.10, software version 1.17.11) was superseded during the course of the
evaluation by version 17 March 2010 (database version 1.12, software version
1.18.2). KPMG's analysis assumed that these two documents provide an accurate
depiction of the structure and content of the MSIC client database during their
respective dates of validity

e throughout the report, records were considered valid (depicted as ‘n’) if data for the
given field matched a valid value as defined in the data dictionary.
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General database limitations

The MSIC data presented in this report must be viewed within the context of the
following limitations:

The majority of the data analysed in this report was restricted to the date range:
1 May 2001 to 30 April 2010. However, some data sources were not available for
this entire period and, in some cases, data earlier than 1 May 2001 is presented.
Where this is the case, it has been noted in the text.

The data collected in the MSIC database is self-reported by the client and may be
subject to bias.

The data for new registrants was used to determine trends in client characteristics
over time. The limitation with this approach is that the trends may not be applicable
to the total active client base as new registrants make up the minority of client
attendances per month and year.

Conversely, it is not possible to use data from the overall active client base to
determine trends in client characteristics over time for some client characteristic
data (i.e. income, accommodation status), client clinical data (health, drug
treatment history) or client behavioural data (i.e. drug use and injecting history), as
it may have changed since being recorded. As such, this 'historical’ data may no
longer reflect an accurate picture of the current client group.

To the extent possible, a high-level ‘reality check’ has been performed on all data
presented, comparing against previously published evaluation reports. The key
limitation preventing a cross-comparison of the entire data sets is that previous
evaluations have generally presented data at an aggregate level separating the
pre-MSIC period from the post-MSIC period, whereas this evaluation has
presented data primarily on a year on year basis to provide more detail on trend
information.

Overall, the majority of indicators/data presented in this evaluation mirror those
presented in previous evaluations. However, it is also noted that due to changes in
the availability and reporting of some data, it has not been possible in all cases to
present data in a form that is directly comparable to previous evaluations. Where
relevant, this has been noted in the text. Importantly, these differences do not
have a material impact on the overall conclusions.

External data sources

General data notes

The following provide general notes regarding the external data analyses presented in
this document:

All data extracted from the MSIC database (see Section 4.1.1) has been presented
according to the period between 1 May and 30 April of each respective year. The
start date of this period corresponds to the commencement of operation of the
MSIC and allows complete years of MSIC operation to be reported. Where
possible, other data presented in this document are also presented according to
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the same year period (1 May to 30 April) for comparability, however this has not

been possible in all cases.

e Other data has been presented as follows:

Data analysis

MSIC visits and Clients

Type
Month on month

Date range presented

1 May 2001 — 30 April 2010

Referred to in figures as
'MSIC Year’

Needle and syringe
collection

Yearly (1 May to 30 April)

1 May 2003 — 30 March 2010

Emergency Department
presentations for opioid
poisoning

Month on month

1 May 1997 — 30 April 2010

Ambulance attendances
at suspected opioid
overdoses

Month on month

1 May 1995 — 30 April 2010

Opioid-related deaths data

Yearly (financial years)
(1 July — 30 June)

1 July 1998 — 30 June 2009

Notifiable diseases (HIV
and Hepatitis C)

Yearly (calendar years)
(1 January — 31 December)

1 January 1999 -
31 December 2009

NSW NSP Activity data
set

Yearly (calendar years)
(1 January — 31 December)

1 January 2005-31 December
2009

Ambulance attendances at suspected opioid overdoses

The nature of the data for ambulance attendances at suspected opioid overdoses were
described in a previous evaluation in 2007 and are reprised with revision below.

Data was available from the NSW Ambulance Service on ambulance attendances at
suspected opioid overdoses in NSW for the period from April 1998 to the end of
March 2010. A suspected opioid overdose was defined as an ambulance attendance
where the patient was administered the opioid antagonist naloxone (Narcan®).

The time of the ambulance booking was used to calculate the number of attendances
that would have or did occur during MSIC opening hours prior to or following its
establishment.

The operating hours outlined in Table 4-1 were used to determine if the attendances
did or would have occurred during MSIC opening hours. Note that, for the period prior
to the MSIC commencement (prior to May 2001), the current MSIC opening hours
were adopted.

N
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Table 4-1:  Opening hours of MSIC by date range®

Start Date Prior to 6-May-01 | 2-Jul-01 18-Mar-02 | 18-May-02 17-Aug-02 28-Jan-03 1-Aug-09
End Date  6-May-01* 1-Jul-01  17-Mar-02 17-May-02 | 16-Aug-02 27-Jan-03 | 31-Jul-09 pTrzsent
9:30 12:00 12:00 12:00 12:00 10:00 11:00 9:30
Sunday 17:30 16:00 16:00 16:30 21:30 18:00 19:30 17:30
18:00 18:00
21:30 21:30
9:30 12:00 12:00 12:00 12:00 12:00 9:30 9:30
Monday 21:30 16:00 16:00 16:30 16:30 16:30 22:00 21:30
18:00 18:00 18:00 18:00
21:30 21:30 21:30 21:30
9:30 12:00 12:00 12:00 12:00 12:00 9:30 9:30
Tuesday 15:45 16:00 16:00 16:30 16:30 16:30 22:00 15:45
18:00 18:00 18:00 18:00 18:00 18:00
21:30 21:30 21:30 21:30 21:30 21:30
9:30 12:00 12:00 12:00 12:00 12:00 9:30 9:30
Wednesday 21:30 16:00 16:00 16:00 16:00 16:00 16:45 21:30
18:00 18:00 18:00 18:00 18:00
21:30 21:30 21:30 21:30 22:00
9:30 12:00 12:00 12:00 12:00 12:00 9:30 9:30
Thursday 21:30 16:00 16:00 16:30 16:30 16:30 22:00 21:30
18:00 18:00 18:00 18:00
21:30 21:30 21:30 21:30
9:30 12:00 12:00 12:00 12:00 12:00 9:30 9:30
Friday 21:30 16:00 16:00 16:30 16:30 16:30 22:00 21:30
18:00 18:00 18:00 18:00
21:30 21:30 21:30 21:30
9:30 12:00 12:00 12:00 12:00 10:00 11:00 9:30
Saturday 17:30 16:00 16:00 16:30 21:30 18:00 19:30 17:30
18:00 18:00
21:30 21:30
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As in previous evaluation reports, the Kings Cross vicinity was broadly defined as the
areas captured by postcodes 2010 and 2011 (includes Darlinghurst, East Sydney, Surry
Hills, Elizabeth Bay, Kings Cross, Potts Points, Rushcutters Bay and Woolloomooloo).
Ambulance attendances occurring in 2010 and 2011 were defined as occurring in the
Kings Cross vicinity and the remaining attendances defined as occurring in the rest of
NSW*.

It should be noted that these data will:

e include a small number of patients who have not overdosed from using heroin or
another opioid per se but who received naloxone (Narcan®) as empirical treatment
to exclude this as a cause of decreased level of consciousness

e exclude actual heroin overdose cases where naloxone was not indicated or where
the attending officers were not authorised to administer naloxone or where the
patient declined naloxone. However, the reliability of these data as an indicator of
the prevalence of non-fatal opioid-related overdose*® and its correlation with trends
in fatal overdoses has been established previously®’.

Opioid poisoning presentations at Emergency Departments

The nature of the data for opioid poisoning presentations at hospital Emergency
Departments were described in a previous evaluation in 2007 and are reprised with
revision below.

The hospitals St Vincent's Hospital and Sydney Hospital record presentations via the
NSW Emergency Department Data Collection (EDDC), and opioid poisoning
presentations are classified as International Classification of Diseases, 9th Revision
(ICD-9) codes 965.0 to 965.09. These codes are: 965.0 opiates and related narcotics —
965.00 opium (alkaloids, unspecified; 965.01heroin, diacetylmorphine; 965.02
methadone; 965.09 other, codeine (methylmorphine), meperidine (pethidine),
morphine.

The time of presentation was used to calculate the number of Emergency Department
presentations that would have or did occur during MSIC opening hours prior to or
following its establishment, as per the calculations for ambulance attendances detailed
above“®.

It should be noted that a number of limitations exist for this data which should be
considered when interpreting the associated analyses. Firstly, while emergency
department presentations to St. Vincent's Hospital and Sydney Hospital may be used
as proxy measures for opioid-related poisonings occurring within the Kings Cross area
(as adopted by previous evaluations), it is possible that this measure does not capture
all cases as some may present at other emergency departments within the state.
Secondly, this data does not distinguish whether the opioid-related poisoning was
specifically due to injecting drug use or another form of drug intake that may not be
influenced by the MSIC by virtue of it being outside the scope of MSIC's service
policies (e.g. where drugs are taken orally).
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Opioid-related deaths

The nature of the data for drug related deaths were described in a previous evaluation
in 2007 and are reprised with revision below.

Data on drug related deaths was obtained from the Division of Analytical Laboratories
(DAL) which monitors drug and alcohol constituents found in blood and tissue samples
of persons who died in drug-related circumstances. A death in the Kings Cross vicinity
was defined as one where the death occurred in postcodes 2010 and 2011, with the
remaining deaths defined as occurring in the rest of NSW. The available DAL data for
the period from the 2004-05 financial year (July 2004-June 2005) to the 2008-09
financial year is used in these analyses.

An important limitation of the opioid-related death data to note is that the detection of
drugs in blood and tissue samples of a deceased person does not always correlate
with drugs being the cause of death. For example, the cause of death may be due to
an injury sustained while under the influence of drugs or may be completely un-related
to the use of drugs. In addition, the detection of drugs in such samples does not
always relate to the injection of illicit drugs. The person may have died due to injury
subsequent to taking a non-lethal therapeutic dose of an opioid (e.g. for routine pain
relief).

Discarded needle and syringe collection

The Kirketon Road Centre (KRC), a primary health care service in Kings Cross, provides
a Needle Clean Up service which collects discarded needles and syringes across eight
defined sectors that approximate with the suburbs of Darlinghurst, East Sydney,
Woolloomooloo, Potts Point, Elizabeth Bay, Rushcutters Bay, Kings Cross and Surry
Hills. The service collects any injecting equipment discarded in these areas in public
locations identified as "hot spots”, which are monitored and adjusted when patterns
of public injecting change. The majority of hot spots are located within a 500 metre
radius of the MSIC. The service also responds to calls from the public to the NSW
Needle Cleanup Hotline.

Monthly counts of discarded needles and syringes collected by the Kirketon Road
Centre Needle Cleanup Team were provided for the period January 2004 to December
2009 for each of the eight sectors around the MSIC.

Needle Syringe Program

Information on public Needle and Syringe Program (NSP) activity is captured in the
NSW NSP Activity data set. Data was provided for all NSW and for South East Sydney
lllawarra Area Health Service for the period 2005-2009 for NSP services provided,
referrals provided, needle clean up and disposal related activity and the total number of
units of injecting equipment dispensed.
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Surveys and interviews

Previous evaluations of MSIC included surveys or interviews of various stakeholders.
Those stakeholders included local residents and businesses as well as existing clients
of MSIC. This evaluation has replicated these surveys and their methods, using
telephone based surveys of residents and businesses, and face to face interviews of
clients. For this evaluation, we have supplemented those methods with an internet
based survey of residents and businesses, as well as interviews with former MSIC
clients. The details of sample selection, sizes and methods used are presented for
each method and stakeholder group, in the following sections. Survey and interview
qguestions are provided in the appendices.

As the response rate/sample sizes of the surveys/interviews conducted were too small
to draw statistical data from, these data should be considered supporting qualitative
data as opposed to a statistically representative sample of the respective target
populations.

Key local service system representative interviews

External key local service system representatives were identified prior to and during
the evaluation by KPMG and the Evaluation Steering Committee. These service
representatives were senior representatives from NSW Ambulance, NSW Police, local
Emergency Departments, public and private alcohol and drug services, mental health
and other support services. These key local service system representatives were
identified based on their organisation’s role in the local service system and their
position to comment on the role of and impact of MSIC to the service system and to
their service clientele.

Email invitations were sent to identified key service representatives and interviews (in
person or over the telephone) were organised.

Key service representatives were asked to consider trend information considered to
date, describe the relationship between their service and the MSIC, their views on the
MSIC, the impact they observed of the MSIC and any unintended consequences.

Interview schedules for key service representatives were developed by KPMG and
endorsed by NSW Health and MSIC. As many of the key service representatives were
employees of the NSW Government, ethics approval was obtained for key service
representative interviews through the NSW Health Population and Health Services
Research Human Research Ethics Committee. For people employed at the NSW Area
Health Service level, research governance approval was also obtained from relevant
Research Governance Offices.

In total, external key local service system representative interviews were conducted
with 10 organisations, representing the critical organisations that work with MSIC
and/or their clients. The information obtained from these interviews provided the
evaluation with an understanding of the perspectives of key local services in the local
service system in terms of MSIC’s role and impact on the local service system.
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Telephone survey with local residents and business operators

A telephone survey of local businesses and residents was conducted with a random
sample of residents and business operators in the Kings Cross area

There were 343 resident surveys completed (75.7% response rate) and 203 business
surveys (84.2% response rate). The survey occurred between 21 June and 19 July
2010.

Telephone surveys have been conducted of local residents and business operators in
the previous evaluations (prior to MSIC opening in 2000, in 2002, 2005 and repeated
for this evaluation). The survey explores local resident and business operator opinions
regarding public injecting, discarded needles and syringes, and support for the MSIC.

To allow for longitudinal analyses of these data, the approach for the telephone survey
was essentially identical to previous surveys, in terms of the sampling technique,
sample sizes and questions asked since the initial survey conducted prior to the
establishment of MSIC in 2000“°. The survey was conducted by the Hunter Valley
Research Foundation, which had conducted the telephone surveys for previous
evaluations. All aspects of the survey was endorsed by NSW Health and MSIC and
approved by the Human Research Ethics Committee at Uniting Care.

Based on the 2005 residents' sample and our residents' sample (306 and 343), we
could detect a change of 5% in the rate of a frequently held (or conversely, rarely held)
opinion in 63% of cases. So, moderate power to detect changes in opinions. In saying
this, "frequently" held means 90% or more of respondents expressed that opinion and
‘rarely held" means 10% expressed that opinion. For the business surveys, again using
the 2005 sample size and our sample size, the corresponding power to detect a 5%
change is 42% - low to moderate.

Internet-based survey of local residents and business operators

In addition to the telephone-based survey, this evaluation trialled the use of an
internet-based or online survey as an alternative method of survey to provide
opportunity for other members of the public to comment on the MSIC. The survey ran
between 7 April and 9 May 2010 and was advertised in the local newspaper, the
Wentworth Courier, weekly for that period.

Survey questions used were the same as in previous years to allow for longitudinal
analyses. This approach was endorsed by NSW Health and MSIC and approved by the
Human Research Ethics Committee at Uniting Care.

There were 270 web-based surveys completed in this period. To note, as the survey
was open to the general public, although advertised locally, it is not possible to verify
the total number of people who completed the survey (e.g. if people completed the
survey multiple times). The use of online surveys permitted interested members of
the community to provide input into the evaluation, however as it is a self-selecting
sample these data are not generalisable to the broader community.
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Current MSIC client interviews

Current MSIC clients were interviewed at the MSIC to gain an in-depth, qualitative
understanding of their experience of the MSIC.

Interview schedules were developed by KPMG to respond to the terms of reference
for the evaluation, endorsed by NSW Health and MSIC and approved by the Human
Research Ethics Committee at Uniting Care.

Current MSIC clients were invited to participate in a 33-question interview
(semi-structured and categorical questions) that focussed on client use of the MSIC,
feedback on the processes, opening hours and where they inject during and after
these hours, impact on their behaviour relating to safer injecting and overdose, access
to other services and their opinions of the MSIC (refer Appendix G for schedule).

Interviews were conducted in a counselling room at MSIC in the after care area
(Stage 3) and were administered by evaluation team members experienced in
qualitative research with injecting drug users. Clients were invited to participate only if
clinical staff assessed them as having the capacity to consent (i.e. not intoxicated to
the extent they had impaired decision making ability). Interviews took between 10 and
30 minutes and were conducted on three different weekdays and times to access a
range of clients (Tuesday 10.30am - 3pm, Thursday 10.30am - 6pm, Friday 2-10pm).

Clients showed high interest in participating in the interviews, with more clients
offering to participate than could be accommodated in the total time available. As a
conseguence of this demand and the variety in times and days that evaluators were on
site, they were able to interview a broad and representative range of MSIC clients.

This provided flexibility in order to provide clients with the maximum opportunity to
participate, recognising inherent challenges in recruiting this population. As a
comparison, a recent cohort study conducted at the MSIC had approximately 11%
response rate at three months follow-up.

While there may be some selection bias towards people choosing to participate in an
interview (where people with stronger views, either positive or negative, choose to
participate), research indicates motivation for injecting drug users to participate more
commonly relates to their capacity to provide valid information about drug use, the
potential to improve drug-related policies and practices and benefits to the
community.

Overall, 43 current MSIC clients participated in these semi-structured interviews with
experienced KPMG research staff (28 in November 2009, 15 in June 2010). This
provided the evaluation with detailed information from a client perspective, at two
discrete time points, to complement the service activity data (see Section 4.1) and
client surveys (see Section 4.3.5 and Section 4.3.6).
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Current MSIC client surveys

The evaluation also included a short, self-administered survey of current MSIC clients
to compare client views on key elements of the MSIC.

Current MSIC clients were invited to complete a self-administered survey (one
double-sided A4 page with 19 Likert scale questions) on their views of MSIC staff and
services, self-reported changes in behaviour due to the MSIC and overall satisfaction
with the MSIC (the survey is presented in Appendix ).

The survey was developed by KPMG, to respond to the terms of reference for the
evaluation. The survey was, endorsed by NSW Health and MSIC and approved by the
Human Research Ethics Committee at Uniting Care.

The surveys were available in the aftercare area (Stage 3) of the MSIC and advertised
using posters in the aftercare area. Clients placed completed surveys in a survey box
which was provided to KPMG for analyses.

Over a two week period in February 2010, 119 surveys were completed by current
MSIC clients and provided to KPMG for analysis. This provided the evaluation with
information from a client perspective, from a larger number of clients who use the
MSIC over the two week period that the survey was administered. As a comparison, a
previous client cohort study® reported follow-up survey information on 190 MSIC
clients. This 190 clients represented only 41% of clients initially surveyed, with 59% of
the initial cohort being lost to follow-up. This highlights the difficulty associated with
engaging with this group for the purposes of survey completion.

Former MSIC client interviews

Former MSIC clients were interviewed to understand their views of the MSIC,
services they had received at the MSIC (or at services to which the MSIC had referred
them) and their current situation.

Former MSIC clients were invited to participate in a 41-question interview, which was
an extension of the current client interview, with additional questions about ceasing to
use the MSIC, their current levels of drug use and engagement with services and to
describe their life now since they stopped using at the MSIC (refer Appendix H for
interview questions).

KPMG advertised through an advertisement® in ‘User News’, the quarterly publication
of the NSW Users and Aids Association, as well as posters at local public prescribing
facilities. A FREECALL telephone number was provided for people to contact KPMG to
schedule an interview. Of note, all former clients who contacted KPMG did so because
they had seen the advertisement in User News.

Former clients contacted KPMG to indicate their interest in being interviewed and
were briefly screened. Ineligibility criteria were being a current client of the MSIC. In
cases where KPMG assessed the person not fit or intoxicated, it was suggested to
them that the interview be conducted a later date. Interviews were conducted over
the telephone and took between 15 and 35 minutes.
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Interview schedules were developed by KPMG, endorsed by NSW Health and MSIC
and approved by the Human Research Ethics Committee at Uniting Care.

Six former clients participated in these interviews, which provided useful insights into
individual experiences and perspectives from a former client perspective. It is
recognised that this cohort is difficult to engage®, as noted by non-response from
recruitment strategies (other than those who had seen the advertisement in User

News). Further, former clients may not wish to discuss their history of previous
injecting drug use.
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4 Evaluation domain 1: To review client
demographics

Please note a detailed summary of the evaluation methodology including information
on all data sources used in this evaluation, including assumptions and limitations are
presented in Section 4.

This section presents findings relating to the demographics of the MSIC clients.
This section addresses the following evaluation questions:

e \What are the demographics of current clients?

e What are the trends in relation to past client demographics?

e Do any trends suggest a change in the client group, e.g. with regard to age, other
demographics and referral needs?

e Has the service (the MSIC) responded effectively to any changes in the
demographics of its clients?

e |s there any external evidence that may suggest ongoing or future changes in the
client demographics?
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Summary of key findings

Demand for the MSIC in terms of both new client registrants and total attendances have
remained reasonably constant since the start of the current evaluation period (July 2007).
New client registrations appeared to stabilise from February 2005 onwards (with a degree of
month to month variation).

The median age of new MSIC registrants has increased from 31 in 2001-02 to 34 in 2009-10,
consistent with the most recent NSP survey results, which suggests the broader injecting
drug user population is ageing (that is, fewer young people are commencing injecting).

The ratio of males and females visiting the MSIC has remained constant at approximately
74% to 25% respectively, with transgender clients constituting approximately 1%.

The majority of MSIC clients were heterosexual (~87%) (this was consistent between active
clients and new registrants).

The majority (~88%) of MSIC clients were not of Aboriginal and Torres Strait Islander
descent, while approximately 10% identified as Aboriginal and Torres Strait Islander (this was
consistent between active clients and new registrants).

The average age of first injection for new registrants over all years of MSIC operation was
19.4 years of age.

The main source of income was consistently (2001-10) reported as government entitlements
(i.e. government benefits) by the majority (57%-72%) of new MSIC registrants, followed by
full-time employment (16%-23%).

Heroin was consistently (2001-09) reported by the majority of new MSIC registrants as the
last and most commmon drug injected in the month prior to registration, this was followed by
methamphetamines, although there have been fluctuations over time.

The largest proportion (22%-29%) of new registrants reported injecting less than weekly,
while the second largest proportion (20%-25%) reported injecting more than weekly, but not
daily. The proportion of new registrants who reported injecting more than three times on
most days has steadily declined from ~14% in 2001-02 to ~9% in 2008-09 before increasing
back to ~14% in 2009-10.

The service model has been broadly consistent since inception, although the MSIC has
responded to new client needs as required. The re-introduction of a Case Referral
Coordinator, brokerage funding (typically for private drug treatment) and a service
arrangement for the MSIC with a local public drug treatment service (the NSW Health funded
Langton project) has enabled the MSIC to provide additional support and drug treatment
pathways to clients.

The profile of MSIC clients is similar to other services working with complex populations in
Kings Cross, although neither St Vincent's Emergency Department nor NSW Ambulance
typically see MSIC clients. This suggests MSIC clients may not be experiencing the level of
acute health concerns in contrast to injecting drug users not using the MSIC.

The demographics of MSIC clients are seen as relatively stable, barring significant changes
to the drug market.
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MSIC service delivery

New MSIC client registrations

Figure 5-1 below presents the total number of new MSIC client registrations per
month, since its opening in May 2001. The vertical red dashed line represents the
point at which the current evaluation period begins (June 2007). During the first six
months of operation, the number of new client registrations per month were at the
highest level of trend during the entire Trial period (range 190 — 319). After a period of
stabilisation between 2002-03 and 2004-05, the number of new client registrations
appeared to plateau beginning in the February/April quarter 2005-06 and stabilised at
an average of 68 new registrations a month to April 2010. There remains a degree of
month to month variation in new registrations, ranging from 49 to 99 between
February 2005 and April 2010. Notably, the trend in the number of new registrations
per month has remained relatively stable for the duration of the current evaluation

period (June 2007-May 2010). This is broadly consistent with the previous evaluation
findings in 2007°*.

Figure 5-1: MSIC registrations May 2001 to April 2010°°
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MSIC clients and visits

Figure 5-2 below presents the total number of visits (blue line) and individual clients
(orange line) attending the MSIC per month. The number of individual clients attending
the MSIC per month increased from the month of opening (May 2001 - 193 individual
clients) to a peak at 1,128 in September 2003. Following this period, the number of
individual clients attending the MSIC per month decreased to 922 in November 2003
and has remained relatively stable to April 2010, at an average of 850 and a range
between 693 and 962.

The number of visits has followed a similar pattern, peaking in the same month
(September 2003 - 7,749 visits), and declining in the following months to 5,120 in
October 2004. The number of visits increased steadily from November 2004 (5,684) to
a second peak in October 2006 (7,663). The number of visits per month between
December 2006 and May 2010 exhibited a higher degree of variability (average of
6,110 visits per month, range between 5,093 and 7,212) than the number of individual
clients seen per month. However, the trends for both visits (blue line) and clients
(orange line) per month have stabilised at a steady rate, with a modest downwards
trend, for the duration of the current evaluation period depicted below (June 2007 to
April 2010). These findings are consistent with the previous evaluation in 2007 °°.

Figure 5-2:  MSIC number of visits and clients attending per month
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Frequency of client visits to MSIC

Figure 5-3 shows the number and proportion of clients visiting the MSIC each year
according to the total number of visits within that year. The largest proportion
(41-49%) of clients within a given year was those who had 1-2 visits within that year.
There were almost equivalent proportions of clients who had 3-10 visits to the MSIC
within a given year (26%-28%) as there were those who had 11-98 visits to the MSIC
within a given year (21%-26%). A small proportion of clients (2-7%) visited the MSIC
greater than 98 times in a year (ranging from 99-1,105 visits).

Figure 5-3:  Frequency of client attendance at MSIC
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Figure 5-4 presents the proportion of total visits associated with clients within each
category of visit frequency. While clients who visit the MSIC more than 98 times
within a given year constitute only 2-7% of total clients in a given year, they account
for the largest proportion of total visits (30% - 59%). Clients who visit the MSIC 11-98
times in a given year account for 32%-52% of total visits, while those visiting MSIC
either 3-10 or 1-2 times account for 5-13% and 2-5% of total visits respectively. This
data is used in Section 8.5 to inform analysis of referrals by frequency of visit.
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Figure 5-4:  Proportion of visits by client visit frequency
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Client characteristics

This section describes the characteristics of MSIC clients, and aims to address the
following evaluation questions:

o \What are the characteristics of current clients?
e \What are the trends in relation to past client characteristics?

e Do any trends suggest a change in the client group, e.g. with regard to age,
medical needs, referral needs?

The findings presented to answer these evaluation questions draw on MSIC client
data. Specifically:

Demographics
o Age
e Gender

e Sexual preference

e Aboriginal and Torres Strait Islander status
e lLanguage spoke at home

e Education level

e Income and accommodation

e Prison history
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Clinical/behavioural data

e Health issues

e Alcohol and other drug use history
e Referral needs

e History of public injecting.

Demographics of new registrants

This section defines new MSIC registrants as those clients who are new to the MSIC
within a given year. The analysis of registration data on new MSIC clients, which does
not change over time, facilitates the identification of trends in new MSIC client
demographics.

Total number of new client registrations

Table 5-1 below shows the total number of new client registrations per year. This
provides context for the subsequent tables represented in this section.

Table 5-1: Yearly number of new registrations

Year New

(1 May - 30 April) | Registrations
2001-02 2724
2002-03 2,006
2003-04 1,782
2004-05 1,445
2005-06 932
2006-07 877
2007-08 784
2008-09 813
2009-10 687
Total 12,050

Source: Medically Supervised Injecting Centre (MSIC)
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Age — new registrants

As shown in Table 5-2 below, both the average and median age of new registrants has
increased over the period of MSIC operation. The average age of new registrants in
2001-02 was 31.1 years. This increased to 34.1 years of age in 2009-10.

Table 5-2:  Age”’ of new registrants

Year (May - April) Average age in years (range) Valid records (n) ‘
2001-02 31.1 (16-59) 2,724
2002-03 32.0 (17-67) 2,005
2003-04 32.1(17-62) 1,782
2004-05 32.7 (17-70) 1,445
2005-06 32.8 (17-69) 932
2006-07 33.9 (18-62) 876
2007-08 34.4 (17-62) 777
2008-09 35.2 (18-62) 812
2009-10 34.1 (18-61) 687

Total 32.6 (16-70) 12,040

Source: Medically Supervised Injecting Centre (MSIC)

The data can be compared to similar cohorts, such as Needle and Syringe Program
(NSP) users and respondents in the lllicit Drug Reporting System (IDRS), which outline
the average age of an injecting drug user:

e The NSP survey found that the median age of an injecting drug user in 2008 was
36 years (range: 16-70). This has increased from a median age of 32 years in 2004
(range: 16-65)%.

e The IDRS found the average age of an injecting drug user in 2008 was 36.7 years
(range 17-62). This has increased from an average age in 2000 of 28.8 years (range:
14-64%9).

e The 2007 evaluation of the MSIC found that the average age in years of the
participants was 33 years .

This indicates that the injecting drug user population accessing the MSIC is ageing,
and that this is consistent with other national data®'. Overall, this may suggest that
either fewer younger people are injecting drugs or that a greater proportion of older
people are injecting drugs.

As discussed later in this report, the average age of initiation into injecting drug use
has remained relatively constant at approximately 19 years. The fact that the average
age of the injecting drug user population is increasing while the average age of first
injection is remaining constant supports the notion that less younger people may be
injecting drugs.

Further evaluation of the Medically Supervised Injecting Centre 57



The data also indicates that MSIC clients have generally been injecting for many years
prior to accessing the MSIC. This has implications for the uptake of drug treatment, as
it is recognised that once people become dependent on opioids, effective drug
treatment options become more limited. Drug treatment is explored further in Section
3.2, Section 8.5 and Section 10.5.

Gender and sexual preference — new registrants

Table 5-3 shows that the proportion of new registrants within each gender category
remained reasonably consistent at between 71% and 77% male, between 23% and
28% female and less than 1% either identifying as transgender or not specifying their
gendgzr. This distribution is consistent with that presented in the previous evaluation in
2007

Table 5-3: Gender of new registrants

Year Transgender or  Valid records
(May — April) Female Not specified (n)

2001-02 1,935 (71%) 768 (28%) 21 (<1%) 2,724
2002-03 1,538 (77%) 462 (23%) 6 (<1%) 2,006
2003-04 1,343 (75%) 434 (24%) 4 (<1%) 1,781
2004-05 1,066 (74%) 374 (26%) 5 (<1%) 1,445
2005-06 684 (73%) 247 (27%) 1 (<1%) 932
2006-07 660 (75%) 209 (24%) 6 (<1%) 875
2007-08 601 (77%) 175 (23%) 3 (<1%) 779
2008-09 606 (75%) 203 (25%) 3 (<1%) 812
2009-10 525 (76%) 161 (23%) 1 (<1%) 687
Total 8,958 (74%) | 3,033 (25%) 50 (<1%) 12,041

Source: Medically Supervised Injecting Centre (MSIC)
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Similarly, there was little change in the sexual preference of new registrants over time.
Over the period of operation, between 84%-90% of new registrants were
heterosexual, between 6%-11% were bisexual and 3%-5% were homosexual (Table
5-4). This distribution is broadly consistent with that presented in the previous
evaluation in 2007%, with the exception that Table 5-4 presents a higher proportion of
new client registrants as being heterosexual (87 %) compared to that found in the 2007
evaluation report (81%). This is likely due to slight differences in the data sets used for
analysis, specifically, the 2007 evaluation report noted approximately 7% unspecified
records, versus an overall proportion of 1% presented below.

Table 5-4:  Sexual preference of new registrants

Vel Not valid
(May — April) | Heterosexual Homosexual Bisexual specified records (n)
2001-02 2,161 (84%) 125 (5%) | 278 (11%) 2,564
2002-03 1,620 (87%) 87 (5%) 145 (8%) 1,852
2003-04 1,445 (88%) 68 (4%) 122 (7%) 1,635
2004-05 1,181 (89%) 48 (4%) 95 (7%) 1,324
2005-06 749 (87%) 28 (3%) 56 (7%) 28 (3%) 861
2006-07 729 (85%) 31 (4%) 75 (9%) 25 (3%) 860
2007-08 683 (90%) 30 (4%) 44 (6%) 5 (<1%) 762
2008-09 694 (86%) 34 (4%) 74 (9%) 1 (<1%) 803
2009-10 606 (90%) 18 (3%) 41 (6%) 7 (1%) 672
Total 9,868 (87%) 469 (4%) 930 (8%) 66 (1%) 11,333

Source: Medically Supervised Injecting Centre (MSIC)

The gender and sexual preference of MSIC injecting drug users can be compared
against the national data obtained in the NSP survey and IDRS.

The NSP survey found that the average proportion of males over the timeframe
2004-08 was 65% (range: 64-67), females 34.7% (range: 32-36), and transgender less
than 1% %

The IRDS states that the average proportion of males over the timeframe 2000-08 was
65.4% (range: 64-68), but no specific reference was made to the proportion of females
or transgender®.

The data comparison indicates that there is a higher proportion of males amongst the
MSIC clientele than the national average. The reasons for this are unclear, however
the data are comparable to the 2007 evaluation of the MSIC, which noted an average
male proportion of 74% and female 25%.
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Comparing sexual preferences:

NSP data (on average over the period 2004-08) shows the proportion of heterosexuals
amongst injecting drug users is 81.6% (range: 81-82%), bisexual 9% (range: 8-10),
homosexual 5.4% (range: 4-6%)°°

IRDS data shows the proportion of heterosexuals to be 87% (range: 86-89), bisexual
8.25%, (range: 7-9%), homosexual 3.25%,(range: 2-4%) The data was collected from
2005-08%".

The previous evaluation of the MSIC in 2007 and the IRDS data is consistent with the
current MSIC data, with the similar proportions of individuals by sexual preference
reported. However, the NSP data demonstrates a marginally lower proportion of
heterosexual individuals and higher proportions of homosexual and bisexual
individuals. The reasons for this are unclear.

Aboriginal and Torres Strait Islander new registrants

The largest proportion of new registrants (85%-91%) were neither Aboriginal nor
Torres Strait Islander, while 8%-13% of new registrants identified as being of
Aboriginal and/or Torres Strait Islander descent. The remaining clients did not specify if
they were of Aboriginal and/or Torres Strait Islander descent (Table 5-5). This
distrikggtion is broadly consistent with that presented in the previous evaluation in
2007°"°.

Table 5-5:  Aboriginal and Torres Strait Islander new registrants

Year Non Aboriginal Aboriginal and

(May — and Torres Strait Torres Strait [\[o]3 Valid
April) Islander Islander specified records (n)
2001-02 2,379 (88%) 247 (9%) 83 (3%) 2,709
2002-03 1,788 (90%) 178 (9%) 18 (1%) 1,984
2003-04 1,554 (88%) 188 (11%) 17 (1%) 1,759
2004-05 1,196 (86%) 167 (12%) 34 (2%) 1,397
2005-06 782 (86%) 101 (11%) 30 (3%) 913
2006-07 767 (89%) 95 (11%) 2 (0%) 864
2007-08 696 (91%) 62 (8%) 4 (1%) 762
2008-09 734 (91%) 69 (9%) 1 (0%) 804
2009-10 570 (85%) 89 (13%) 10 (1%) 669
Total 10,466 (88%) 1,196 (10%) 199 (2%) 11,861

Source: Medically Supervised Injecting Centre (MSIC)

Comparative national data regarding injecting drug users can be utilised to compare
the proportion of Aboriginal and/or Torres Strait Islander descent injecting drug users at
MSIC.
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The NSP data (from 2004-08) shows that the proportion of respondents not identifying
as Aboriginal or Torres Strait Islander is 86.8% (range: 85-89%), those who do identify
at 10% (range: 8-11%) and those not reported 3% (range: 2-4%)%.

The IRDS shows an average of respondents identifying as Aboriginal and Torres Strait
Islander at 12.67%, (range 11-15%, 2000-08). Those not identifying or not responding
are not recorded. ”

The previous evaluation of the MSIC completed in 2007 revealed 87% of respondents
identifying as non-Aboriginal and Torres Strait Islander, 10% as Aboriginal and Torres
Strait Islander, and 3% as not reported.

The data comparison would suggest that the proportion of MSIC clients identifying as
Aboriginal and Torres Strait Islander is very similar to the national data. Of note, one
key local service interview conducted with a private drug treatment provider in the
Kings Cross area noted that it was ‘very rare’ to have Aboriginal and/or Torres Strait
Islander background clients attend their drug treatment service.

Level of education — new registrants

As shown in Figure 5-5, the proportion of new registrants who had completed only
some high school education was relatively consistent between 37%-39% from
2001-02 to 2003-04, then declined steadily from 2004-05 (36%) to 2009-10 (26%). This
coincided with a trend toward increasing proportions of new registrants who had
obtained a school certificate or completed secondary education (i.e. HSC or equivalent)
without proceeding to tertiary education. An increasing proportion of new registrants
(8% in 2003-04 to 15% in 2008-09) had undertaken or completed some tertiary
education (e.g. university or other degree courses). This distribution is broadly
consistent with that presented in the previous evaluation in 2007’". However, the
2007 evaluation report presented the information in fewer categories.
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Figure 5-5: Level of education of new registrants
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The education levels of MSIC registrants can be compared to the national data, as
reported in the ABS report “Education and Work", 200872

In 2008, the ABS reports that approximately 31% of the population aged 15-64 report
that their level of highest educational attainment is year 11 or below, with 20%
achieving Year 12. The level of individuals achieving bachelor degrees or above
increased over the last decade, from 14% in 1998 to 22% in 2008,

New MSIC registrants are demonstrating HSC completion at similar levels to the
national data. Those who have completed some secondary education have shown
signs of convergence to national levels (at around 31%), with 2008 data stating that
new MSIC registrants now have a lower level of completion of some secondary
education (with the qualification that this appears to be countered by increasing HSC
completion rates). New MSIC registrants also demonstrate an increasing trend
towards gaining tertiary qualifications with a 79% increase observed in the proportion
of new registrants obtaining tertiary qualifications between 2003-08 (from a base level
of 50/0).

While not directly comparable, as a reference point, national data showed an increase
of only 57% in the proportion of the general population completing tertiary
qualifications between 1998 and 2008. It is possible that the greater tertiary education
completion rates recorded for MSIC clients is reflective of the low base level of
completion at the start of the recording period (6% of total MSIC clients vs. 20% of
the general population).
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Type of accommodation — new registrants

Figure 5-6 shows the type of accommodation of new registrants. The majority
(61%-67%) of new registrants were in some form of stable accommodation (own
property, rental property or parent's property). An increasing proportion of new
registrants (from 11% in 2004-05 to 30% in 2009-10) were recorded to be in unstable
accommodation (boarding house or hostel, shelter/refuge, squat or street/homeless).

However, this increase coincided with a commensurate decrease in the number of
‘not specified’ records. This may indicate an improvement in the quality of recording as
opposed to an actual increase in the proportion of new registrants in unstable
accommodation. The proportion that were in ‘other’ accommodation types remained
relatively constant at between 5%-8% between 2001-02 and 2009-10.

This distribution is broadly consistent with that presented in the previous evaluation in
2007 7.

Figure 5-6:  Type of accommodation of new registrants
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Comparison on the level of homelessness in NSW and the level of homelessness
amongst MSIC clients can be made using the 2006 national census data. The Census
outlines that the number of homeless people in NSW was reported as being 27,374 7%,
which, when compared to the total population of NSW from the same 2006 Census,
amounts to 0.38% of the NSW population. The ABS does however indicate that the
data collection methods are not sufficient to make homeless data ‘as accurate as it
could be'’®.
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However, even allowing for error, the 30% of MSIC respondents in unstable
accommodation (defined as relative and absolute homelessness for ABS and Census
purposes’’) in 2009-10 is significantly higher than the proportion of homeless people in
the NSW general population.

Main source of income — new registrants

As shown in Figure 5-7, an increasing proportion (57 %-72%) of new registrants listed
government benefits as their main source of income (e.g. unemployment benefits or
disability support pension) between 2001-02 and 2009-10. Between 2001-02 and
2009-10, an average of 30% of new registrants were in either part or full time
employment. The remaining clients reported either having no income or either their
parents, illegal activities, or ‘other’.

Figure 5-7: Main source of income of new registrants
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To compare MSIC client income sources with the national data, the ABS report
entitled “Income support amongst people of working age” 2010 is utilised®.

The ABS reports that 17% of working age people were on some form of income
support in 2009 including, but not limited to, disability support (5.2%) and
unemployment benefit (4.2%) ’°.

MSIC clients are therefore receiving income support at significantly higher proportions
than the working age population. The previous evaluation of the MSIC in 2007 also
reinforces the findings of the current data relating to MSIC clients’ income sources
with 61% of respondents in 2007 receiving social security benefits®.
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Language spoken at home — new registrants

Approximately 91% (range 89%-93%) of new registrants spoke English at home, while
5%-8% spoke a language other than English (Figure 5-8).

Figure 5-8: Language spoken at home by new registrants
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This is consistent with the previous evaluation, which found that 92% of MSIC clients

from 2001-07 spoke English at home and is somewhat higher than for NSP clients
(85.4%) °'.
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Sex work — new registrants

A small number of new registrants (5%-14%) reported being paid for sex during the
month prior to registration (Figure 5-9 ), which may place them at greater risk of
experiencing additional harms, particularly if this sex work is street-based, Of these,
between 2001-02 and 2009-10, almost three-quarters (70%) were female, 26% were
male and 3% were transgender or did not specify their gender (data not shown). This
distritgzution is broadly consistent with that presented in the previous evaluation in
2007

Figure 5-9: Sex work undertaken by new registrant
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History of imprisonment

Figure 5-10 illustrates that a majority of new registrants (74%-82%) from 2001-02 to
2009-10 reported that they had not been in prison in the 12 months prior to
registration. This distribution is broadly consistent with that presented in the previous
evaluation in 20072

However, a slight upward trend was observed between 2006-07 (18%) to 2009-10
(24%) in the proportion of new registrants who had been imprisoned in the last

12 months.

As a comparison,

over the past five years, there has been a slight but steady increase

in the proportion of people imprisoned in New South Wales (0.17% to 0.18%)%.

Figure 5-10: Proportion of new registrants who had been imprisoned in the last
12 months
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Health issues for new registrants

Blood-borne viruses

Blood-borne viruses are those that may be transmitted from person to person through
physical contact with infected blood. This section presents information on the testing,
test result status and treatment history of new client registrants with respect to the
blood-borne viruses Human Immunodeficiency Virus (HIV), Hepatitis C Virus (HCV) and
Hepatitis B virus (HBV). In the case of HBV, it also presents the immunisation status of
new registrants.

HIV testing and treatment — new registrants

Figure 5-11 below presents the HIV testing status of new registrants. The overall
proportion of new registrants who reported having been tested for the presence of a
HIV infection has declined since the opening of the MSIC (from 93% of new
registrants in 2001-02 to 87% in 2009-10). The majority of these were tested in the
year prior to registration (ranging from 56% (2007-08) to 82% (2002-03) of new
registrants, while the remaining were tested more than a year prior to registration
(ranging from 11% (2002-03) to 23% (2008-09 and 2009-10)). A relatively small
proportion of new registrants (ranging from 5% (2001-02) to 16% (2007-08)) had never
been tested for HIV.
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Figure 5-11: HIV testing status of new registrants
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Source: Medically Supervised Injecting Centre (MSIC)

Table 5-6 below presents the number and proportion of new registrants testing
positive for a HIV infection (of those who were tested). The proportion of new
registrants who tested positive for HIV has declined over time from 2% in 2001-02 to
1% in 2009-10. It should be noted that the number of new registrants who reported a
positive HIV test result has also declined from 56 in 2001-02 to three in 2009-10. This
proportion is broadly consistent with the data presented in the previous evaluation in
2007%. It should be noted however, that the proportions presented in the 2007
evaluation report relate to all new registrants, as opposed to only those who had been
tested for HIV (as per Table 5-6). In addition, due to the low absolute number of new
registrants testing positive for HIV, and the long asymptomatic period for the disease,
it is difficult to establish a causal link between the decrease in HIV rates and any
impact of the MSIC.
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Table 5-6:  Proportion of new registrants testing HIV positive (of those tested)
2006- 2007- 2008-

07 08 09

Proportion HIV
positive
(of those tested )

56 42 30 25 11 11 7 9 3
(%) | (2%) | (2%) | (%) | (1%) | (1%) | (1%)| (1%) | (1%)

Total valid

2,540 | 1,872 | 1,638 | 1,326 813 767 617 728 597
records

Source: Medically Supervised Injecting Centre (MSIC)

Figure 5-12 below shows that the proportion of new registrants being treated for HIV
infection following a positive HIV test result has increased over time from 28% in
2004-05 (the first year of recording of this data) to 67% in 2009-10. Caution should be
applied when interpreting this data however given the low number of new registrants
who have tested positive for HIV.

Figure 5-12: Treatment status of new registrants (of those testing positive for
HIV)

80% -
70% -
60% -
_50%
40% -
30%

20% H

Proportion of new registrants testing
(+ve) (%

10% -

0%
2004-2005 2005-2006 2006-2007 2007-2008 2008-2009 2009-2010
MSIC Year

Yes —&—No

2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

Total valid

25 11 11 7 9 3
records

Source: Medically Supervised Injecting Centre (MSIC)

HCV testing and treatment — new registrants

Figure 5-13 below presents the HCV testing status of new registrants. The overall
proportion of new registrants who reported having been tested for the presence of a
HCV infection has declined marginally since the opening of the MSIC (from a peak
93% of new registrants in 2001-02 to 89% in 2009-10).
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The majority of these were tested in the year prior to registration (ranging from 57%
(2007-08) to 82% (2002-03) of new registrants, while the remaining were tested more
than a year prior to registration (ranging from 12% (2002-03) to 26% (2008-09 and
2009-10)). A consistently small proportion of new registrants (ranging from 5%
(between 2001-02 and 2004-05) to 16% (2007-08)) had never been tested for HCV.

Figure 5-13: HCYV testing status of new registrants
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Table 5-7 below presents the number and proportion of new registrants testing
positive for a HCV infection (of those who were tested). The proportion of new
registrants who tested positive for HCV has declined over time from 51% in 2001-02
to 44% in 2009-10. It should be noted that the number of new registrants who
reported a positive HCV test result has also declined from 1,309 in 2001-02 to 271 in
2009-10. This proportion is broadly consistent (albeit slightly higher than) with that
presented in the previous evaluation in 2007%. It should be noted however, that the
proportions presented in the 2007 evaluation report relate to all total new registrants,
as opposed to only those who had been tested for HCV (as per Table 5-7).
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Table 5-7:  Proportion of new registrants testing positive for HCV (of those

tested)
2001-  2002- 2003- 2004- 2005~ 2006- 2007- 2008 2009-
02 03 04 05 06 07 08 09 10
Proportion
HCV
Dositive 1309 | 981| 833| 663| 370| 355| 269| 350| 271
(of those (51%) | (52%) | (50%) | (50%) | (45%) | (46%) | (43%) | (48%) | (44%)
tested )
Totalvalid |, o/0 | 1976 | 1658 | 1.338| 826| 766| 631| 734| 614
records

Source: Medically Supervised Injecting Centre (MSIC)

Figure 5-14 below shows that the proportion of new registrants being treated for HCV
infection following a positive HCV test result has increased over time from 5% in
2004-05 (the first year of recording of this data) to 11% in 2009-10.

Figure 5-14: Treatment status of new registrants (of those testing positive for
HCV)
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2004-05 | 2005-06  2006-07 2007-08 @ 2008-09 | 2009-10

Total valid records 633 336 311 230 295 240

HBV testing, treatment and immunisation status — new registrants

The recording of the HBV testing status of new registrants was introduced in 2005.
Figure 5-15 presents the HBV testing status for new registrants between 2006-07 and
2009-10.
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The majority (88%) of new registrants in 2009-10 had been tested for HBV. Of these,
most had been tested in the year prior to registration (61% of new registrants) while
the remaining (27% of new registrants) had been tested more than a year prior to
registration. A small proportion (8% to 14%) of new registrants from 2006-07 to
2009-10 had never been tested for HBV.

Figure 5-15: HBYV testing status of new registrants
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Figure 5-16 shows that the majority of new registrants either had never been infected
with HBV (ranging from 74% to 78% for the years 2001-02 to 2009-10) or were not

sure if they had been infected with HBV (ranging from 5% (2005-06 and 2007-08) to
22% (2003-04)).

A small proportion of new registrants reported either being previously infected or a
carrier of HBV (ranging from 2% (2003-04) to 12% (2004-05)).
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Figure 5-16: Proportion of new registrants who have ever been infected with
HBV
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Figure 5-17 shows the HBV immunisation status of new registrants. Across all years
analysed, a higher proportion of new registrants had been fully vaccinated (ranging
from 46% (2002-03) to 53% (2008-09)) than had not been vaccinated (ranging from
29% (2009-10) to 43% (2002)). A small proportion (0%-4%) of new registrants
between 2001-02 and 2009-10 reported being partially vaccinated against HBV.
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Figure 5-17: HBV immunisation status of new registrants
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Summary of blood-borne virus data

The relatively higher proportion of new registrants who tested positive for a Hepatitis
C infection, compared to HIV and Hepatitis B, likely reflects differences between the
epidemiology of the three viruses. There are two primary modes by which injecting
drug users may become infected by these viruses. Firstly, through the sharing of used
needles or other injecting equipment and, secondly, through contact with infected
bodily fluids via sexual contact.

Notably, Hepatitis C virus is able to remain viable (i.e. retain the ability to successfully
infect another person) outside the body (e.g. on a needle or other injecting equipment)
for a longer period than HIV or Hepatitis B. This increases the potential for
transmission of the virus through the sharing of needles and other injecting equipment
and may therefore explain the higher rates of Hepatitis C in injecting drug users.

The rates of Hepatitis C, HIV and Hepatitis B infection recorded for MSIC clients is
consistent with the rates found in previous studies®’. However, it is difficult to assess
the impact that the MSIC has had, if any, on the rates of infection of these viruses.

Mental health problems

On registration, new clients are asked to provide information about mental health
problems. This section presents data on new registrants reporting mental health
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issues, their access to health professionals and the treatment of their mental health
issues.

It should be noted that additional questions relating to a client's mental health were
introduced in late 2008. This includes asking if a client has seen any health
professional (not just a psychiatrist) about mental health problems, and formally
offering a mental health referral. The following tables refer to full year data for 2009-10
only.

Table 5-8 illustrates the incidence of new registrants being referred or admitted to
hospital for a psychiatric assessment. Since the MSIC's inception in 2001-02, the rate
of referral or admission has remained relatively steady, ranging from a low of 9% of
new registrants in 2006-07 to a high of 21% in 2008-09.

Table 5-8: Reported referrals or admission to hospital for a psychiatric

assessment

Year (May - April) Yes \[o} Valid records (n)

2001-02 404 (15%) 2,320 (85%) 2,724
2002-03 260 (13%) 1,746 (87%) 2,006
2003-04 279 (16%) 1,503 (84%) 1,782
2004-05 223 (15%) 1,222 (85%) 1,445
2005-06 150 (16%) 782 (84%) 932
2006-07 75 (9%) 801 (91%) 876
2007-08 112 (14%) 672 (86%) 784
2008-09 170 (21%) 643 (79%) 813
2009-10 116 (17%) 571 (83%) 687
Total 1,789 (15%) 10,260 (85%) 12,049

Source: Medically Supervised Injecting Centre (MSIC)

Table 5-9 below shows that that the majority (82%) of new registrants in 2009-10 who
reported previously being referred or admitted to hospital for a psychiatric assessment
also reported previously seeing a health professional for mental health problems.

Table 5-9: Reported seeing health professional (of those reporting referrals or
admission to hospital for a psychiatric assessment)

Seen health professional ‘ 2009-10

Yes 95 (82 %)
No 21 (18%)
Total valid records 116

Source: Medically Supervised Injecting Centre (MSIC)

Table 5-10 shows that the majority (77 %) of new registrants in 2009-10 who reported
being referred or admitted to hospital for a psychiatric assessment and seeing a health
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professional about mental health problems, reported taking medication for a mental
iliness.

Table 5-10: Reported medication for mental illness (of those reporting mental
health problems and previously seeing a health professional)

Taking medication 2009-10

Yes 73 (77%)
No 22 (23%)
Total valid records 95

Source: Medically Supervised Injecting Centre (MSIC)

Table 5-11 shows that between 9% (2006-07) and 14% (2008-09) of new registrants
reported deliberately harming themselves.

Table 5-11: Reported deliberate self harm

Year (May - Total valid

April) records (n)

2001-02 344 (13%) 2,380 (87%) 2,724
2002-03 216 (11%) 1,790 (89%) 2,006
2003-04 251 (14%) 1,531 (86%) 1,782
2004-05 166 (11%) 1,279 (89%) 1,445
2005-06 104 (11%) 828 (89%) 932
2006-07 75 (9%) 801 (91%) 876
2007-08 77 (10%) 707 (90%) 784
2008-09 113 (14%) 700 (86%) 813
2009-10 86 (13%) 601 (87%) 687
Total 1,432 (12%) 10,617 (88%) 12,049

Source: Medically Supervised Injecting Centre (MSIC)

Table 5-12 shows that the majority (80%) of new registrants in 2009-10 who reported
deliberately harming themselves also reported previously seeing a health professional
about mental health problems.
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Table 5-12: Reported previously seeing health professional (of those reporting
deliberate self harm)

Seen health professional ‘ 2009-10

Yes 69 (80%)
No 17 (20%)
Total valid records 86

Source: Medically Supervised Injecting Centre (MSIC)

Table 5-13 shows that the majority (70%) of new registrants in 2009-10 who reported
deliberate self harm and previously seeing a health professional for mental health
problems also reported taking medication for a mental illness.

Table 5-13: Reported medication for mental illness (of those reporting self
harm and previously seeing a health professional)

Taking medication 2009-10

Yes 48 (70%)
No 21 (30%)
Total valid records 69

Source: Medically Supervised Injecting Centre (MSIC)

Client alcohol and other drug use history at initial registration®

Please note that the following section relates to information collected from the client
at initial registration. The information reflects client behaviour prior to engagement
with the MSIC. Drug use by clients on site at the MSIC is described in Section 8.3.

Age of first drug injection — new registrants

The average age of first injection for new registrants over all years of MSIC operation
was 19.4 years of age (Table 5-14). The age at first injection ranged from nine years®
to 63 years overall. This proportion is broadly consistent with the data presented in the
previous evaluation in 2007 %.
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Table 5-14: Age of new registrants at first drug injection

Average age in years

of first injection (range) Valid records (n)

2001-02 19.2 (9-50) 2,660
2002-03 19.2 (9-54) 1,942
2003-04 19.4 (10-61) 1,731
2004-05 19.3 (9-60) 1,400
2005-06 19.2 (9-50) 841
2006-07 19.5 (9-63) 803
2007-08 19.9 (9-52) 730
2008-09 20.1 (9-55) 774
2009-10 19.8 (9-58) 654
Total 19.4 (9-63) 11,535

Source: Medically Supervised Injecting Centre (MSIC)

The data presented above regarding age of new MSIC registrants at first injection can
be compared to similar cohorts of injecting drug users in the NSP, IDRS and National
Household Survey (NDSHS). The age of first injection for new users is recorded as
follows:

e NSP - median18 years (2004-08), with overall range of 5-60°"
e IDRS - 19 years (2008)%
e NDSHS - average of 21.1 years, (range: 20.2 — 21.7) from 2001, 2004 and 2007 %.

It should be noted that all data sources demonstrated minimal to no age changes over
time.

From the comparative data, it can be concluded that MSIC clients have a similar age
when injecting drugs for the first time, with a note that the NDSHS is consistently
higher than the other data sources.

It should also be noted that the Australian Treatment Outcome Study (ATOS) found
that the average age at which NSW participants became regular heroin users was
slightly older (20.5 years).*

Last drug injected — new registrants

Figure 5-18 shows the last drug injected by new registrants. Heroin was consistently
(2001-09) reported by the largest proportion of new registrants as the last drug they
injected. Between 2001-02 and 2005-06, this proportion increased from 48% to 56%,
before a notable drop in 2006-07 (to 39%). While maintaining at 43% for 2007-08, the
proportion of new registrants reporting heroin as the last drug they injected increased
again between 2008-09 (50%) and 2009-10 (51 %).
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Methamphetamines were consistently reported by the second largest proportion of
new registrants as the last drug they injected (with the exception of 2001-02, where
this was cocaine, and 2009-10, where this was other opioids). This proportion almost
doubled between 2001-02 (15%) and 2003-04 (29%). However, between 2004-05 and
2008-09, it remained relatively constant (ranging between 19% to 28%) before
decreasing to 14% for 2009-10.

The proportion of new registrants who reported last injecting cocaine has declined
from 2001-02 (27 %) to a low of 5% in 2003-04, before increasing to between 6% and
11% for the next six years. An increasing trend in new registrants reporting last
injecting another opioid was observed between 2001-02 (2%) and 2009-10 (17%),
while the remaining clients either did not specify or report last injecting other drugs.

These trends and distributions are broadly consistent with the latest Needle and
Syringe Program (NSP) survey®.

Figure 5-18: Last drug injected by new registrants
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Type of drug most often injected — new registrants

Figure 5-19 presents the type of drug most often injected by clients in the month prior
to registration. These proportions are consistent with those reported by new
registrants as the last drug they injected. Notably, the largest proportion of new
registrants reported most frequently injecting heroin (41%-56%), and 15%-28%
reported most frequently injecting methamphetamines.
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The proportions reporting most frequently injecting cocaine were 21% and 6% in
2001-02 and 2002-03 respectively, while usage of this drug was lower in the following
seven years (between 4%-10%).

Similar trends were also observed in the proportion of new registrants reporting other

opioids as the most frequently injected drug (increasing from 2% in 2001-02 to 14% in
2009-10).

These distributions are broadly consistent with the data presented in the previous
evaluation in 2007%.

Figure 5-19: Type of drug injected most often by the new registrant in the
month prior to registration
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Frequency of injection — new registrants

Figure 5-20 depicts the frequency of injection that new registrants reported for the
month prior to registration. Frequency of injection can be influenced by the half-life of
the drug injected, that is, longer lasting drugs require fewer injections.

The proportion of new registrants who reported injecting more than three times on
most days has increased steadily from 5% in 2003-04 to 14% in 2009-10. The
proportions who reported injecting either more than weekly (but not daily) and less
than weekly have remained relatively constant since 2001-02, ranging from 20%-25%
and 22%-29%, respectively.

Similarly, the proportion of new registrants who reported injecting 2-3 times on most
days has remained relatively constant, ranging from 13%-16%. The proportion of new
registrants who reported not injecting in the month prior to registering has declined
from 10% in 2001-02 to 2% in 2009-10.

These distributions are broadly consistent with the data presented in the previous
evaluation in 2007%. However, the 2007 evaluation report presented the information in
fewer categories.

Figure 5-20: Frequency of drug injection in the month prior to registration
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Frequency of injecting - public place

Figure 5-21 below shows that between 52% and 58% of new registrants reported that
they had not injected in a public place in the month prior to interview (of those
recorded). Of the nearly 50% of people who did report injecting in public in the
preceding month, the frequency of this public injecting varied from once (10%-13%) to
‘daily or almost daily’ (7%-11%).

While 13%-17% of new registrants reported injecting 2-5 times in a public place in the
month prior to registration, new registrants who reported injecting ‘a few times each
week’ in a public place ranged from 9%-11%.

These distributions are broadly consistent with the data presented in the previous
evaluation in 2007%. However, the 2007 evaluation report presented the information in
fewer categories.

Figure 5-21: Frequency of drug injecting in a public place”
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Table 5-15 below provides details on the location of where new registrants were likely
to inject. The place that new registrants were most likely to inject was at home (61%
of all new registrants (2001-09)). The next places that new registrants were most likely
to inject were a friend’'s place or on the street (both at 30% of all new registrants

(2001-09)).
Table 5-15: Number and proportion of new registrants injecting drugs at
different locations '
Number
Place of 2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009- and (%) of
injection 2002 2003 2004 2005 2006 2007 2008 2009 2010 total new
registrants
Home 1,643| 1,227| 1,084 946 456 533 463 477 410 7,239
(60%) | (61%)| (61%)| (66%)| (50%)| (61%)| (61%)| (59%)| (61%) (61%)
Street 1,108 616 469 390 173 233 186 229 203 3,607
(41%) | (31%)| (27%)| (27%)| (19%)| (27%)| (24%)| (28%)| (30%) (30%)
Friend’s 913 566 495 417 188 267 249 230 226 3,551
place (34%) | (28%)| (28%)| (29%)| (21%)| (31%)| (33%)| (29%)| (34%) (30%)
Public 716 333 267 252 110 138 111 165 130 2,222
toilet (26%) | (17%)| (15%)| (18%)| (12%)| (16%)| (15%)| (21%)| (19%) (19%)
Car 676 336 290 243 115 154 110 148 118 2,190
(25%) | (17%)| (16%)| (17%)| (13%)| (18%)| (14%)| (18%)| (18%) (18%)
Dealer 316 204 155 140 52 89 89 68 83 1,196
(12%) | (10%)| (9%)| (10%)| (6%)| (10%)| (12%)| (8%)| (12%) (10%)
Squat 217 89 73 57 16 31 27 50 36 596
a (8%)| (4%)| (4%)| (4%)| (2%)| (A%)| (4%)| (6%)| (5%) (5%)
Shooting 302 59 46 30 10 22 15 18 11 513
Room (11%)| (B%)| (3%)| (2%)| (1%)| (3%)| (2%)| (2%)| (2%) (4%)
Other 94 58 41 29 28 26 9 18 22 325
B%)| B%)| (%) (%) BW)| B%)| (1% (2%)| (3%) (3%)

Source: Medically Supervised Injecting Centre (MSIC)
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Drug equipment sharing behaviour

This section provides information on the likelihood of new registrants sharing drug
equipment with other people.

Figure 5-22 shows the proportion of new registrants who reported ever using a needle
or syringe after it had been used by someone else. Between 2006-07 and 2009-10,
most new registrants (72% (2008-09) to 78% (2006-07)) reported never having used a
needle or syringe after it had been used by someone else. However, 21% (2006-07) to
27% (2008-09) of new registrants did report previously using a needle or syringe after
it had been used by someone else.

Figure 5-22: Proportion of new registrants who have ever shared a needle or
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Figure 5-23 presents the number of times in the month prior to registration that new
registrants reported sharing a needle or syringe after it had been used by someone
else (of those who reported sharing with one or more persons).

A small proportion (5% (2001-02) to 8% (2009-10)) of total new registrants reported
that they had shared a needle or syringe with at least one other person (after it had
been used) in the month prior to registration. Of this group, the proportion that
reported that they had shared a needle or syringe once in the month prior to
registration declined from 33% in 2001-02 to 21% in 2004-05 before increasing again
to 50% by 2007-08. This proportion decreased again to 31% in 2009-10.

Similarly, of those who reported sharing a needle or syringe with at least one person in
the month prior to registration, 20% in 2001-02 reported sharing more than five times,
compared to 27% in 2009-10.

Figure 5-23: Number of times registrants shared a needle or syringe in the
month prior to registration’®
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Source: Medically Supervised Injecting Centre (MSIC)

Figure 5-24 presents the number of people in the month prior to registration that new
registrants reported sharing a needle or syringe with (of those new registrants who
reported sharing with one or more persons). A small proportion (5% (2001-02) to 8%
(2009-10)) of total new registrants reported that they had shared a needle or syringe
with at least one other person (after it had been used) in the month prior to
registration.
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Of this group, the majority reported sharing a needle or syringe with only one other
person (ranging from 60% (2003-04 and 2004-05) to 87% (2007-08)), and the
proportion who reported sharing with more than one person made up between 13%
(2007-08) to 40% (2003-05).

Notably, the proportion of registrants who reported sharing with more than one person
made up only a small proportion (1%-2%) of the total new registrants.

Figure 5-24: Number of people shared drug equipment with in the last month
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Source: Medically Supervised Injecting Centre (MSIC)

Table 5-16 shows that of the new registrants who reported sharing a needle or syringe
with one or more persons in the month prior to registration (5-8% of total new
registrants), most shared needles or syringes with regular sex partners (ranging from
27% (2004-05) to 57% (2008-09) of new registrants) or a close friend (ranging from
22% (2005-06) to 48% (2004-05) of new registrants).
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Table 5-16: People who new registrants shared a needle or syringe with'®

Person 2001- 2006- | 2007-

shared with 2002 2007 | 2008

Regular sex 75 38 42 17 31 38 27 40 20 328
partner (53%) | (45%) | (58%) | (27%) | (42%) | (53%) | (50%) | (57%) | (38%) | (48%)
Casual sex 5 3 5 5 2 6 3 1 30
partner A%) | (4%) | (7%) | (8%) | (3%) | (8%) | (6%) | (1%) (4%)

40 26 22 30 16 27 16 19 20| 216
Close friend | (28%) | (31%) | (30%) | (48%) | (22%) | (38%) | (30%) | (27%) | (38%) | (32%)

20 15 19 13 18 10 6 11 8 120

Acquaintance | (14%) | (18%) | (26%) | (21%) | (25%) | (14%) | (11%) | (16%) | (15%) | (18%)
8 3 2 2 1 16

Other people (6%) | (4%) | (3%) | (3%) | (1%) (2%)

Source: Medically Supervised Injecting Centre (MSIC)

Table 5-17 shows the type of drug equipment that new registrants had shared in the
month prior to registration (of those who reported sharing with one or more persons in
the month prior to registration - 5-8% of total new registrants). The item of drug
equipment that new registrants most commonly reported sharing in the month prior to
registration was a spoon (between 51% (2008-09) and 68% (2003-04) of new
registrants).

Water, filters and drug solutions were all shared by new registrants in the month prior
to their registration to similar extents (46%-57 % of new registrants). Tourniquets were
reported as being shared to a lesser extent in the month prior to registration (34 %).

Table 5-17: Type of drug equipment shared '

Equipment

shared

91 51 50 39 29 44 33 36 35 408

Spoon (65%) | (61%) | (68%) | (63%) | (40%) | (61%) | (61%) | (51%) | (66%) | (60%)
81 47 44 33 25 34 27 32 27 | 350
Water (57%) | (56%) | (60%) | (53%) | (34%) | (47%) | (50%) | (46%) | (51%) | (51%)
70 43 39 31 22 36 23 32 26 | 322
Filter (50%) | (51%) | (53%) | (50%) | (30%) | (50%) | (43%) | (46%) | (49%) | (57%)
Drug 70 39 38 26 24 34 22 34 24| 311

solution | (50%) | (46%) | (52%) | (42%) | (33%) | (47%) | (41%) | (49%) | (45%) | (46%)

48 39 37 23 18 20 17 17 15| 234
Tourniquet | (34%) | (46%) | (51%) | (37%) | (25%) | (28%) | (31%) | (24%) | (28%) | (34%)

Source: Medically Supervised Injecting Centre (MSIC)
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Service response to any changes in the demographics of its clients

Service responses were discussed during interviews with MSIC management and
staff (health education officers, nurses and a Case Referral Coordinator, with 1-8 years
experience).

Key themes are presented below:

Consistent service model - both MSIC management and staff indicate the service
model has been broadly consistent since inception.

Responsive to changes in drug use - MSIC responded to the increased risk of
injecting related injury associated with increased use of brown heroin by providing
additional, more appropriate, injecting equipment.

There have been three important components to the model which have increased the
ability to respond to client needs during this evaluation period:

Employment of a Case Referral Coordinator has supported the referral process,
which has increased their links with local services as well as coordinating health
promotion activities and the ability to link in with local, national and international
health promotion events.

Brokerage funding assists MSIC to address client needs, such as funding drug
treatment, typically in the private sector, where there are no local public places
suitably available (i.e. suitable location and preference for same day/ next day
availability). Brokerage is arranged by the Case Referral Coordinator and negotiated
with the client. There is a limit on the number of times clients can receive
brokerage funding.

In addition, in response to difficulties in accessing public drug treatment places for
MSIC clients, NSW Health funded additional places at a local public alcohol and
drug treatment service, the Langton Centre, so MSIC could refer one or two clients
each week for priority access and additional case management for drug treatment
(up to 20 clients at any one time). This is referred to as the NSW Health funded
Langton evaluation.

These are discussed in more detail in Section 8.4 and Section 8.5.
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Key local service perspectives on current and future client
demographics

Local service system representatives were presented with a brief overview of
common client characteristics from the MSIC service activity data and asked "is this
consistent with your view of the injecting drug user population in the Kings Cross
area?”

The brief overview provided to service representatives key was: 'Our analyses of
MSIC data suggests that client characteristics of the MSIC are typically aged in their
mid 30’s, about % male, mostly heterosexual and about 11% report indigenous
background. They have an average age of first injection at 18 years. Heroin is the most
common drug used. About one quarter are injecting less than weekly and another
quarter injecting less than daily. Is this consistent with your view of the injecting drug
user population in the Kings Cross area?’

The findings suggest the MSIC cohort is the same as or similar to other services
targeting people with complex needs in the Kings Cross area, for example:

¢ Wayside Chapel, a community services centre for the ‘most disadvantaged’ of the
Kings Cross community area'®, reported that the MSIC client profile described
was the same for people who attend their service.

e Similarly, St Vincent's Alcohol and Drug Services noted that the MSIC is ‘principally
for a subset of extremely disadvantaged people who won’t engage with any other
intervention’.

e The Kirketon Road Centre, a local service that targets at risk young people, sex
workers and injecting drug users and provides medical, counselling and social
welfare services'®, reported that almost all of their clients attend the MSIC and
about half of the MSIC clients attend the KRC. Regular users of the MSIC and the
KRC include a core group of injecting drug users with complex needs, such as
homelessness.

e NEAMI' a mental health rehabilitation and support provider, reported that this
was broadly the same population that they work with, although they noted many
people whose drug of choice was heroin were currently injecting prescription
opioid instead as, at time of interview, they were more accessible and cheaper
than heroin.

e The Langton Centre, a local public alcohol and drug treatment service, reported
that there were similarities between MSIC clients and people receiving drug
treatment at the Langton Centre, although MSIC clients were generally younger,
more vulnerable and with more complex needs than their clients. They also noted
that there were other drug using populations in the area who were not using either
service, including people injecting methamphetamines (‘ice’), ingestion of pills such
as 'ecstasy’, or snorting cocaine.

However, it is important to note the findings from local service interviews with NSW
Ambulance or St Vincent’'s Emergency Department:
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e NSW Ambulance reported that when they respond to injecting drug users, these
are typically irregular users (such as people who have injected while a client of a
sex worker) or people who do not know about the MSIC (such as people who have
just been released from prison)

e St Vincent's Emergency Department reported that prior to the MSIC opening, there
was a high demand for the Emergency Department by injecting drug users, with a
lot of presentations for complications such as sepsis [blood poisoning] and infected
injecting sites. However, since the opening of the MSIC, they report reduced
numbers of injecting drug users presenting to the Emergency Department, which
they attribute to the introduction of the MSIC to the local service system, and
working with other service providers (such as the Kirketon Road Centre.

Finally, as previously stated, the MSIC appears to have a higher level of Aboriginal and
Torres Strait Islander clients than some other services. One private methadone clinic
interviewed stating it was fairly rare to have Aboriginal clients in their service. This
suggests that the MSIC is engaging quite effectively with Aboriginal injecting drug
users.

Overall it appears that the profile of the MSIC clients is generally similar to the broader
injecting drug user population seen by other local services. From a low threshold
access perspective, this is encouraging as it suggests that there are no systemic
barriers to access for any particular subgroup of injecting drug users, although it is
noted that some people (those leaving prison, injecting ‘ice’ or using drugs while
clients of sex workers) may not be aware or interested in accessing the service.

Anticipated changes in the client demographics

The demographics of clients are seen by local service system representatives as
relatively stable. All local service system representatives noted changes in drug supply
impact on patterns of drug use in the area. In turn, this impacts on the characteristics
of those who use the MSIC. For example, service representatives provided examples
of an increase in injecting episodes when people were using the shorter-acting crystal
methamphetamine during periods where heroin was more difficult to obtain.
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5 Evaluation domain 2: To review whether the
systems, protocols and processes of the MSIC
are appropriate for the client group

To review the systems, protocols and processes of the MSIC, the evaluation will
consider the following questions:

e \What are the client views on the MSIC’s systems, protocols and processes?
¢ \What are the staff views on the MSIC's systems, protocols and processes?

e Are the systems, protocols and processes subject to regular review and what are
the findings of or action arising from those reviews?

To answer this evaluation domain, the evaluation will be informed by interviews with
clients and former clients of the MSIC, interviews with staff of the MSIC and further
review of the MSIC program documentation.

Summary of key findings
The MSIC is guided by internal management protocols. These are supplemented by 50

policy and procedure documents.

e Interviewed clients were able to accurately describe the processes at the MSIC
and indicated that these worked well.

Surveyed clients were very positive about the appearance and cleanliness of the
MSIC.

Staff and management reported that the systems, protocols and processes are
central to the success of the MSIC service. Due to significant pre-planning of the
service before it opened, there have been no major policy or operational changes

There is evidence of ongoing review of the systems, protocols and processes in
relation to client and other needs.

Overview of systems, protocols and processes of the MSIC
The MSIC has three distinct areas as shown in Figure 6-1, which comprise:
e Stage 1: a Client Reception area with an adjoining Client Assessment Room

e Stage 2: a clinically supervised Injecting Room

e Stage 3: an After Care Area.
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Figure 6-1:  MSIC floor plan'®
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Internal management protocols

As previously specified, the MSIC is a trial and operates under an amendment of the
Drug Misuse and Trafficking Act 1985. Under the amended legislation in relation to the
MSIC, a license to operate the trial service ‘cannot be issued unless the responsible
authorities are of the opinion that satisfactory internal management protocols for the
centre [ed. MSIC] have been finalised...."'®

The internal management protocols are a 16 page document which details the agreed
approach for the MSIC in relation to all aspects of operation. This includes the service
model, range of services to be provided, operating hours, staffing and security (guard
and systems). Details are provided for activities that can or may occur in each stage of
the MSIC (reception/injecting room and after care).

For example, listed protocols for client reception include steps to assess new clients,
MSIC eligibility criteria, steps to assess age, previous injecting drug use, clients
obviously or known to be pregnant or accompanied by children and assessing
intoxication. There are protocols on ineligible clients, new client registration, client
anonymity, the MSIC client code of conduct, client consent, registration and
assessment of existing MSIC clients and responding to client incidents.

The internal management protocols document was developed prior to the
establishment of the MSIC by an Expert Panel and endorsed by the Responsible
Authorities, the Director General of Health and Commissioner of Police. These were
strengthened in 2008 and endorsed in late 2009 by the Director General of Health and
Commissioner of Police.

Policy and procedure documentation

The internal management protocols are supplemented by 50 clinical policies and
procedure documents that were also created on or since the opening of the MSIC. The
policy and procedures documents were created by the senior internal clinical
management staff in roles such as the Medical Director, Clinical Services Manager and
the Nursing Unit Manager.

These include the following:

e (Clinical and floor management protocols address events such as client registration,
notification of child at risk, floor management, vein care, infection prevention and
control, blood/body fluids and needlestick injury exposure, cocaine and
methamphetamine toxicity, delirium protocol, guidelines for suicidal behaviour,
medical record release and confidentiality.

e Security and occupational health and safety protocols address issues such as
security systems, aggression management, response to critical incidents and after
hours incident management.

e Human resources-related protocols address recruitment, initial training program,
code of professional conduct, employees’ responsibility, clinical supervision and
student and health worker placement.
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e Miscellaneous protocols have been developed in relation to media and public
information, cab charge, management of complaints and client complaints and
concern form. There is also a verbal complaints flowchart outlining the process for
complaints including documentation and (where appropriate) review of
policy/practice/procedure, staff counselling/education or referral to an external
agency.

e There is also a four-sided booklet for clients that outlines guidelines and rules for
using the MSIC, including opening hours, exclusion criteria, registration, injecting
room practices, drug overdoses, legal matters, behaviour and complaint processes
and contact details.

Client perspectives on the MSIC staff and services

Of the current clients who completed a short self-administered survey (n=119), when
asked 'What do you think about the MSIC staff and service, in relation to appearance
and cleanliness of the MISIC?’, 76 % reported it was ‘very good’ and 16% reported it
was ‘good’.

The current (n=43) and former (n=6) MSIC clients who participated in semi-structured
interviews as part of this evaluation were also asked to comment on the systems,
protocols and policies.

When asked whether the way the MSIC works is fair, all interviewees who addressed
the question answered 'yes'''® (28 of 28 responses).

They were also asked a semi-structured question [with prompts as required as shown
in square brackets]: ‘Tell me about what happens when you come here? [In the entry
area, injecting area and after care area?]’

All clients interviewed, (both former and current), were able to clearly and accurately
describe the staged process and indicated that they felt the system worked well.

Key steps and benefits are outlined below:

e Screening - the majority of clients talked about the process of giving their
password to staff in Stage 1 and answering questions, for example whether they
had used [injected] today and whether they had consumed any alcohol.

e Friendly staff — many clients stated that they liked being greeted by name by staff
when they arrived at the MSIC: " Staff know me and | like that - they always say
hello and ask how you're doing”.

e Attention to general wellbeing of clients — a number of clients who were on
medication (e.g. for psychiatric conditions) said staff asked them whether they had
taken their medication for the day and if not, why not.

o Clear processes — clients understood and accepted rules, e.g. injecting in
individual booths (unless clients arrive in pairs) or not talking or sharing anything
between the booths.

e Hygienic - one client commented positively that the booths were ‘always
spotless’.
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Non-judgmental access to equipment — clients spoke about the availability of
injecting equipment as needed, with some further stating that ‘they never judge
me or ask questions about things'’.

Access to advice and information — clients reported multiple opportunities to
obtain advice and information when required.

After care area (Stage 3) provides a safe place to wait — nearly all clients
understood that they should remain in Stage 3 for approximately 15 minutes, ‘even
if you feel fine and you just want to be in and out’. Most clients commented that
they liked being able to sit down for a bit, have a coffee and relax.

Monitoring post-injection — clients valued staff presence as it ‘allows you to be
monitored for a bit - sometimes it doesn’t always hit you straight away so it’s good
to be able to sit for a while’. A common observation was that staff ‘keep an eye’on
everyone: ‘staff never seem to be watching you, but as soon as something’s
wrong, they’re there like a shot, sometimes before anyone else has noticed
anything at all’.

Opportunity to seek assistance — the general consensus was that support, advice
and assistance with referrals were available to those who asked for it: ‘/f you need
help with some issues it’s very clear that staff are available if you want, but they
don’t push it- it’s got to be led by us’.

Individual clients recommended the following changes to the service model::

Streamlined process for known clients - ‘'The staff know me so why do they
have to ask for my password and ask me all these questions every time?’

Access to a toilet - '/t would be good to have a toilet in Stage 1. | know why they
don’t, because of security, but sometimes it can be a problem, particularly if you've
got to wait.’

Allowing clients to wait inside prior to clinical opening times - / think they
should at least open the doors on time, even if they're not ready to start. At least
then we could wait inside, off the street’.

The MSIC management and staff were asked to comment on these three areas for
improvement identified by clients, and these comments are described in Section 6.4
below.
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Management and staff perspectives

Key themes reported during management and staff interviews on systems, protocols
and policies were as follows:

Low threshold service model - this recognises that this client group may have
significant hesitations in accessing services and that typical clinical expectations
(such as use of appointments, structured clinical services, even requirements
about ‘appropriate’ language or behaviour) may act as real or perceived barriers to
access and are to be removed/reduced wherever practical. This approach is seen
as highly beneficial, and staff report this approach has had the result of increasing
access to marginalised people who do not access other services, particularly
Aboriginal and Torres Strait Islander clients who commonly do not attend any other
mainstream services aside from the MSIC.

Well-planned service - due to significant pre-planning of the MSIC before it
opened, there have been no major policy or operational changes, only minor
modifications to respond to emerging issues. Reported strengths included the
ease with which clients and staff used the MSIC, suggesting a well-designed and
implemented service which has been replicated by the international services, such
as InSite in Vancouver, Canada. A detailed data collection system was established
prior to the MSIC opening which provides much of the data provided in this and
previous evaluations.

Supported by high quality processes and protocols — staff indicated that they
believed that the MSIC had policies and procedures of a very high standard. The
MSIC procedures were seen to play a significant role in promoting positive
outcomes in terms of client safety and health by reinforcing good hygiene practice
as well as the provision of a safe and clean environment.

Consistent staff application of the MSIC policies and procedures - staff
attribute the success of the processes to the manner in which they are
consistently applied and also to the determination of staff to behave in a respectful
and courteous manner towards clients. This ‘modelling’ serves to affect client
behaviour. Staff suggest this attitude has done much to promote an acceptance of
the MSIC rules and regulations among the client population. This attitude has also
engendered a relationship between staff and clients of mutual trust and respect as
clients see that staff are non-judgemental and consistently apply the MSIC policies
and procedures.

Client knowledge and respect of rules and responsibilities - staff interviewed
remarked that clients are generally aware of, and comply with, the MSIC protocol
and procedure. Staff commented that many clients can now recite the MSIC's
rules of behaviour - evidence that the MSIC has been successful in creating a
broad awareness of its ‘client rules’. Perhaps more importantly than awareness of
processes however, is the fact that clients on the whole seem to genuinely
respect these processes and recognise the importance that compliance of these
processes plays in contributing to a safe and effective service. This attitude has
been evidenced by staff noticing that clients have adopted a form of self-regulation
and a culture of 'positive peer pressure’ within the MSIC that serves to rein in
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aggressive or disruptive behaviour from their peers. When certain clients are not
complying with processes or protocol (i.e. being disruptive etc.), it is not
uncommon for them to be reprimanded by their peers for not acting responsibly.
Older users in particular are often seen attempting to inculcate their younger peers
with an attitude of respect towards both staff and the MSIC more generally.

e Ability to de-escalate situations - staff interviewed reported that the culture of
respect described above has also enhanced staff's ability to manage and
de-escalate potentially explosive and dangerous situations, while positive peer
pressure has also pre-empted incipient disturbance or violence. Staff noted that
both the MSIC processes and its culture of respect have been effectively
embedded and this has resulted in an environment largely free from violence and
disruptive behaviour. Anecdotally, staff suggested there has been a decline in the
incidence of violent and disruptive episodes since the MSIC's inception.

o Constraints were predominantly related to the building configuration, such as lack
of natural light. However, staff and management recognised that access to a
building in the location was more important than these elements.

MSIC were also asked to comment on the three areas for improvement identified by
clients (streamlining the process, access to a toilet and allowing clients to wait inside
before the MSIC officially opens — as described in Section 6.3):

e Screening process allows for engagement with clients, assessment of intoxication,
recent use, risk of overdose (and ability to better respond in the event of an
overdose). The MSIC staff include a number of part-time and casual staff and not
all clients are known to all staff.

e Toilet facilities are not available in Area 1 due to resourcing constraints (insufficient
staff to manage the toilet, physical limitations), risk of unsupervised injecting and
dealing in the facility and a need to be able to observe clients in Stage 1.

e There is a required level of staffing included in the internal management protocols.
Opening the MSIC with a reduced staffing profile therefore breaches the MSIC
legislation. In the event there are sufficient staff, including a security guard, up to
13 clients are allowed into Stage 1 to commence registration.

Review processes

The policies and procedures were developed by clinical staff at the MSIC, were
reviewed by a clinical policy advisory committee prior to the opening of the MSIC in
2001 and are reviewed regularly as well on an as needed basis by clinical staff and the
expert advisory panel.

In addition to this review process, it is noted that there is also evidence of protocols
being created or amended due to changes in the demographics of clients and client
needs. For example, Policy 1.4: Delirium Protocol and Flowchart was developed in
collaboration with relevant local health services in response to ‘increasing problems
associated with excessive cocaine use in the Kings Cross in the early 2000s and the
need for a coordinated approach from relevant services...” (MSIC, 2001).
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6 Evaluation domain 3: To monitor the level of
demand for the MSIC

To review the level of demand for the MSIC, the evaluation will consider the following
questions:

e \What is the number of client visits per day averaged over a month? What are the
short and long-term trends in service usage?

e Based on trend information, what predictions can be made about the future
demand for the service?

This section is informed by the MSIC client database, information collected through
interviews with MSIC staff and local service system representatives.

It is noted that monitoring demand for the MSIC is a legislative requirement. In relation
to ‘reviews of licence’, the Act states ‘the responsible authorities must arrange for the
review of the economic viability of a licensed injecting centre if they are satisfied that
the service activity level of the centre has dropped below 75 per cent of the service
activity level prescribed by the regulations’’"".

Summary of key findings

After an initial period of growth between 2001 and 2003, the total attendances by
year and average attendances per day have remained relatively consistent since
2004 (70,642 and 78,963 attendances per year and an average of between 193.54
and 218.13 attendances per day).

After an initial period of growth between 2001 and 2003, the average number of
attendances by day of week have remained relatively constant. Thursday and
Friday had the highest activity followed by (in descending order) Tuesday, Monday,
Wednesday, Saturday and Sunday.

MSIC staff and management report no discernible change in the demand (or
demographics) of people using the MSIC. External local service system
representatives indicated demand was likely to remain stable, although it could be
impacted by increasing the opening hours of the MSIC, significant changes in the
drug market, increased drug treatment options and availability and changes in the
local area.

Current demand

Figure 7-1 below shows the total number and average attendances per day for each
year. In the initial three years of the MSIC operation (2001-02 to 2003-04), the number
of total attendances and the average number of attendances per day increased, before
declining slightly in 2004-05 and remaining relatively constant since, ranging between
69,302 and 78,963 attendances per year and an average of between 191 and 226
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attendances per day (between 2005-06 and 2009-10). The increase in attendance
volumes between 2002-03 and 2003-04 may in part be explained by the MSIC
increasing its operating hours from ~55.5 hours a week to ~78.25 hours a week.

Figure 7-1: Average attendances by day and total attendances at the MSIC by
year
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Figure 7-2 shows the average number of attendances per day, by day of week for each
year of operation. Similar to the total number of attendances, the average attendances
by day of week increased between 2001-02 and 2003-04, declined slightly in 2004-05
and have remained relatively constant since.

Unsurprisingly, as the operating hours of the MSIC are shorter, the average number of
attendances on Saturdays and Sundays were the lowest of all days at between
151-175 and 135-156 average attendances respectively (from 2004-05 to 2009-10).
Thursdays and Fridays had the highest (and almost identical) average number of
attendances at between 219-270 and 220-245 from 2004-05 to 2009-10. Tuesday,
Monday and Wednesday had successively lower average attendance rates than
Thursday and Friday with ranges of 179-247, 195-245 and 180-220, respectively
between 2004-05 and 2009-10.
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Figure 7-2: Average number of attendances by day of week
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In summary, following an initial period of growth in attendances at the MSIC (2001-02
to 2003-04), the average number of attendances by day of week has remained
relatively constant since 2004-05. These data suggests a consistent demand for the
MSIC.

Staff feedback and local service local perspectives relating to
demand

Management and staff interviews reported that they had not observed a discernible
change in demand or the demographics of clients in their time working at the MSIC.
These trends were also presented to local service system representatives for
validation.

Overall, the MSIC was seen as responding to a need that had remained relatively
stable over time and demand was likely to remain constant for the foreseeable future.

However, factors identified by local service system representatives as having the
potential to impact on demand included significant changes in the following:

¢ opening hours of the MSIC - additional hours likely to increase the number of
people accessing the MSIC

o drug market — whilst there are frequent changes in the availability, price, quality
and properties of frequently injected drugs, significant changes to any of these
may impact on the demand for the MSIC

e drug treatment options and availability — for example, the introduction of
buprenorphine to the range of substitution pharmacotherapies available was
reported by one local service representative as providing more options for drug
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treatment, which may increase the number of people taking up drug treatment and
therefore reduce overall use of the MSIC

e other local changes in the area - the ongoing gentrification of Kings Cross was
reported to have potential impact on the drug market in the area, which may
impact on the demand for the MSIC in the future.
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7 Evaluation domain 4: To review whether the mix
and level of services are appropriate in the
context of the Government’s objectives

To review the mix and level of services that are appropriate in the context of the
Government's objectives, the evaluation considered the following questions:

e \What are the trends in service activity level?
¢ \What are the trends in types of drug injected?

e \What are the trends in utilisation of different components of the MSIC services,
e.g. supervised injecting, medical treatment, referral services?

e Are the days/hours of the MSIC's operation appropriate?

e What are the trends in referral of clients to drug treatment, primary health care,
mental health and social welfare services? What is the basis of any such trends
including arising from MSIC practices?

This section is informed by review of the MSIC client database, interviews with MSIC
staff, interviews and surveys with MSIC clients, and interviews with local service
system representatives.

Please note that Section 3 provides a summary of the evaluation findings directly
addressing the NSW Government's four stated objectives.

Summary of key findings

There were 609,177 visits to the MSIC from service commencement in May 2001 to
30 April 2010, with relatively stable demand of approximately 70,000 visits annually
for the evaluation period (2007-2010).

The proportion of visits for heroin injection remained relatively constant between
2006-07 and 2009-10 at 34-40%. The proportion of visits for injection of other
opioids has increased significantly and constituted 53% of injections in 2009-10.

After a steady decline to a low of 1,867 additional services (e.g. advice on safer
injecting and other health advice, first aid and wound management and
accommodation services) provided in 2007-08, provision of these services has
increased to 3,130 in 2009-10.

The largest proportions of additional services provided between 2001-10 were for:
advice for safer injecting including vein care, drug and alcohol treatment advice,
wound dressing and accommmodation services. The relative proportion of provision of
these services would suggest that the MSIC provides an appropriate mix of services
for the client cohort.

Surveyed clients reported that they are generally happy with the availability of
information about other services provided by MSIC staff.

There is significant ‘pre-referral” activity, where the MSIC staff provide information
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and advice about drug treatment to encourage clients to move from
‘precontemplating’ or ‘contemplating’ drug treatment to choosing to seek a referral.

There are also a number of attempted referrals (85 in 2008-09 and 155 in 2009-10,
where the MSIC staff made or facilitated telephone calls but were not successful in
securing a drug treatment place, often because of lack of timely and/or suitable
service availability.

Overall, the more frequently a client visited the MSIC, the more likely they were to
have accepted a referral to another service. 68% of frequent attenders (>98 visits in
a given year) accepted a referral within the given year while approximately 2% of
clients that visited 1-2 times in a given year accepted a referral.

Overall, between 2001-02 to 2005-06 the rate of drug treatment referrals fluctuated
from a high of 13.3 (2001-02) to a low of 5 (2003-04). Rates of referral per 1,000 visits
from 2006-07 onwards stabilised, with a range between 4.6 and 5.3 referrals per
1,000 visits (declining by less than 1 referral per 1,000 visits over the period). These
findings are consistent with the trend for all referrals (including drug treatment, health
care, and social welfare and other referrals). This occurred over the same period that
there was a stabilisation of the rate of new registrants, and the profile of frequency of
attendance by clients.

By comparison, for NSW Needle Syringe Programs, referrals for drug treatment
represent 20% of all referrals

Local service system representatives and MSIC management have reported that
there have been challenges with obtaining local public drug treatment places in a
timely manner due to waiting lists, thereby losing the ‘window of opportunity’ to
assist someone move into drug treatment.

The uptake of brokered referrals to drug treatment and through the NSW Health
funded Langton project (a service arrangement for the MSIC with a local public drug
treatment service) have been very strong.

Medical consultation (including dental) and health education were the most common
types of healthcare referrals made by MSIC staff. Of social welfare referrals, the
largest proportion were made for social welfare assistance.

The majority of clients interviewed reported that the MSIC's opening hours were
generally suitable for them. The maijority of interviewed clients indicated that during
the MSIC opening hours, they only inject at the MSIC. However most (19 of the 23
clients interviewed reported that they injected outside of opening hours. Most
commonly reported injecting in their own or at a friend's home, although public
injecting was still reported.

Clients stated their use of the MSIC is related to safety, hygiene, access to
resuscitation and, to some extent, proximity to residence or where the client
obtained their drugs.

There is strong support by the local service system for services provided by the
MSIC as having a clear specialist role within the broader service system and as an
entry point to other services.




e Qverall, based on the information analysed, the mix and level of services appear to be
appropriate in the context of the NSW Government’s objectives. Detailed analysis of

findings to each of the NSW Government'’s four objectives is presented in Section 3.

Service activity
Clients who enter the MSIC have the details of that attendance recorded in Stage 1.

For the purposes of this report, the following definitions are used to describe service
activity:

e ’‘Check-in": the process where registered clients provide their details and other
relevant information to a staff member in Stage 1 and are assessed as suitable to
access the site.

e Visits: all registered clients who ‘check-in" to access the site for injecting are
regarded as having an individual visit. This is recorded during Stage 1.

e Occasions of additional service: during a visit, some clients may receive
additional services (other than medically supervised injection) from the MSIC (e.g.
blood-borne virus information). Irrespective of the number of individual services
provided, this section presents these instances as an occasion of additional

service'?

e Total additional services: describes all individual services provided within
occasions of additional service.

Visits

Table 8-1 below outlines the number of visits to the MSIC recorded by year. As
reflected in Section 0, after an initial period of growth in the number of visits between
2001-02 (31,287 visits) and 2003-04 (80,331 visits), the number of visits to the MSIC

has remained above or approximately 70,000 visits a year. A total of 609,177 visits to
the MSIC have been recorded since commencement of operation (to 30 April 2010).

Table 8-1: Number of visits to the MSIC
2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009-

02 (0K} 04 05 06 07 08 09 10 Total

Total

visits 31,827 | 56,876 | 80,331 | 68,880 | 72,520 | 82,085 | 72,504 | 74,852 | 69,302 | 609,177

Source: Medically Supervised Injecting Centre (MSIC)

Drugs injected onsite

Figure 8-1 below illustrates the annual proportion of visits for injection of particular
types of drugs. Heroin was the most frequently injected drug over the period 2001-02
to 2005-06, with between 76% (2003-04) and 59% (2005-06) of visits involving heroin
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injection. The proportion of visits for heroin injection remained relatively constant
between 2006-07 and 2009-10 (34-40%).

In 2001-02, 42% of injecting visits were for cocaine. However, the proportion of visits
for cocaine injection decreased significantly in 2002-03 (10%) and again in 2003-04
(5%). Between 2004-05 and 2006-07, the proportion of injecting visits for cocaine
increased again to between 10% and 16%. Between 2007-08 and 2009-10, the

proportion of visits for cocaine injection remained relatively constant at between 9%
and 11%.

While represented in less than 1% of injecting visits between 2001-02 and 2003-04,
other opioids have constituted an increasing proportion of visits from 2004-05 (6%),
exceeding the proportion of visits for heroin in 2006-07 (39% vs. 37%). The proportion
of visits for other opioids'™ trended upwards between 2007-08 (44%) and 2009-10
(53%).

The proportion of visits for amphetamine injection has remained consistently low, at
between 2%-7%, between 2001-02 and 2009-10.

These distributions are broadly consistent with the data presented in the previous
evaluation in 2007 '

Figure 8-1:  Type of drug injected’™
80%
70% -
60% -
50% +

40% - b/\

30% 4

Proportion of visits (%)

20%

10%*/\&
0% +————————— ——————1

2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009-
2002 2003 2004 2005 2006 2007 2008 2009 2010
MSIC Year
—&— Heroin Other opioids Cocaine
Amphetamines —&— QOther Drug —#&— Did not inject

2001- | 2002- 2003- | 2004- 2005- 2006- 2007- 2008- 2009-

0 03 04 05 06 07 08 09 10 Total

Total

visits 31,427 | 56,333 | 79,524 | 68,235 | 71,896 | 81,137 | 72,295 | 74,347 | 68,828 | 604,022

Source: Medically Supervised Injecting Centre (MSIC)
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Additional services

Occasions of additional service activity

Table 8-2 below illustrates the annual number of occasions the MSIC provided
additional services (other than medically supervised injecting) by year (1 May to
30 April).

Additional services include:

e Advice and education on safer injecting practices and drug and alcohol treatment
e General health advice (e.g. sexual health and women's health advice)

e General medical services (e.g. first aid and wound treatments)

e Social services (e.g. assistance with accommodation, legal issues and crisis
counselling)

e Provision of referral options, assessment and other information.

The occasions of additional service usage peaked in 2002-03, with 8,303 occasions of
additional service being recorded. Provision of additional services has appeared to
steadily decline since its 2002-03 peak, with 1,667 occasions being recorded in
2007-08. However, in 2008-09 and 2009-10, additional service usage increased (2,392
and 2,737, respectively).

Table 8-2: Number of visits in which at least one additional service was
provided

2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009- Total

(0 03 04 05 06 07 08 09 10

Total valid

8,109 | 8,303 | 8,196 | 5,060 | 3,487 | 2,492 | 1,667 | 2,392 | 2,737 | 42,443
records

Source: Medically Supervised Injecting Centre (MSIC)

Total additional services delivered

Table 8-3 below shows the total annual number of additional services provided across
all MSIC visits. The number of additional services provided peaked in 2002-03 at
10,681 and declined steadily to a low of 1,867 services in 2007-08. Additional services
provided subsequently increased to 3,130 in 2009-10.

Table 8-3: Total number of additional services delivered

2001- 2002- 2003- 2004-  2005- 2006- | 2007- 2008- 2009- Total

(0 03 04 05 06 07 08 09 10

Total valid

10,435 | 10,681 | 10,047 | 6,135 | 4,082 | 2,904 | 1,867 | 2,767 | 3,130 | 52,048
records

Source: Medically Supervised Injecting Centre (MSIC)
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Recording of additional services

The way that additional services were recorded changed during the current evaluation
period. Prior to 16 October 2008, additional services were categorised by the type of
service provided (e.g. MSIC core, general medical and psycho-social). From 17 October
2008, additional services were categorised according to the service activity undertaken
(e.g. information provision, telephone calls, other medical).

The reason for the change was to capture more detail associated with referral activity
and to allow better description of the range of activities undertaken associated with
referrals.

From 17 October 2008, staff recorded when they provide information and explore
referral options with clients, including if a referral is not accepted or possible. Potential
reasons for this occurring include delay of accessing services and the referral not being
accepted by the client (e.g. service not available same day or next day, or location not
preferred). This discussion is important to record as it highlights when MSIC staff
provided assistance to clients in moving from the pre contemplation and
contemplation stage into action stage, and is more likely to lead to a successful
subsequent referral (at a later time).

The data for provision of additional services for the two data ranges (and differing
method to recording additional services) are displayed separately in the sections
below.

2001-02 to 2008-09 (to 16 Oct 2008)

As shown in Table 8-4, the raw number of additional services provided has declined
from 10,434 (2001-02) to 1,858 (2007-08)""°. Similarly, the rate of additional services
provided per 1,000 MSIC visits has declined almost 90% from 327.8 (2001-02) to 35.1
(2008-09). This may be reflective of the overall stabilisation of the MSIC population in
terms of attendance frequency over time. For example, as shown in Figure 8-4, the
proportion of all visits attributed to frequent MSIC attenders (those who visit the MSIC
>98 times a year) has increased over time from 30% in 2001-02 to the majority (59%)
in 2009-10. This increase coincides with the decrease in the rate of additional services
provided per 1,000 visits.

As it is reasonable to assume that these clients do not receive additional services at
every visit but attend frequently, this may explain the decrease in the rate of additional
services recorded per 1,000 visits. In short, there appears to be an inversely
proportional relationship between the proportion of visits attributed to frequent
attenders and the rate of additional services provided per 1,000 visits.
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Table 8-4:  Additional services provided: 2001-08
2001  2002- | 2003- 2004- 2005- 2006- 2007- @ 2008-
02 03 04 05 06 07 08 09
Total 10,434 | 10,681 | 10,047 | 6,135| 4,082 | 2,904 | 1,858 | 1,255| 47,396
services
Igtl"t"é 31,827 | 56,876 | 80,331 | 68,880 | 72,520 | 82,085 | 72,504 | 35,769 | 500,792
Rate of
igg‘gceS/ 327.8| 187.8| 1251 89.1 56.3 35.4 25.6 35.1 94.6
visits

Source: Medically Supervised Injecting Centre (MSIC)

The tables below (Table 8-5, Table 8-6 and Table 8-7) provide detail on the additional
services provided between 2001-02 and 2008-09.

Further evaluation of the Medically Supervised Injecting Centre
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Table 8-5: MSIC Core services provided: 2001-08
Service type 2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- Total
YPE oo 03 04 05 06 07 09118
Safer
injecting/vein 5,220 5,307 5,718 2,965 1,526 795 622 378 22,531
care advice (77%)| (62%)| (69%)| (62%)| (52%)| (44%)| (59%)| (49%)| (64%)
Drug and
alcohol 906 2,136 1,889 1,267 976 682 7,856
treatment (13%)| (25%)| (23%)| (27%)| (33%)| (37%) (22%)
advice
Other health 266 783 550 429 407 189 2,624
education @%)|  9%)| (7%)| (9%)| (14%)| (10%) (8%)
mitonis T I
essment 0 0 0 0
Well woman 263 226 69 38 23 17 636
advice @w|  Gw| (1% (1%)| 1%)| 1% (2%)
gsrsfrizmem 22 78| 107 207
0, 0, 0, 0,
treatment (1%) (7%)|  (14%) (1%)
Sexual health 65 38 24 23 21 5 176
advice (1%)| (<1%)| (<1%)| (<1%) (1%)| (<1%) (1%)
omer . 34| 38 51| 35 7 27| 56 248
MSI'OC Core 1%)| (<1%)| (1%)| (@1%)| <1%)| @1%)| (5%) (1%)
Total MSIC
Core 6,754 8,528 8,301 4,757 2,960 1,822 1,057 772 34,951
services
Additional
services/ 212.2 149.9 103.3 69.1 40.8 22.2 14.6 21.6 69.8
1,000 visits

Source: Medically Supervised Injecting Centre (MSIC)
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Table 8-6:

Service type

General medical services provided: 2001-08

2008-
09119

Total

\é\:gggg ftissue 254 255 139 204 112 105 90 52| 1,211
traumag (26%) | (37%) | (29%) | (45%) | (35%) | (32%) | (31%) | (28%) | (33%)
(Sek'” ‘;'s;’égg; 137 | 113 97 60 32 42 41 32| 554
ra'sgh') (14%) | (16%) | (21%) | (13%) | (10%) | (13%) | (14%) | (17%) | (15%)
Other unspecified 60 46 31 42 22 33 32 266
- Gen Med (6%) | (7%) | (7%) | (9%) | (7%) | (10%) | (11%) (7%)
Women's health 42 27 14 14 6 7 5 5 120
advice (4%) | (4%) | (B%) | (3%) | (2%) | (2%) | (2%) (3%) (3%)
Sexual health 58 7 8 1 4 8 5 3 94
information (6%) | (1%) | (2%) | (<1%) | (1%) | (2%) | (2%) (2%) (3%)
Asthma/Chest 13 11 13 6 5 8 12 10 78
infection (1%) | (2%) | (3%) | (1%) | (2%) | (2%) | (4%) (5%) (2%)
424 228 171 122 137 123 107 82| 1,394
Other medical (43%) | (33%) | (36%) | (27%) | (43%) | (38%) | (37%) | (45%) | (38%)
Total general 988 | 687 | 473| 449| 318| 326| 203| 183| 3,717
medical
Additional
services/ 1,000 31.0 12.1 5.9 6.5 4.4 4.0 4.0 5.1 7.4
visits
Source: Medically Supervised Injecting Centre (MSIC)
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Table 8-7: Psycho-social services provided: 2001-08

2001- 2002- | 2003- | 2004- 2005- | 2006- 2007- 2008-

Service type 02 03 04 05 06 07 08 09'% Total

_ 210 | 255 | 343 | 254 | 214| 213| 140 103 | 1,732
Accommodation (8%) | (17%) | (27%) | (27%) | (27%) | (28%) | (28%) | (34%) | (20%)

o _ 152 109 101 72 84 76 44 36 674
Crisis Counseling | (6%) | (7%) | (8%) | (8%) | (10%) | (10%) | (9%) | (12%) | (8%)
210 138 107 81 51 41 26 13 667

Legal Issues (8%) | (9%) | (8%)| (9%)| (6%)| (5%)| (5%) | (4%) | (8%)
_ 32 23 37 28 13 10 4 12 159
Finances 1%) | 2% | B | (%) | (2%) | (1%)| (1%) (4%) | (2%)
Other unspecified 102 73 36 55 49 38 20 373
- Psych (4%) | (5%) | (3%) | (6%) | (6%)| (5%)| (4%) (4%)

_ 1,635 | 694 | 447 | 284| 239 191| 125 104 | 3,719
Other Counseling | (619%) | (47%) | (35%) | (31%) | (30%) | (25%) | (25%) | (35%) | (43%)

351 174 202 155 154 187 149 32| 1,404
Other (13%) | (12%) | (16%) | (17%) | (19%) | (25%) | (29%) (11%) | (16%)
Total . 2,692 | 1,466 | 1,273 929 804 756 508 300 | 8,728
psycho-social
Additional
services/1,000 84.6 25.8 15.8 13.5 111 9.2 7.0 8.4 17.4
visits

Source: Medically Supervised Injecting Centre (MSIC)

In summary, the largest proportions of additional services provided between 2001-02
to 16 October 2008 were for: advice on safer injecting including vein care, drug and
alcohol treatment advice, wound dressing/tissue trauma and accommodation services.
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2008-09 (from 17" Oct 2008) to 2009-10

As noted on page 116, from 17 October 2008, additional services provided were
categorised by the service activity undertaken. As shown in Table 8-8, the rate of
additional services provided increased from 38.6 per 1,000 MSIC visits in 2008-09 to
45.2 in 2009-10'*".

Table 8-8:  Additional services provided: 2008-10

2008-09'% 2009-10 Total \
Total services 1,510 3,130 4,640
Total visits 39,083 69,302 108,385
A_d(_:lmonal services/ 1000 386 45 2 428
VISItS

Source: Medically Supervised Injecting Centre (MSIC)

The tables below (Table 8-9, Table 8-10 and Table 8-11) provide detail on the additional
services provided between 2008-09'% and 2009-10.

Table 8-9 provides the detail on the provision of information, assessment or referral
options to clients. This information reflects activities undertaken that have not led to
the acceptance of a referral by the client. However, in the context of the Stages of
Change model described previously, this 'pre-referral’ activity can be seen as
addressing the needs of clients who are still unsure about change (in the language of
the model, in pre-contemplation or contemplation stages). This activity is essential in
supporting behaviour change, particularly with a group who have not previously had
contact with drug treatment services.
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Table 8-9: Information, assessment, referral options provided: 2008-10

Service type 2009-10

g\f‘;‘fg(‘)’;’gcnt;‘(ga%‘\’/‘l’é‘;‘; (including 248 (29%) | 675 (32%) | 923 (31%)
Drug and alcohol treatment 223 (26%) 397 19%) | 620 (21%)
Vein care advice 137 (16%) 407 (19%) | 544 (18%)
Other medical issues 52 (6%) 137 (6%) 189 (6%)
Other, please specify 57 (7%) 127 (6%) 184 (6%)
Other Counseling 55 (6%) 112 (5%) 167 (6%)
Mental health 19 (2%) 45 (2%) 64 (2%)
Blood-borne viruses 11 (1%) 47 (2%) 58 (2%)
Social security/employment 26 (3%) 32 (1%) 58 (2%)
Nutrition 3 (0%) 47 (2%) 50 (2%)
Sexual health/reproductive health 10 (1%) 39 (2%) 49 (2%)
Legal Issues 8 (1%) 36 (2%) 44 (1%)
Crisis Counseling 5 (1%) 38 (2%) 43 (1%)
Additional services/1,000 visits 23.9 54.7 27.61

Source: Medically Supervised Injecting Centre (MSIC)

Table 8-10 below provides information on telephone calls made or facilitated where
the client had agreed to seek a referral but there may not have been a successful
outcome of that referral. In other words, the client was ready to consider making a
change but a subsequent barrier meant this was not possible. Reasons for not
achieving a successful referral may include lack of service availability, or delay of days
or weeks to access a service, the client declining to proceed or other changed
circumstances.
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Table 8-10: Telephone calls made or facilitated: 2008-10
Service Type 2008-09'*  2009-10 Total \
Drug and alcohol treatment 102 (30%) 170 (32%) | 272 (31%)
Accommaodation/housing 99 (29%) 138 (26%) | 237 (27%)
Legal Issues 29 (8%) 46 (9%) 75 (9%)
Transport - including Mission Beat 23 (7%) 29 (5%) 52 (6%)
ig;gzzggod/mundry or other practical 14 (4%) 18 (3%) 32 (4%)
Intoxicated Persons Unit 15 (4%) 7 (1%) 22 (3%)
Probation and Parole 8 (2%) 12 (2%) 20 (2%)
Other 55 (16%) | 113 (21%) | 168 (19%)
Total telephone calls made or facilitated 345 533 878
Additional services/1,000 visits 9.6 13.6 8.1

Source: Medically Supervised Injecting Centre (MSIC)

Table 8-11:

Service Type

Wound dressing

2008-09'%

103 (33%)

200010

122 (27%)

Other practical health/medical services provided: 2008-10

Total
225 (29%)

Medication provided

32 (10%)

115 (25%)

147 (19%)

First aid treatment

44 (14%)

85 (19%)

129 (17%)

Other

132 (42%)

136 (30%)

268 (35%)

Total other practical health/medical
services provided

311

458

769

Additional services/1,000 visits

8.7

11.7

7.1

Source: Medically Supervised Injecting Centre (MSIC)

Surveyed clients were asked ‘What do you think about the MSIC staff and services:
availability of information about other services?’ The majority of clients reported this
was very good (68%) or good (20%).

In summary, consistent with the additional services provided between 2001-02 to 16
October 2008, the largest proportions of additional services provided between 17
October 2008 and 30 April 2010 were for: advice for safer injecting including vein care,
drug and alcohol treatment advice, wound dressing and accommodation services.

The relative proportion of provision of these services would suggest that the MSIC
provides an appropriate mix of services for the client cohort.
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Client referrals

All clients are offered referral during their initial registration. Client referrals are
recorded at each stage in the MSIC - during Stage 1 (Waiting Room and Assessment
Area), Stage 2 (the Injecting Room) or Stage 3 (the After Care Area). Referrals may also
be provided to clients offsite once they have left the premises. Details of referrals are
recorded as formal referrals only when a client accepts them. For example, if staff
encourage a client to seek further assistance/treatment and the client does not accept
the offer of referral, this is not recorded as a referral. However, in this instance, and
where the client has accepted a referral but no service/treatment place is available, the
activity may be recorded as an additional service (as described in Section 8.4 above).

Total number of client referrals

Client referrals may be made to three broad types of services: drug treatment, health
care and social welfare services. Each of these types of referrals is described in further
detail in the following sections.

At an overall level, the total number of referrals increased from 946 in 2001-02 to a
peak of 1,260 in 2004-05, before declining to a low of 648 in 2009-10. Table 8-12
shows the number of client referrals and rate of referral per 1,000 visits per year
(May-April). The rate of referral per 1,000 visits has declined from a peak of 29.7 in
2001-02 to 9.4 in 2009-10. It is important to note that the rate of referral per 1,000
visits has stabilised from 2006-07 onwards (compared to the variation in rates for the
period 2001-02 to 2005-06), with a range from 9.4 to 11 referrals per 1,000 visits. The
initial high rates may reflect a response to unmet need as injecting drug users who
have not previously been in contact with other services were supported to engage
with other services.

Similarly, there has been a decline and relative stabilisation in the rate of referral per
1,000 clients from a peak of 355.9 in 2001-02 to 244.8 in 2009-10, with a range from
244 .8 to 294.3 referrals per 1,000 clients from 2006-07 to 2009-10.

The stabilisation in the rates of referral are consistent with the trends in proportion of
visits by client visit frequency and the proportion of clients accepting referrals by client
visit frequency. This relationship is explored further in Section 8.5.1.
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Table 8-12: Client referrals by year (May — April)
2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009-

2002 2003 2004 2005 2006 2007 2008 2009 2010 Total

Total
referrals

Total visits | 31,827 |56,876|80,331 | 68,880 72,520|82,085| 72,504 | 74,852 | 69,302 | 609,177

Iﬁé?}lts 2,658| 3,286| 3,599| 3,421| 3,278| 3,029| 2,722| 2,780| 2,647| 27,420

Rate of
referral/ 29.7 17.1 12.7 18.3 16.8 10.5 11.0 10.4 9.4 14.0
1,000 visits

Rate of
referral/
1,000
clients

946 971| 1,022| 1,260| 1,221 860 801 779 648| 8,508

355.9| 295.5| 284.0| 368.3| 372.5| 283.9| 294.3| 280.2| 244.8| 310.3

Source: Medically Supervised Injecting Centre (MSIC)

A gateway to drug treatment?

The referral of clients is a key role of the MSIC and helps clients to create linkages
with other services, such as drug and alcohol treatment and healthcare services.
Different client cohorts react to coercion in varying ways and there is growing
consensus of the importance, separate from the application of any social controls or
pressures, of fostering and supporting autonomous motivation for achieving positive
outcomes'?’.

In order for MSIC (or other service providers) to support access to services, it is
important that referrals occur at the right point in time. Prochaska and DiClemente
have identified that individuals with addictive behaviours go through four key stages:

¢ Pre-contemplation: During this stage, clients are most resistant to efforts to help
them change, and individuals process less information about their problems, spend
less time and energy re-evaluating themselves, are less likely to be open with
significant others and experience fewer emotional reactions to the negative
aspects of their problems.

e Contemplation: Clients in this stage are observed to be most open to
consciousness-raising interventions and are much more likely to use educational
interventions. During this phase, clients are increasingly more aware of the nature
of their problems and are able to assess changes to their sense of self. For
example, clients may ask themselves questions such as 'What if | fail to change?"
and 'lf all of my friends are in the same situation, will | risk rejection if | give up?'

e Action: This stage is particularly stressful and is likely to involve opportunities for
experiencing coercion, guilt, failure and the limits of personal freedom. As such,
the existence of supportive relationships is important. Throughout this stage,
clients should be acting from a sense of self-liberation and belief that they have the
autonomy to change their lives. In order to get through this stage, clients need to
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maintain effective behavioural processes, such as stimulus control and contingency
management.

¢ Maintenance: Success in this stage builds on each of the processes that has
come before and requires preparation to help clients to openly assess the
conditions under which they are likely to relapse. This preparation needs to involve
an assessment of the alternatives they have for coping with these conditions
without resorting to self-defeating responses.

Stages of change in other situations

This model of understanding and responding to each person’s stage is also
recommended for Australian GPs in relation to smoking cessation. The
Commonwealth Guidelines on smoking cessation recommend that GPs assess all
patients as to their ‘readiness to change’.

Cigarette cessation research shows that in the Australian smoking population, most
smokers are either ‘not ready’ (pre-contemplating), quitting (37%) or ‘unsure’
(contemplating) about quitting (42%).

Challenges associated with providing a gateway to drug treatment for injecting drug
users are echoed in advice given to GPs by the Australian Commonwealth
Government on smoking cessation that applies to the staff at the MSIC.

Figure 8-2:  Smoking Cessation Guidelines for Australian General Practice
excerpt

“Distinguish smokers thinking they should quit from readiness to quit. There are 80-90%
of smokers who think they should quit, but only 20% are actually committed to quitting
now.

The difficulty of quitting smoking, in the context of physical and psychosocial dependence,
needs to be acknowledged.

All groups can be helped, but each group requires a different and targeted intervention
with a different aim. Being patient-centred and non-judgmental is useful in all approaches.

Redefine success. Success is defined as movement through the model, not just quitting.
Every time you help someone move one stage, you double his/her chance of success 2
years later. Change may be delayed and not apparent in the short term. Motivation to
change can also change over short periods so windows of opportunities to assist can occur
and flagging motivation can need to be ‘shored up’.

Choosing an effective approach: more time is spent on those people most likely to benefit
and most interested in getting some help. The clinician is also spared the frustration of
failure in trying to help those who are “Not Ready” to quit and the risk of generating
resistance is lessened. Interventions targeted to the stage of change are also more likely
to be effective.

Relapse is a normal part of the quitting process. Most successful ex-smokers make 3 - 4
serious quit attempts before finally breaking their habit. "%
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Application to opioid-dependent clients

Rather than providing referrals in the pre-contemplation stage, when they are less
likely to be acted on (and potentially damaging the therapeutic relationship and future
openness to contemplating change), MSIC staff have a role in supporting clients
through this phase to minimise risks to their safety and wellbeing. This support aims to
help clients to move through the ‘pre-contemplation’ phase and to access services
when they are ready.

Key evidence in this field suggests that opioid-dependent people do not enter
treatment immediately after they become dependent'?®. For example, NSW data
suggests the minimum time from dependence to drug treatment for injecting drug
users is 3.3 years.

It has also been noted that, for some people, heroin addiction can be a lifelong
condition, with the potential for relapse after long periods of abstinence'’. As such,
people may come into contact with services such as the MSIC and drug and alcohol
treatment services at multiple times in their life.

Referral processes supporting a gateway to drug treatment
The MSIC offers a gateway to drug treatment through the following key mechanisms:

e the service model is 'low threshold’ which means all possible barriers are removed
to encourage potential clients to use the service

e at registration, all potential clients undergo a comprehensive assessment (including
previous drug use, physical and mental health, and accommodation status) and are
offered information and assistance for all areas of concern, including drug
treatment

e during each visit, staff provide useful, non-judgemental information and assistance,
and pay attention to the general wellbeing of clients on each occasion, which builds
client trust over time

e after a person has injected, they move to an after-care area where they wait until
they are assessed as ‘fit to proceed’ outside, where staff can engage with them
about their immediate needs and service options, including drug treatment.

As described further in this section, the MSIC employ a dedicated Case Referral
Coordinator to support referrals to drug treatment. There is access to brokerage
funding that allows the most vulnerable clients to access private drug treatment
places, and there is a service arrangement for the MSIC with a local public drug
treatment service (the NSW Health funded Langton project) which provides the MSIC
with a formal referral process for MSIC clients to access dedicated public drug
treatment places with additional case management for six months.

Finally, it is important to reiterate that injecting drug use is a chronic and relapsing
condition and that, while drug treatment is effective in significantly reducing levels of
drug use (and providing other benefits, such as improved health outcomes and
increased stability in a person’s life), people receiving drug treatment may still, on
occasion, continue to inject. Retaining an open-door policy for clients who have been
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referred to drug treatment and who are using occasionally or starting to relapse is a
strength of the MSIC, both in terms of supporting safer injecting, as well as providing
the client with opportunities to be supported to try drug treatment again.

Referrals to public drug and alcohol treatment

Between 2001-02 to 2009-10, a total of 3,871 MSIC clients accepted a referral to drug
treatment. These are in addition to pre-referral and unsuccessful referrals described in
the previous section. Table 8-13 shows the proportions of accepted drug and alcohol
referrals by type. An increasing number (26% in 2003-04 to 52% in 2009-10) of
referrals were for pharmacotherapy drug treatment (methadone or buprenorphine), and
19% (2001-02) 43% (2005-07) were for a detoxification program. Eight to 29% of drug
dependence treatment referrals were for drug and alcohol counselling and between
5% and 14% were for residential rehabilitation. The remaining drug and alcohol
referrals were for Narcotics Anonymous/self help or naltrexone maintenance
treatment.

As presented in Table 8-13, between 2001-02 to 2005-06 the rate of referral fluctuated
from a high of 13.3 (2001-02) to a low of 5 (2003-04). Rates of referral per 1,000 visits
from 2006-07 onwards stabilised, with a range between 4.6 and 5.3 referrals per 1,000
visits (declining by less than one referral per 1,000 visits over the period). These
findings are consistent with the trend for all referrals (including drug treatment, health
care, and social welfare and other referrals).

Similarly, the rate of referral to drug treatment per 1,000 clients has fluctuated from a
high of 158.8 in 2001-02 to a low of 111.4 in 2003-04, with an average of 141.2
referrals per 1,000 clients over the nine year reporting period. The referral rate was
more stable from 2006-07 onwards than in previous years, albeit with a modest
decline over the four year period.

The stabilisation of referral rates in the most recent four year period is likely due to the
stabilisation of the overall mix of MSIC clients. This is highlighted by the fact that, in
the initial five years of the MSIC operation, the proportion of visits attributed to clients
under different visit frequency categories varied, whereas in the last four years, these
proportions have remained constant. Most notably, in the first five years of operation
the number of visits attributed to ‘frequent’ (>98 visits in a year) attenders ranged
between 30% and 55%, whereas, in the last four years, this proportion has remained
constant at around 60% of all visits (see Figure 8-4).

This period also coincides with the stabilisation of two other key indicators: the annual
rate of registration of new clients (see Figure 5-1) and the rate of acceptance of
referrals to all other services (see Table 8-12). In combination, these factors reflect a
more stable mix of clients, with the majority of visits being attributed to long-term,
regular injecting drug users.

It should be noted that in addition to referrals that were accepted by the client and
formally recorded as such, from 2008 onwards, further detail was recorded regarding
additional services in the form of telephone calls made or facilitated (i.e. referrals) on
behalf of the client. This included a number related to drug and alcohol treatment in
which a referral was accepted by the client, but no drug treatment place could be
provided to the client. These can be considered ‘attempted referrals’, and provide a

122



proxy measure of unmet demand for drug and alcohol treatment services. There were
85 and 155 attempted referrals in 2008-09 and 2009-10, respectively.

Table 8-13: Drug dependence treatment referrals

Referral type
Pharmacotherapy 221 192 106 159 230 148 149 175 189 | 1,569

treatment™* (52%) | (43%) | (26%) | (31%) | (38%) | (34%) | (40%) | (49%) | (59%) | (41%)
Detoxification 79 115 116 207 259 186 129 117 84| 1,292
program (19%) | (25%) | (29%) | (41%) | (43%) | (43%) | (35%) | (33%) | (26%) | (33%)
Drug and alcohol 91 91 104 75 64 41 46 37 27 576
counseling (22%) | (20%) | (29%) | (15%) | (11%) | (9%) | (12%) | (10%) | (8%) | (15%)
Residential 28 41 56 53 42 43 33 21 17 334
rehabilitation (7%) | (9%) | (14%) | (10%) | (7%) | (10%) | (9%) | (6%) | (5%) (9%)
rCONCS et 12| 18| 10 9| 10 4 9 5| 77
help y (B%) | (4%) | (2%) | (1%) | (%) | (1%)| (3%) | (2%) (2%)
Naltrexone 3 1 3 2 5 8 1 23
maintenance (1%) (<1%) | (<1%) | (<1%) | (1%) | (2%) | (<1%) (1%)
Total drug

treatment 422 451 401 507 606 433 369 360 322 | 3,871
referrals

Referral

rate/1,000 visits 13.3 7.9 5.0 7.4 8.4 53 51 4.8 4.6 6.4
Referral

rate/1,000 158.8 | 137.2 | 1114 | 148.2 | 184.9 | 143.0 | 135.6 | 129.5 | 121.6 | 141.2
clients

Attempted drug
and alcohol 85 155
referrals™*?

Source: Medically Supervised Injecting Centre (MSIC)

Referrals to brokered drug and alcohol treatment

In addition to referrals to local public drug treatment services described on the
previous page, the MSIC also provided brokered referrals.

There have historically been challenges in obtaining local public drug treatment places
in a timely manner due to waiting lists, thereby losing the short and critical ‘window of
opportunity’ to assist someone move into drug treatment. These services also
restricted access to people who were resident in the local area, which precluded
people of no fixed address.
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In recognition of the importance of providing people with access to drug treatment
when they decide they wanted to change, a Case Referral Coordinator role was
introduced within the MSIC and one-off funding provided by NSW Health for the MSIC
to purchase private drug treatment places to MSIC clients who would otherwise be
unable to access drug treatment services.

Drug treatment brokerage is coordinated by the Case Referral Coordinator (CRC). The
typical process for drug treatment brokerage is:

e the CRC orients all new staff at the MSIC about the option for brokered drug
treatment and processes of referring to the CRC

e MSIC staff identify individuals who have indicated an interest in drug treatment and
refer them to the CRC

¢ the CRC spends time on the floor of the MSIC

e the CRC assesses the person for brokerage, including identifying the most
appropriate service, which is typically a private alcohol and drug clinic

e the CRC organises for the client to attend the private clinic, which is usually on the
same day as they have indicated they wish to commence drug treatment

e the client is put on an initial 28 day period of drug treatment so the CRC can assess
how they are progressing in this period, this may be extended for up to three
months

e while the person is accessing private drug treatment, the CRC seeks public drug
treatment options for longer-term drug treatment.

Brokerage supported almost 6% of referrals in drug treatment in 2009'%. In the period
from February 2009 to April 2010, 60 brokered referrals were made by the MSIC for
drug treatment (43 in 2009, 17 in 2010). This includes two individuals who received
brokerage drug treatment twice.

All clients who received a brokered referral commenced drug treatment. The majority
of individuals (92%) who received brokered drug treatment and were referred for drug
treatment received maintenance dosing regimes in privately operated clinics'*. Three
clients undertook short-term, medicated detoxification. Two further clients were
supported to access rehabilitation services through brokerage. '*

Of the 60 individuals who were referred for brokered drug treatment'*®

thirds (63 %) have had successful outcomes from the referral:

, nearly two-

e 20 continued with drug treatment, under continuing brokerage (10), through self
funded means (8) or were provided a short period of financial support to continue
treatment (2)15 were transferred to the NSW Health funded places reserved for
MSIC clients at the Langton Centre

e 2 completed short term detoxification programs funded through brokerage

e 1 attended and completed residential rehabilitation.
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External factors appear to have impacted on drug treatment for 16 individuals:
e 8 ceased for financial reasons once the brokerage period finished

e 3 relocated interstate, with 3 other individuals leaving the Kings Cross area (one
temporarily)

e 2 were imprisoned.

A relatively small proportion of individuals are recorded as withdrawing or being
discharged from drug treatment:

e 2 individuals withdrew from the program
e 2 did not attend regularly and were discharged
e 1 attended a residential rehabilitation centre for six weeks prior to self-discharging

e 1 decided not to pursue brokered treatment further.

Referrals to dedicated places at a local public drug treatment service

Recognising the importance of timely access to the uptake of drug treatment, NSW
Health also provided additional funds to a local alcohol and drug treatment facility to
facilitate access to dedicated places for MSIC clients (referred to as the NSW Health
funded Langton project).

The evaluation is coordinated by a dedicated registered nurse case manager who
works closely with the MSIC Case Referral Coordinator. Prescribing is conducted by a
medical practitioner who also practices at the Langton Centre, MSIC and the Kirketon
Road Centre. Information sharing is supported between the MSIC and the Langton
Centre by clients signing a release of information form. Potential geographical barriers
to access are removed as MSIC clients are not required to reside within the Area
Health Service (as is usually the case).

This model includes:

e up to 2 new assessments per week for MSIC clients for a total case load of 20
clients for maintenance drug treatment

e up to 1 detox referral each week for MSIC clients

e assertive follow-up if people do not attend and the place is held available for 14
days

e clients remaining in drug treatment for more than 6 months are transferred to the
general caseload of maintenance clients at the Langton Centre.

Data provided by the Langton Centre show that, for the period since inception (August
2009) to May 2010, there were 28 clients referred to the maintenance drug treatment
program, of whom:

e 6 did not commence drug treatment
e 7 did not complete drug treatment
e 2 went to prison and continued drug treatment

Further evaluation of the Medically Supervised Injecting Centre 125



e 1 transferred to another community provider

At the time of analyses, there were 12 clients in drug treatment at the Langton Centre:
e 3 had been attending for less than three months

e 9 had been attending for three to six months

In addition, 5 clients had been in the program for more than 6 months and had been
transferred to the general Langton Centre caseload'’.

Impact of new referral mechanisms on uptake of drug treatment

Findings for referral processes used during this current evaluation period indicate
significantly increased uptake of drug treatment referrals compared to previous
research for the period May 2001 to October 2002. This earlier research showed that
16% of MSIC clients who had a written referral to an alcohol and drug agency

presented to that agency for an assessment for drug treatment 2.

In contrast, the new referral mechanisms suggest 100% uptake of brokered referrals
to private drug treatment and 78% to public treatment at the Langton Centre.

Surveyed clients were asked ‘What do you think about the MSIC staff and services:
referrals to drug treatment services from MSIC staff’? The majority reported this was
very good (62%) or good (19%). 10% reported this did not apply to them.

Drug and alcohol counselling was the most common type of drug and alcohol support
accessed by interviewees since they started at the MSIC (25 of 35 interviewees), with
opioid replacement therapies the second most commonly accessed service (19 of 35
interviewees).

Healthcare referrals

As shown in Table 14-1, the largest proportion of healthcare referrals was for medical
consultation (including dental) (59%-78%), while the second largest proportion was for
health education (3%-33%). Between 4% and 24% of healthcare referrals were for
blood-borne virus/sexually transmitted disease testing. Recording of referrals to Mental
Health Services commenced in 2008 and the proportion of referrals for Mental Health
Services decreased marginally from 8% to 7% of total healthcare referrals between
2008-09 and 2009-10. However, given the low absolute numbers of mental health
referrals, this decline is not considered significant.
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Table 8-14: Healthcare referrals

2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009-

Referraltype o, 43 04 05 06 o7 08 09 10 'ota
Medical 177 196 196 232 163 114 144 130 109| 1,461
consultation™® | (71%)| (78%) | (59%) | (59%) | (64%) | (64%) | (71%) | (68%) | (66%) | (64%)
Health 42 47 127 131 130 56 36 13 5 587
education (17%) | (19%) | (33%) | (33%) | (32%) | (32%) | (18%)| (7%)| (3%)| (26%)
Blood-borne

virus/ Sexually 29 9 16 32 16 7 23 32 39 203
transmitted (12%) | (4%)| (8%)| (8%)| (4%)| (4%)| (11%)| (17%)| (24%)| (9%)
infection Testing

Mental Health 16 11 27
Services' (8%)| (7%)| (1%)
Total

healthcare 248 252 339 395 309 177 203 191 164| 2,278
referrals

Referral

rate/1,000 7.8 4.4 4.2 5.7 4.3 2.2 28| 2.6 2.4 4
visits

Referral

rate/1,000 93.3| 76.7| 94.2| 1155| 94.3| 58.4| 74.6| 68.7| 62.0 83
clients

Source: Medically Supervised Injecting Centre (MSIC)

Surveyed clients were asked ‘What do you think about the MSIC staff and services:
referrals to general health services from the MSIC staff’?. The majority reported this
was very good (77%) or good (16%).

Of the interviewees who had accessed other health and support services since
coming to the MSIC, the most common type of service accessed was General Health
(25 of 40 responses).

Social welfare referrals

The largest proportion of social welfare referrals was for social welfare assistance
(19% to 67%). The recording of referrals to accommodation, legal or welfare services
commenced in 2009. In 2009-10, referrals to accommodation services constituted
15% of total social welfare referrals, while referrals to legal or welfare services made
up 2% and 1%, respectively. Between 33% and 62% of social welfare referrals were
for services ‘other’ than those specifically listed.

Further evaluation of the Medically Supervised Injecting Centre 127



Table 8-15: Social welfare and other referrals™’

2001- 2002- 2003- 2004- |2005- 2006- 2007-| 2008- |2009-

Referral type 2002 2003 2004 2005 |2006 2007 2008 | 2009 |2010 Total
Social welfare 118 163 189 199 151 99 115 105 31(1,170
assistance (43%) | (61%)| (67%)| (56%)| (60%) | (40%)| (50%) | (46%) | (19%) | (50%)
. 25 25
*
Accommodation (15%)| (1%)
4 4
%
Legal (2%) | (<1%)
2 2
*

Welfare (1%) | (<19%)
Other 158 105 93 159 155 151 114 123 100 1158
(57%) | (39%)| (33%) | (44%)| (40%) | (60%)| (50%) | (54%) | (62%) (4’9%)

Total social

276 268 282 358 306 250 229 228 162 2,359
welfare referrals

Referral rate/

1,000 visits 8.7 4.7 3.5 5.2 4.2 3.0 3.2 3.0 2.3 3.9

Referral rate/

. 103.8| 81.6| 78.4| 104.6| 93.3| 82.5| 84.1| 82.0| 61.2| 86.0
1,000 clients

Source: Medically Supervised Injecting Centre (MSIC)
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Referrals for frequent MSIC attenders

An analysis was undertaken to determine whether the proportion of frequent
attenders to the MSIC who accepted referrals was similar to that of less frequent
attenders. The analysis presented in Section 4.1.3 for frequency of client attendance at
the MSIC and proportion of visits by client visit frequency is repeated in this section for
context to the analysis conducted for referrals for frequent MSIC attenders.

Figure 8-3 shows the number and proportion of clients visiting the MSIC each year
according to the total number of visits within that year. The largest proportion
(41-49%) of clients within a given year was those who had 1-2 visits within that year.
There were almost equivalent proportions of clients who had 3-10 visits to the MSIC
within a given year (26%-28%) as there were those who had 11-98 visits to the MSIC
within a given year (21%-26%). A small proportion of clients (2-7%) visited the MSIC
greater than 98 times in a year (ranging from 99-1,105 visits).

Figure 8-3:  Frequency of client attendance at the MSIC
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Source: Medically Supervised Injecting Centre (MSIC)

Figure 8-4 presents the proportion of total visits associated with clients within each
category of visit frequency. While clients who visit the MSIC more than 98 times
within a given year constitute only 2-7% of total clients in a given year, they account
for the largest proportion of total visits (30% - 59%). Clients who visit the MSIC 11-98
times in a given year account for 32%-52% of total visits, while those visiting the
MSIC either 3-10 or 1-2 times account for 5-13% and 2-5% of total visits respectively.
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Figure 8-4:  Proportion of visits by client visit frequency

100% - % % 2% 2% 2% 2% 2%
5% g;o . 352 7% 5% 6% 6% 5%
13%
80% -
’ - 32% 33% 34% 33%
g 40% 43%
‘® 47%
> 60% -
s 52%
c
2
5 40% 4
s
& 52% - 55% 61% 59% 59% 59%
20% 41% e
30%
0%
2001- 2002- 2003- 2004- 2005- 2006- 2007- 2008- 2009-
2002 2003 2004 2005 2006 2007 2008 2009 2010
MSIC Year
>98 visits 10-98 visits 3-10 visits 1-2 visits

Source: Medically Supervised Injecting Centre (MSIC)

Figure 8-5 presents the number and proportion of clients, according to frequency of
visit, that were recorded as having accepted at least one referral (for any purpose), at
least one referral for drug treatment, at least one non-drug treatment referral or at
least one referral for an unknown reason. It should be noted that these categories
were considered mutually-exclusive and a client may have accepted a referral in one or
more categories.

Overall, the more frequently a client visited the MSIC, the more likely they were to
have accepted a referral to another service. Notably, approximately 2% of clients that
had visited 1-2 times accepted a referral, approximately 7% of clients that visited 3-10
times accepted a referral, this increased to 28% of clients that visited 10-98 times and
80% of frequent attenders (>98 total visits) had accepted at least one referral.

More specifically, 64% of frequent attenders (>98 total visits) accepted a referral to
drug treatment, whereas only 1% of infrequent attenders (1-2 total visits) accepted a
referral to drug treatment. Similarly, 60% of frequent attenders (>98 total visits)
accepted a non-drug treatment referral, compared to 1% of infrequent attenders (1-2
total visits).

These findings demonstrate that the low threshold service model employed by the
MSIC, and referral processes, is successful in engaging with and supporting this
particularly vulnerable group of frequent injecting drug users to move towards
accepting referrals (many of whom have not previously had contact with the wider
service system).
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Figure 8-5:  Proportion of clients accepting referrals by client visit frequency
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Source: Medically Supervised Injecting Centre (MSIC)

Client survey findings — stages of change and accepted referral for drug treatment

It is also noted that in the written client survey conducted, there was a group of clients
who identified they were not currently thinking about changing their drug use (10% of
clients indicating that referrals to drug treatment ‘does not apply to me’), a group who
stated they were seeking to manage their drug use themselves (74%) and a group
who reported MSIC had ‘helped me start drug treatment’ (567%). It is important to note
that these groups are not exclusive, and suggests a higher proportion of clients
accepting referrals than described in the activity data. In part this can be explained by
the fact that people may make multiple attempts of trying to reduce and cease their
drug use. It is also reflects that the survey sample mostly likely included a large
proportion of MSIC clients who frequently attend the MSIC (i.e. they frequent the
MSIC regularly and therefore are more likely to be in attendance and complete the
survey during the evaluation period than clients who attend the MSIC on a less
frequent basis). As described in Figure 8.5, more frequent attenders are more likely to
have accepted a referral.

Comparison of referrals provided by NSW Needle Syringe
Program

For comparison, Table 8-16 below shows the total number of NSP services and
referrals provided in NSW overall and in SESIAHS for the period of 2005-2009. It is
important to note when making this comparison that, while the MSIC and the NSP are
broadly comparable in that they are low threshold services for injecting drug users,
they do not provide an identical service model or the same range of services.
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The number of services and referrals are presented as a proportion of all activity listed
in that period. More than two thirds of recorded activity relates to NSPs dispensing
equipment and/or education resources. About a quarter of services recorded relate to

verbal discussions onsite (education, health promotion, advice and counselling).

Referrals to other services are relatively uncommon. About one per cent of recorded
activities related to referrals to a drug and alcohol service.

Table 8-16: Services and referrals provided by NSW Needle Syringe Program

(2005-09)
SESIAHS SESIAHS
NSW total NSW % total %

Type of NSP service provided to clients
Dispensing equipment &/or education resources 966,792 68.27% 203,837 68.74%
Verbal education/health promotion 216,439  15.28% 49,265 16.61%
Verbal advice/Counselling 107,594 7.60% 26,728 9.01%
Hepatitis A/B vaccination 4,004 0.28% 59 0.02%
Hepatitis C screening 1,705 0.12% 101 0.03%
Clinical treatment 8,789 0.62% 684 0.23%
Overdose management 2,788 0.20% 154 0.05%
Other 48,199 3.40% 3,370 1.14%
Number of referrals provided by NSP Services
Primary NSP outlet 13,151 0.93% 3,631 1.22%
AOD service provided by AHS 9,807 0.69% 2,609 0.88%
Other Health Service 6,263 0.44% 1,165 0.39%
Sexual Health Service 6,086 0.43% 937 0.32%
Other Non-Health Service 5,633 0.40% 616 0.21%
Medical Practitioner 5,535 0.39% 1,046 0.35%
AOD service provided by NGO or other non-AHS 3,788 0.27% 712 0.24%
Hepatitis Clinic 3,261 0.23% 338 0.11%
Mental Health Service 2,183 0.15% 479 0.16%
Accommodation Service 1,930 0.14% 443 0.15%
Legal Service 1,785 0.13% 259 0.09%
Family and Child Protection Service 375 0.03% 121 0.04%
Total services and referrals provided 1,416,107 100.00% 29,6554 100.00%

Source: NSW Needle and Syringe Program
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Opening hours

The current MSIC opening hours are shown in Table 8-17. When the MSIC opened,
these hours were based on analyses of ambulance call-out data, with peak frequencies
during the day and after midday to 6pm. The service remains open for 30 minutes after
the front doors are closed to allow clients to complete their use of the service. Please
note, on Tuesdays the MSIC is closed for two hours to permit staff meetings to occur.

Table 8-17: Current MSIC opening hours

Days of week ‘ Opening hours Doors close ‘
Monday 9.30am 9.30pm

Tuesday 9.30am 3.45pm, reopen for 6-9.30pm
Wednesday 9.30am 9.30pm

Thursday 9.30am 9.30pm

Friday 9.30am 9.30pm

Saturday 9.30am 5.30pm

Sunday 9.30am 5.30pm

Figure 8-6 below illustrates the hours of the day in which the MSIC was frequented.
During the initial two years of operation (2001-02 to 2002-03), the majority of visits
occurred between 12:00 and 15:00, with a low between 16:00 and 17:00 and a second
period of activity between 18:00 and 20:00 before a decline in the number of visits
toward 22:00. Since 2003-04, this pattern has shifted somewhat with frequency of
visits generally peaking during the midday hours from 11:00-13:00, and a tendency to
decline steadily after this period to the time of service closing.
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Figure 8-6:  Number of visits recorded across the MSIC opening hours™?
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Source: Medically Supervised Injecting Centre (MSIC)

Client perspectives on opening hours, rationale for injecting at the MSIC
and factors impacting on use of the MSIC.

Clients were asked six guestions about the MSIC opening hours and their injecting
practices:

e ‘When is the MSIC open?’
e ‘If you could change the opening hours, would you? To what? Why?’

e ‘Do you inject in other locations than the MSIC when the MSIC is open? Where?
Why?’

e ‘Do you inject when the MSIC is closed (i.e. after hours)? If so, where do you do
it?’

In relation to opening hours, interviewed clients primarily reported that the current
hours were suitable for them, with key themes presented below:

e Appropriate opening hours - the majority of clients interviewed reported that
these opening hours were generally suitable for them'*.

e Preference for earlier times - a number suggested an earlier start time (ranging
from 6.30am-8am).

¢ Preference for later times - a number of clients commented that they thought the
MSIC should be open longer at weekends for ‘casual users and people who are
partying who come into the area on the weekends'.
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e 24 hour access - three clients interviewed felt that the MSIC should be open 24
hours, as one client commented “'/'d prefer earlier and later [openingl. | use [inject]
24/7°

In relation to location of injecting during the MSIC opening hours, the majority of
clients interviewed reported that during the MSIC opening hours, they only inject at
the MSIC. Of clients interviewed who inject in other locations during the MSIC
opening hours, the most frequently reported location was in their own or at a friend's
home. Public injecting was occasionally reported.

The reasons given by those reporting that they only inject at the MSIC said that it was
primarily driven by:

e Safety
e Hygiene

e Access to resuscitation, as required: ‘it's safer, cleaner and nurses are here to
resuscitate you if you need it’

e Lack of private space — e.g. not being able to inject at home
¢ Not wishing to carry needles
¢ Responsible disposals: ‘because | know they will dispose of the fits safely.’

Those reporting that they inject at the MSIC and home say that these are the ‘only
safe places’.

For clients who do not always inject at the MSIC during opening hours, the two key
factors are proximity and urgency/extent of withdrawal.

¢ Proximity to the MSIC - is an important driver for access for the majority of
clients. From interview, clients who lived in Kings Cross generally stated that they
always used the MSIC when it was open. Clients who did not live in the Kings
Cross area commonly said they came to the MSIC if they were in the area but
otherwise injected in other locations. These clients frequently followed up their
comments by suggesting that there should be more injecting clinics in different
locations.

¢ Urgency - One client reported travelling for up to 30 minutes to the MSIC to inject
unless they were ‘sick’ [withdrawing from a substance] and needed to inject more
urgently. In those instances, this client reported injecting in public toilets, parks or
on the street.

In relation to location of injecting outside of the MSIC opening hours, most clients
interviewed (19 of 23 clients) reported that they injected outside of opening hours.
Most commonly reported injecting in their own or at a friend’s home, although public
injecting was still reported.
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How does the MSIC work within the local service system?

All external local service system representatives were asked about services provided
by the MSIC, given the local service system they operate within.

There was strong support from local service system representatives for the mix and
level of the MSIC’s services in terms of their appropriateness in the local area. As
expected, the ability for people to be able to undertake supervised injecting is unique
to the MSIC. The MSIC is seen as a low threshold service, which can encourage
people to use this service, even if they are not yet ready to use other services.

Local service representatives consider that the model allows trust to be developed
between client and staff, particularly in the Aftercare area (Stage 3) where staff can
build a relationship with client, which can lead to discussions about other needs and
referrals.

The MSIC was seen as having ‘very good referral mechanisms’, providing referrals and
access to drug treatment, strengthened by the case referral coordinator role. Further, it
is seen as having a holistic approach where referrals address the needs of the clients
as evidenced by referrals received by the mental health service interviewed.

Finally, the MSIC is seen as having a clear specialist role within the broader system.
Local service representatives were clear that the MSIC complemented, rather than
duplicated work conducted by other agencies in the area, which extends to taking a
collaborative approach, particularly on some ‘really tricky cases’ in relation to shared
clients with unsafe injecting practices and complex needs.

The key challenges raised for the MSIC have been discussed previously in this report
and focus on the real or perceived lack of drug treatment services available, which
limits the ability of the MSIC to support people to move into drug treatment, and the
tension between encouraging referral whilst supporting people to access the service.
Finally, the Trial status of the MSIC was described as a barrier to effective service
planning and delivery within the broader service system — including drug treatment. It
was suggested that clarity as to the ongoing status of the MSIC would aid further
integration with the broader drug treatment and public health system, provide more
stability and opportunities for other services wishing to work more closely with the
MSIC.

Trends in overdose and health of clients

Findings related to trends in overdose and health of clients are reported in Section 10.
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8 Evaluation domain 5: To review the operation of
protocols excluding clients or potential clients in
certain circumstances

To review the operation of protocols excluding clients or potential clients in certain
circumstances, the evaluation considered the following questions:

e How many clients have been excluded and why? What trends are there in the
reasons for exclusion?

¢ \What processes occur when a client is to be or has been excluded, e.g. referral,
medical care, security/ police intervention etc?

This section is informed by review of the MSIC client database, MSIC documentation,
interviews with current and former MSIC clients and interviews with MSIC staff.
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Summary of key findings

There are clear eligibility criteria for use of the service and clients are provided with
explicit rules and responsibilities, which are reiterated by staff and other clients.

The internal management protocols provide clear responses according to the
reason for exclusion.

The majority of clients report that the rules are fair. Some reported these
encourage self-regulation and positive behaviour change in clients.

Between 2001-02 and 2009-10, 1,933 clients were refused admission to the MSIC.

Intoxication was the leading reason for exclusion from the MSIC, with a previous
exclusion being the second most common reason.

Excluded clients referred to other services were most commonly referred to
Kirketon Road Centre and drug treatment services.

Three interviewed clients had experience of not being allowed to use the MSIC
because of the exclusion criteria reported that it had led to negative consequences
for them (charged for public injecting and overdose requiring ambulance
attendance).

Management and staff described the importance of maintaining the low-threshold
nature of the service and skilful de-escalation, using sanctions or time-outs as a last
resort.

The majority of local service system representatives who commented on
intoxication as a reason for exclusion referred to the findings of the Coronial
Inquest conducted during the Trial period supporting the policy.

One service representative, recommended that, as with people on Opioid
Treatment Program (OTP), consideration be given to discretion being able to be
applied to young people aged 16-18 who are already injecting, if there is a second
opinion and aggressive case management can be applied.

Two service representatives suggested a change of policy be considered in relation
to pregnancy, with the recommendation that women who are pregnant be seen as
a high priority for engagement and, if they choose to continue injecting, be allowed
to do so at the MSIC.

Exclusion processes

As previously stated, there are clear eligibility criteria for use of the service which were
developed as part of the Internal Management Protocols prior to the initial opening of
the MSIC.

Clients must be 18 years or over, have injected illicit drugs previously, not known to be
or obviously pregnant, not to be accompanied by children and not to be intoxicated by
alcohol or other drugs.
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At registration, eligible clients are provided with information on acceptable behaviour
while at the MSIC, including legal requirements of using the service. These guidelines
are reinforced through staff (and peer) attitudes towards client behaviour.

Clients who do not meet the eligibility criteria or who have been sanctioned are unable
to use the MSIC. According to the Internal Management Protocol, responses vary
according to the reason for exclusion:

Clients aged under 18 years are assessed for referral to local youth specific
services, such as the NSW State Government Innovative Case Management —
Brokerage evaluations. Where feasible, staff will offer to escort the young person
to the service. Young people under 16 assessed to be at risk are referred to the

Department of Community Services for assessment, support and assistance "**.

Clients who have not previously injected are actively engaged by MSIC staff
and further assessed for referral to appropriate services to discourage the
transition to injecting drug use.

Clients known to be or obviously pregnant are actively referred to an
appropriate drug treatment service and the Chemical Use in Pregnancy Service
(CUPS) at the Langton Centre for appropriate ante, peri and post-natal care.

Clients accompanied by children are actively engaged and staff assess whether
the child is at risk. Where the child is assessed as at risk, staff will notify the
Department of Community Services. Where the child is not assessed to be at risk,
staff will refer the client to a relevant support service with childcare. Assessment
and referral can be arranged to Jarrah House, a residential drug treatment facility
for women with children.

Clients assessed as intoxicated are unable to use the MSIC. They are advised of
the dangers of drug overdose and discouraged from further drug or alcohol use.
Staff will offer to refer clients to an appropriate safe place and/or contacting a
friend or relative to collect them.
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Client exclusion

Table 9-1 illustrates the proportion of outcome types for visitors who come to the
MSIC. Over 99% (604,612) of the MSIC visitors have been admitted each year since
its inception, less than 1% of visitors were either refused entry (1,933) or left the
premises (2,001).

Table 9-1:  Proportion of outcome types of visits to the MSIC

2001- 2002- '2003- 2004- 2005- 2006- 2007- 2008-

Outcome 02 03 04 05 06 07 08 09 Total

31,639 56,637 79,738 68,397 | 72,032 | 81,284 | 72,018 | 74,183 | 68,684 | 604,612
Admitted (99%)| (99%)| (99%)| (99%)| (99%)| (99%)| (99%)| (99%)| (99%)| (99%)

Left 101| 126 254| 143| 184| 397| 195| 291| 310/ 2,001
premises® | (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)

37 103 234 236 203 286 263 317 254 1,933
Refused (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)| (<1%)

Total valid

records 31,777 | 56,866 | 80,226 | 68,776| 72,419| 81,967 | 72,476 | 74,791 | 69,248 | 608,546

Source: Medically Supervised Injecting Centre (MSIC)

Table 9-2 illustrates the reasons why clients were excluded from the MSIC.
Intoxication was the leading reason identified, with 700 instances overall of
intoxication related exclusions (79% of exclusions where a reason was recorded to 30
April 2010). This was followed by the client being previously sanctioned (or ‘banned’)
(118 instances or 13% of exclusions where a reason was recorded to 30 April 2010).
Other unacceptable behaviour was the reason for a further 51 exclusions and 12
exclusions were because the client was pregnant.

The recording of client refusals, in particular the recording categories in the MSIC
database changed during the course of the evaluation — it may therefore not be
possible to directly compare the data presented here to previous evaluation data.
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Table 9-2: Reason for exclusion from the MSIC

Refusal 2004- | 2005-

reason 05 06

9 57| 107 67 20 60| 100| 159| 121| 700
Intoxicated | (82%) | (93%) | (89%) | (88%) | (87%) | (87%) | (81%) | (73%) | (65%) | (79%)
Sanctioned 2 8 1 2 1 14 44 46 118
client @Y%) | (7%) | (1%)| (9%) | (1%) | (11%) | (20%) | (25%) | (13%)
Srt]gige ble 1 3 6 7 8 12 14 51
behaviopr Q%) | (3%) | (8%) (10%) | (7%) | 6%) | (7%)| (6%)

1 1 1 1 1 1 1 3 2 12
Pregnant 9%) | (%) | (1%)| %) | @%) | (%) | 1%)| Q%) | 1%)| (1%)

1 1 1 1 4
< 18 years (9%) 1%) | (1%) (1%) | (<1%)
Other 3 3
(specify) (2%) | (<1%)
Total valid 11 61| 120 76 23 69| 123| =218| 187 | 888
records

Source: Medically Supervised Injecting Centre (MSIC)

Table 9-3 below shows the number of valid records for exclusions and breaks this
number down by the gender of the excluded client. Most clients excluded were male,
accounting for 1,498 exclusions (75%) of all exclusions recorded to 30 April 2010.
Females were excluded 458 times during the same period (accounting for 25% of all
exclusions recorded to 30 April 2010).

Table 9-3:  Exclusion from the MSIC by gender

2001- 2002- 2003- 2004- |2005- 2006- 2007- 2008- 2009-

02 03 04 05 06 07 08 09 10 Total

24 76| 191| 177| 144| 212| 207| 229| 168| 1,428

Male (65%) | (74%)| (82%)| (75%)| (71%)| (74%)| (79%)| (77%)| (72%)| (75%)

12 27 43 58 57 73 54 69 65| 458

Female (32%)| (26%)| (18%)| (25%)| (28%)| (26%)| (21%)| (23%)| (28%)| (25%)

1 1 1 2 1 8

Transgender (3%) (<1%)| 2 (1%)| (<1%)| (<1%)| (<1%) (<1%)

Total valid 37| 103| 234 236| 203 286 263| 299| 233| 1,894
records

Source: Medically Supervised Injecting Centre (MSIC)

From 2008, additional information was recorded regarding referral to other services for
those clients that were refused entry to the MSIC. While only a small number of
records (37 for 2008-09 and 75 for 2009-10), the service that excluded clients were
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most frequently referred to was the Kirketon Road Centre (KRC). In 2008-09 and
2009-10 41% and 51% of excluded clients respectively were referred to KRC.

Table 9-4: Excluded clients referred to other services

Referred to 2008-09 2009-10

KRC 15 (41%) 38 (51%)
Drug Treatment Service 6 (16%) 7 (9%)
Hospital 1 (3%) 2 (3%)
Mental Health Service 1 (1%)
Other Health Service 7 (19%) 4 (5%)
Other 8 (22%) 23 (31%)
Total valid records 37 75

Source: Medically Supervised Injecting Centre (MSIC)

Table 9-b below shows the reasons clients reported for enquiring to the MSIC and the
service they were subsequently referred to (if not receiving service at the MSIC) for
2008-09 and 2009-10. The leading reason for enquiring to the MSIC was that the client
was seeking a Needle and Syringe Program (NSP) (47 total recorded enquiries). This
was followed by the client specifically wishing to use the MSIC (reported 15 times). In
total 50 enquiries recorded were for ‘other’ reasons and the reason for two enquiries
was given as seeking information about the MSIC (data not shown).

Where the reason for enquiry was recorded as either seeking an NSP or wishing to
use the MSIC, 67-68% of clients were subsequently referred to KRC, with the
remaining 32-34% being referred to other services (including other health services).
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Table 9-5: Reason for enquiring to the MSIC and subsequent referrals to other
services

2008-09 2009-10 Total valid records

Seeking NSP

KRC 8 (50%) 24 (7T7%) 32 (68%)
Other 3 (19%) 6 (19%) 9 (19%)
Other Health Service 5 (31%) 1 (3%) 6 (13%)
Seeking NSP subtotal 16 31 a7
KRC 3 (50%) 7 (78%) 10 (67%)
Other 2 (33%) 2 (22%) 4 (27%)
Other Health Service 1 (17%) 1 (7%)
\S/\L/:E?oetsalto use the MSIC 6 9 15
Drug Treatment Service 6 (43%) 6 (17%) 12 (24%)
Hospital 1 (7%) 1 (3%) 2 (4%)
KRC 4 (29%) 10 (28%) 14 (28%)
Mental Health Service 1 (3%) 1 (2%)
Other 3 (21%) 15 (42%) 18 (36%)
Other Health Service 3 (8%) 3 (6%)
Other subtotal 14 36 50
Total valid records 36 76 112

Source: Medically Supervised Injecting Centre (MSIC)
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Client feedback on exclusion practices

Interviewed clients were asked the following question and prompts

‘Do you think the way this place works is fair?’ [prompt for client rules and
responsibilities; sanctions]

Thematic analyses of the feedback shows the following key themes, which primarily
demonstrate that clients think the MSIC is fair:

Well understood rules and responsibilities - all clients were able to describe the
main rules and responsibilities relating to exclusions and to give specific examples
of behaviour that would lead to an exclusion.

Support respectful environment — a number of clients commented that the client
rules and responsibilities were ‘necessary’ and reflected ‘common sense, respect
and decency to show consideration to others - staff and other clients’.

Fair rules - One client comment reflects this well: ‘The rules are fair. | won't start
up or do anything because | need this place. It's here for my benefit so | have to
respect the rules’.

Self-regulating system - a number of clients also reported that clients
themselves reinforce the rules and regulations. One client commented that
'[you've got to stop others] abusing the system so everyone has to learn to live by
the rules’. Another client observed that the rules ‘work’: ‘it's impressive,
considering the number of people that come through here there are only a small
number of incidents’.

Encourages behaviour change - ‘lots of people tone down a lot so they can use
the place...| see changes in people after a while, they get more respectful towards
staff’.

However, 3 clients interviewed who were unable to use the MSIC (due to a time-out
or suspected pregnancy) said it led to negative consequences:

Overdose - '/ got banned from here. | shot up and needed an ambulance. It was a
bit rough but my own responsibility’.

Police attention - '/ was sanctioned for passing a fit in its wrapper...and then | got
charged for shooting up in the street’.

Suspected pregnancy — ‘/'ve got a bit of a potbelly and they thought | was
pregnant once and | wasn’t allowed to use the MSIC...I didn't think that was very
fair’.
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Management and staff feedback on exclusion practices

Key themes raised by management and staff were as follows:

Clear expectations - there are clear boundaries established about client behaviour
at registration, with breaches addressed on a case-by-case basis.

Commitment to accessibility where possible: the MSIC management and staff
reported that, as a low-threshold service, they recognise the importance of
engaging clients and therefore work with behaviours that may not be tolerated
elsewhere (‘we’re not offended by rude words’). In the event of an incident, staff
seek first to de-escalate the situation while maintaining the safety of staff, other
clients and the person. The issues underlying the behaviour are assessed after the
incident.

Exclusion due to intoxication — some staff considered excluding intoxicated
clients (as referred to in the Internal Management Protocols) as contrary to harm
reduction principles as clients who are refused entry may use drugs on the streets
in an unhygienic and unsafe environment (and at higher risk of overdose in an
intoxicated state). An alternative perspective offered by other staff suggested this
exclusion criterion supported education provided to MSIC clients associated with
the risk of injecting when intoxicated by other drugs (including alcohol). This
education and exclusion protocol in combination may discourage clients from
injecting when intoxicated as they are aware of the higher risk of overdose. It was
reported in the final round of staff interviews, that with respect to the findings of a
Coronial Inquest, its deliberations had considered, and supported the existing
policies and principals related to intoxication and this had been beneficial in
relieving staff concern about this practice.

Option to address unacceptable behaviour - staff acknowledge the need for
some kind of mechanism to curb unruly or violent behaviour from clients.
Time-outs were seen as the option least harmful to client well being. Staff noted
that no clients are permanently sanctioned. Where the MSIC has indefinitely
sanctioned clients, clients have changed their behaviour and these are eventually
lifted. MSIC staff remarked that they always strive to provide alternate options
before sanctioning clients.

Local service representatives’ perspectives on exclusion
practices

In relation to intoxication, the majority of local service system representatives
interviewed in relation to exclusion referred to the findings of the Coronial Inquest
conducted during the Trial period supporting the policy. NSW Police further stated
that MSIC staff routinely notify Police if they had concerns about an intoxicated
person who had left the MSIC premises against advice. However, two service
representatives saw refusing due to intoxication as a ‘drastic step’ and indicated
their preference for intoxicated people not to be refused, with a preference (where
possible) for the person to wait with staff until they were able to inject more safely.
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e |n relation to underage injecting, Kirketon Road Centre recommended that, as
with people on the Opioid Treatment Program (OTP), consideration be given to
discretion being able to be applied to young people aged 16-18 years who are
already injecting, if there is a second opinion and aggressive case management can
be applied.

e In relation to pregnancy, it was recommended by KRC and NEAMI that women
who are pregnant be seen as a high priority for engagement and if they choose to
continue injecting, be able to do so at the MSIC.

The impact of exclusion criteria was discussed with both NSW Ambulance and St
Vincent's Emergency Department to test if they came into contact with people who
had been refused. NSW Ambulance reported whilst it was rare for them to see MSIC
clients, they occasionally see them when the MSIC had been closed and they had not
been able to use there. St Vincent's Emergency Department reported that they were
not aware of people presenting to the Emergency Department after being refused
entry to the MSIC, insofar as , “one of the places they would come is here to us and it
hasn’t come up on the radar”.
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9 Evaluation domain 6: To review the effectiveness
of the MSIC on clients’ health and wellbeing

To review the effectiveness of the MSIC on clients’ health and wellbeing, the
evaluation considered the following questions:

e How effective has the MSIC been in reaching its intended target group?

e \What are the trends in overdose, health and treatment of MSIC clients since the
MSIC opened?

e |s there evidence of a reduction in overdose related morbidity and mortality
amongst MSIC clients?

e |s there evidence of improved health amongst MSIC clients, such as incidence of
infectious diseases, including HIV and Hepatitis C?

To review the effectiveness of the MSIC on clients’ health and wellbeing, the
evaluation is informed by further review of the MSIC client database and external data
sources (NSW Ambulance, Accident and Emergency, Coronial Information, Needle and
Syringe Program data and population estimates of the local injecting drug user
population) as well as interviews with clients and former clients of the MSIC, MSIC
staff and local service system representatives and a survey of current clients.

Information from relevant external data sources is provided in Section 12.

Summary of key findings

MSIC is an accessible service, used by a significant proportion of injecting drug
users in the Kings Cross area.

Previous research estimates that 80% of injecting drug users in the area at any one
time used the MSIC. A substantial proportion (approximately 40%) of MSIC clients
reported that they had not engaged with any form of support or treatment service
prior to attending the MSIC. Approximately half of the clients interviewed stated
they knew at least one injecting drug user who did not use the MSIC, although
they generally stated that the majority of people they knew did use it.

The majority of clients interviewed had become aware of the MSIC through word

of mouth. Many of the clients who have been engaged with the service learned
about it through the media attention surrounding the opening. The majority of
clients interviewed stated they encourage other injecting drug users to attend the
MSIC primarily because of the access to medical care in case of overdose, safety,
hygiene and being off the streets, thereby avoiding attention from other drug
users, police and the general public.

There is overwhelming support and encouragement by relevant local service
system representatives to encourage injecting drug users in the area to use the
MSIC.
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Nearly all clients interviewed stated they had seen someone overdose either in the
MSIC, outside the MSIC, or both and were able to identify early signs of an
overdose in other people and themselves.

The majority of surveyed clients agreed'*® with the statements: ‘Since coming
here, the MISIC has helped me to respond better if | see an overdose inject more
safely (including reducing my risk of overdose) (82%) and help other people when
they overdose (85%)'*’Almost 80% of clients interviewed reported that they have
changed their behaviour to reduce the risk of overdoses.

The majority of surveyed clients agreed with the statements: Since coming here,
the MSIC has helped me get in contact with other services (i.e. use the telephone
at the MSIC to call another service (82%)'*® and/or get help with other issues such
as accessing services such as housing and legal services (73%) '*°

The majority of clients reported that they had accessed other non-AOD services
since they started using the MSIC. Common service types accessed included
general health, housing and other support services.

Nearly all of the clients interviewed reported that they had accessed other drug
and/or alcohol treatment programs since attending the MSIC. Over half had been,
or were accessing opioid replacement programs.

The majority of clients reported that they injected more safely since becoming
MSIC clients. Over half indicated that they had sought and received advice from a
member of staff about injecting and this had been helpful. Advice included
information on how to prepare to inject, how to use equipment properly and advice
on ‘complications’ and risks.

A number of approaches were commonly reported to have been adopted to
support safer injecting. These included using clean equipment for single use, not
sharing, accessing clean equipment through Needle Syringe Programs for
occasions when they were not injecting at the MSIC, swabbing and generally
making sure that hands are clean before injecting. Approaches that had reportedly
been adopted to improve vein care included using vitamin E cream and alternative
injecting sites.

The majority of clients surveyed reported that they had changed their behaviour
and had positive outcomes from attending the MSIC. Of note is that nearly all
reported that since coming to the MSIC they now inject more safely (97%) and
have reduced injecting in public (96%).
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Accessing the intended target group

Previous research on the injecting drug user population in the Kings Cross area in
2001/2002 estimated there were approximately 1,103 injecting drug users in the area
each month, of whom approximately 70% attended the MSIC™®.

Client experience in accessing the MSIC and their role in supporting
others to access it

Interviewed clients were asked:
e ’‘How did you first find out about the MSIC?’

e ‘Do you encourage other injecting drug users to come here? If so, what do you tell
other injecting drug users about the MISIC?’

Awareness of the MSIC

e Social networks — the largest proportion of clients interviewed had found out
about the service through people they knew (typically friends/other injecting drug
user).

e Media - attention on the MSIC appears to have been a useful ‘advertisement’ for

clients with almost one third of clients interviewed reporting that they heard about

the service through the media'®".

e Other - some of the clients interviewed reported they heard about the service
from another service or by walking past.

Recommending the MSIC

e The majority of clients interviewed reported that they encouraged other injecting
drug users to attend the MSIC. This is consistent with results from the client
survey, where 97% of clients also reported that they encouraged other injecting
drug users to attend.

As shown below, common reasons interviewed clients provided for encouraging use
of the MSIC primarily related to:

e access to medical care in case of overdose
o safety
e hygiene

e being off the streets (avoiding attention from other drug users, police and the
general public).

To note, this last point is consistent with findings that injecting drug users who feel
they have to inject in a hurry to avoid being disturbed by police (or other drug users)
are at increased risk of injecting related harm.'®
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Direct comments by clients as to whether they encourage the use of the MSIC and
the reasons why include:

e ...l sayit's safe, private, confidential, clean, you reduce your chance of overdosing
and dying, less risk of the police’

‘It's safe, you don't leave needles in the streets for kids to find, it's clean, safe, you
don’t get harassed by police or idiots’

e ’it's clean, well-run, safe and there’s backup if anything happens...’
e ‘prefer here than on the street, it's cleaner, you can get advice, it’s safer here’
e ‘yes, | tell them that’s it safe...’

e 'it's safer, you're off the street so police can't see you and you're out of the way of
the general public’.

o ‘All the time. | tell them how it works and if they weren't here before it opened, |
tell them what it was like [in Kings Cross] before it opened’

Local service system representatives’ perspectives and support for people
using the MSIC

There is overwhelming support and encouragement by relevant local service system
representatives for injecting drug users in the area to use the MSIC.

When asked 'do you encourage clients that identify as injecting drug users to use the
MSIC to support safer injecting practice?’, all service representatives interviewed
reported that they would and do encourage existing injecting drug users to use the
MSIC.

e NSW Police - report that they would encourage anyone they knew who was using
to attend the MSIC because of the MSIC's record and level of care and to support
harm minimisation.

¢ NSW Ambulance - report that they always recommend the MSIC to people,
particularly if they don’t know about the service (e.g. have recently left prison),
describing the MSIC as providing a safe injecting environment and an opportunity
for injecting drug users to access referrals to services and access drug treatment.

e St Vincent’'s Emergency Department - report that they always recommend
people who present to the Emergency Department to go to the MSIC and KRC
because they have the skills and experience to assist injecting drug users.

o St Vincent’'s Alcohol and Drug services — report all clients are told about the
MSIC.

¢ Kirketon Road Centre (KRC) - refer people to the MSIC as well as displaying
posters.

e Langton Centre - report that, at assessment for drug treatment, clients are told
that if they do choose to continue using, they should do so at the MSIC.
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e Wayside Chapel - report that they strongly encourage all injecting drug users to
utilise the MSIC.

¢ A local mental health service — reported that they refer to the MSIC and that their
anecdotal feedback from clients is very positive, including for clients with mental
health conditions.

¢ Private methadone provider — said that although all the clients in the area know
of the MSIC, if the clinic knows the person is injecting, they discuss using at the
MSIC as part of safer injecting practices.

Reasons for not accessing the MSIC

Clients who were interviewed were asked if they knew any injecting drug users who
do not use the MSIC and the reason/s why.

Approximately half of the clients interviewed stated they knew at least one injecting
drug user who did not use the MSIC (although clients generally stated that the majority
of people they knew did use it).

Reasons given for the minority not using the MSIC include:

e not living in the Kings Cross area

e wanting to inject when the MSIC was closed

e wanting to use their own space and a perception of ‘overcrowding’ in the MSIC
e not wanting to wait to inject

e not being able to inject themselves'®

e being barred from the MSIC

e unwanted police attention if known as an MSIC user.

Overdose-related events (onsite at the MSIC)

Introduction

The nature of overdose-related events occurring on-site at the MSIC and the MSIC
protocols for responding were described in a previous evaluation in 2007 and are
reprised with revision below.

Overdose-related events occurring on-site at the MSIC are recorded via the MSIC
database. A specific emergency treatment form is also completed by the attending
staff member/s, which documents clinical details of the specific event. Clinical
observations including respiration and heart rates, blood pressure, pulse oximetry (to
measure the arterial oxygen saturation of haemoglobin) and Glasgow Coma Scores (to
assess a person’s level of consciousness) are used to diagnose drug overdose cases
and to assess treatment outcomes. Clinical protocols enable registered nurses to
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administer oxygen and naloxone (Narcan®) in the event of an opioid-related overdose

and other basic life support measures in the event of other drug overdoses'®*.

These clinical protocols of the MSIC reflect that within a supervised injecting facility it
is possible to intervene very early in the course of an overdose-related event. This
earlier intervention may negate the need for subsequent naloxone administration,
thereby avoiding potential naloxone-precipitated withdrawal syndrome and increasing
the opportunity for clinical monitoring post overdose'®®. This strategy may reduce the
likelihood of the client using further opioids to overcome acute withdrawal symptoms
induced by naloxone which may then lead to further risk of overdose. On-site
overdose-related event data was available for the 12 year period April 1998 to end
March 2010. It should be noted that the MSIC also has specific clinical protocols for
other drug overdoses e.g. psychostimulants overdose/toxicity protocols.

Findings

Table 10-1 below shows the number and type of overdose-related events for MSIC
visitors to date. Heroin-related overdose requiring oxygen was the most frequent type
of overdose-related event, constituting 68% of total overdose-related events recorded
between 2001-02 and 2009-10. The next most frequent type of overdose-related event
were heroin related overdose where oxygen and naloxone was required (16% of all
overdose-related events recorded 2001-02 to 2009-10). The remaining overdoses were
for other heroin-related overdoses or overdoses for other opioids or drugs.
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Table 10-1: Number and type of overdose-related events for MSIC visitors

Overdose- Tot'al
related 2004- 2005- 2006- 2007- @ 2008- valid
events 05 06 07 08 09 records
gfer?égsrg'?ted 132 | 236| 380| 279| 273| 253| 215| 309| 254| 2,331
0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
oxygen only (54%) | (74%) | (78%) | (78%) | (80%) | (73%) | (68%) | (67%) | (46%) (68%)
Heroin related
overdose - 50 49 69 62 55 64 55 77 83 564
oxygen & (20%) | (15%) | (14%) | (17%) | (16%) | (18%) | (17%) | (17%) | (15%) | (16%)
naloxone
Heroin related
g‘)ﬁsgl?lse ; 1 2 1 3 1 1 2 7 18
0, 0, 0, 0, 0, 0, 0, 0, 0,
naloxone - (<1%) | (1%) | (<1%) | (1%) | (<1%) | (<1%) | (1%) (1%) (1%)
ambulance
Heroin related
overdose — 2 2
0, 0,
ambulance (<1%) (<1%)
Other opioid
related 8 32 53 155 248
overdose - (2%) | (10%) | (11%) | (28%) (7%)
oxygen only
Other opioid
vertose - 6| 11| 37| s
0, 0, 0, 0,
naloxone
Other opioid
related
overdose - 1 3 4
oxygen - (<1%) (1%) (<1%)
naloxone -
ambulance
Other drug 63 33 35 15 12 20 7 8 9 202
overdose (26%) | (10%) | (7%) | (4%) | (4%) | (6%) | (%) | (%) | (2%) (6%)
ovrdose 1| 2 3
ambulance (<1%) | (<1%) | (<1%)
Total valid 246 | 320 485 | 359 | 341 | 346 318 | 461 | 550| 3,426
records

Source: Medically Supervised Injecting Centre (MSIC)
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Table 10-2 below presents the number of reported overdoses per 1,000 injections by
drug type. The highest rate of overdoses overall was recorded for heroin injections
(9.1/1,000 visits). In 2001-02, overdoses per 1,000 heroin injections was 11.5. This
declined to 6.7/1,000 heroin injections in 2002-03 before trending upwards to a level
more than double (14.6/1,000 heroin injections) in 2009-10.

Overdoses per 1,000 injections of other opioids were first evident in 2006-07 (albeit at
less than 1 per 1,000 injections). This rate increased to 5.4 overdoses per 1,000
injections in 2009-10.

Overdoses per 1,000 injections of other drugs were 4.2 in 2001-02. However, this rate
declined to 0.5 in 2007-08 before increasing again to 1.3 in 2009-10.

Table 10-2: Overdoses by 1,000 injections

2001- 2002- 2003- 2004- 2005- 2006-

02 03 04 05 06 07

Overdose
per 1000
heroin
injections

115 6.7 7.6 6.7 7.8 10.6 10.1 12.9 14.6 9.1

Overdose
per 1000
other 0.3 1.2 1.9 5.4 2.0
opioid
injections

Overdose
per 1000
other
injections

4.2 2.6 1.8 1.2 0.8 11 0.5 0.8 1.3 1.6

Source: Medically Supervised Injecting Centre (MSIC)

Feedback from clients on reduction in overdose

The majority of surveyed clients agreed'®® with the statements: 'Since coming here,
the MSIC has helped me to’:

e ‘respond better if | see an overdose, to inject more safely (including reducing my
risk of overdose)’ (82%)
e ‘help other people when they overdose’ (85%)""’
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Interviewed clients were asked 6 questions about overdose:

o ‘What are the early signs of overdose?’

e ‘Do you do anything differently now to reduce the risk of overdosing?

e ’‘Have you ever seen anyone overdose?’

e ’'Have you seen anyone overdose at the MISIC?’

e ‘Do you do anything differently now if you see someone having an overdose?’
e ‘How did you learn to do this?’

Nearly all clients interviewed stated they were able to identify early signs of an
overdose in other people and themselves.

Clients were asked about common measures taken to minimise the risk of overdose
(not injecting when already affected by other drugs or alcohol, ‘tasting’ for purity,
calling an ambulance when needed and using less if their tolerance had reduced).

The majority of clients interviewed reported they have changed their behaviour to
reduce the risk of overdose, most commonly stating they call an ambulance if
required, using less if their tolerance is reduced or using their drugs in portions.

A number of comments by clients provide further information:

‘If | buy from someone | don’t know | always use in two goes, rather than all at
once’.

‘I never use on top of my psych drugs- | know that if | use on top I'll overdose’.
e ‘[ know my own tolerance and | know that it might change, so I'm careful’.
e One client’'s approach to reduce overdosing was ‘to always come to MSIC".

e This was echoed by another MSIC client: ‘/ saw someone drop [ed. overdose] here.
The staff responded so quickly, it was a perfectly brilliant response. That's why |
come here and that’s why this place has never lost a person. |I'm proud of that and
them [the staff]’.

Nearly all clients interviewed had seen someone overdose either in the MSIC, outside
the MSIC or both. Most said they would try to keep the person awake and would call
an ambulance. A considerable number of clients reported that they had done first aid
training, although this was often several years old. Clients reported that this gave them
confidence to know what to do if someone overdosed with them. However, some
clients also referred to the ‘common myths’ about responding to an overdose and
stated that it was useful to see how staff responded to an overdose.
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Referral outcomes

Please note this section considers only referral outcomes. Section 8.5 provides
comprehensive description of client referrals. Section 3.2 also describes the role of the
MSIC in providing a gateway to drug treatment.

Client experience with other general services since attending the MSIC

The majority of surveyed clients agreed with the statements: ‘Since coming here, the
MSIC has helped me’:

e ‘getin contact with other service (i.e. use the telephone at the MSIC to call another
service’ (82%)'%®

e ‘get help with other issues such as accessing services such as housing and legal
services’ (73%) ',

Interviewed clients were asked about other services they had accessed since
attending the MSIC:

e ‘Have you accessed other health or support services since you have come to the
MSIC?’

The majority of clients reported that they had accessed other non-AOD'® services
since they started using the MSIC. Common service types accessed were general
health, housing and other support services.

Staff had provided active support in helping them to access other services. Clients
overwhelmingly reported that MSIC staff provided advice about drug treatment and
support options available: ‘they [staff] have more idea about what is available out
there, they’'ve got lots of useful networks’.

Other, more practical support commonly reported included:

e ‘putting me in touch with a few detoxes’

e ‘the staff wrote me a reference letter/ letter of support [for housing]’

e ‘[ can talk to the staff if | find it [drug treatment]tough going’

e making telephone calls to other services and/or taking clients to other services.

A number of clients also talked about receiving brokerage funding through the MSIC to
continue to access programs which they would not otherwise have been able to
access. The clients who received brokerage were very positive about the impact of
this.

A few clients reported that the involvement of MSIC staff had made it easier for them
to access services where they had previously had difficulty. Examples included writing
letters of recommendation/ support to secure housing and providing advice about
alternative options (when a client could not get into the service they were continually
pursuing). The latter example reinforces other feedback that indicates that staff
facilitate referrals indirectly through educating and ‘guiding’ clients to make decisions
about drug treatment options.
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One client reported a more concrete example of receiving support from MSIC staff to
access other services: ‘I had been trying to get into [an opioid replacement service] for
years. | asked the staff to call for me and | got a space right away.’ It is noted that it is
likely that there were other, broader factors influencing this outcome.

Client experience with alcohol and drug services since attending the MSIC
The maijority of surveyed clients agreed with the statements:

e ‘Since coming here, the MSIC has helped me to understand my drug treatment
options (counselling, detox, rehab, pharmacotherapies etc)’ (84%) "'

e ‘Since coming here, the MSIC has helped me to manage my drug use better’
(740/0)162

e 'Since coming here, the MSIC has helped me to start drug treatment’ (57%)"®.

Nearly all clients interviewed reported that they had accessed other drug and/or
alcohol treatment programs since attending the MSIC. Over half had been, or were,
accessing opioid replacement therapies. About one third had accessed a detox, rehab
and alcohol and drug counselling. A smaller proportion had accessed peer support.

During conversations, all clients showed an awareness of the range and type of drug
and alcohol treatment services in the area and also talked about specialist services in
other areas of Sydney. A number of clients talked about being initially referred to
support/ drug treatment services while in prison.

A small number of clients commented that MSIC staff had not been instrumental in
providing information or supporting them to access other services and that they were
either already engaged in other services, or became aware and engaged with them
independently of the MSIC. A few clients reported they had not accessed other
services, generally stating that they 'had no need’ for these, but that they knew of
other clients who had been supported by the MSIC to access other services.

A small number of clients gave examples of not being able to access other AOD
services. Most commonly clients reported difficulties accessing rehabilitation and
stated this was because of a lack of places, requirements to register interest (e.g.
calling at 7.30am every morning) and places not being available at the right time. One
client reported not being able to access services because he is illiterate and stated that
this is an exclusion criterion to a number of programs that are education-based.
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Impact on injecting practices and injecting related health

Surveyed clients were very positive about the impact of the MSIC on their injecting
practices.

Surveyed clients were asked ‘What do you think about the MSIC staff and services:
advice from MSIC staff (vein care, safer injecting)?’ The majority of clients reported
this was very good (77 %) or good (16%).

The majority (92%) of surveyed clients agreed'® with the statement: 'Since coming

here, the MSIC has helped me to inject more safely (including reducing my risk of
overdose’)

Interviewed clients were asked four questions about injecting practices:

‘Do you think you inject more safely now? Why? How is it safer?’

‘Do you do anything differently to look after your veins better? What?’

‘Do you do anything differently for blood safety? What?’

‘Have you ever received advice from someone working here about safer injecting?
Was it helpful?’

Common responses from interviews suggested the following impact of the MSIC on
injecting practices:

¢ Improved injecting practices - the majority of clients interviewed reported that
they injected more safely since becoming MSIC clients. Over half indicated that
they had sought and received advice from a member of staff about injecting and
this had been helpful. Advice included information on how to prepare to inject, how
to use equipment properly and advice on ‘complications’ and risks.

e Common approaches reported - a number of approaches were commonly
reported to have been adopted to lead to safer injecting. These included using
clean equipment for single use, not sharing, using Needle Syringe Programs,
swabbing and generally making sure that hands are clean before injecting.
Approaches that had reportedly been adopted to improve vein care included using
vitamin E cream and alternative injecting sites.

e Awareness - clients reported that they were injecting more safely because 'you
know what can go wrong and so you are more careful’.

¢ Habitual behaviour improvement - a number of clients also noted that they had
adopted safer injecting practices through habit as a result of coming to the MSIC.
Comments were also made that staff encourage wellbeing more generally, for
example through asking about medication compliance, making sure people drank
enough water and ensuring that no one injected after drinking alcohol.

¢ Improved blood awareness - interviewed clients generally reported an awareness
of blood safety related to sterile injecting equipment ‘using clean fits’ and
environmental risks, such as ‘not sitting near someone when they have a shot’ or
‘not using a fit if it’s been on the floor’.
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A small number of clients reported that their injecting habits had not become safer
since coming to the MSIC, as they felt that they had always been very thorough, safe
and hygienic in injecting. However, these clients also gave examples of how staff had
provided them with advice on new approaches, which they valued. One client

commented ‘staff will tell us about new equipment and approaches, which is really
helpful’.
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10 Evaluation domain 7: To review the effectiveness
of the MISIC in relation to the local community in
improving public amenity

To consider the effectiveness of the MSIC in relation to improving public amenity, the
evaluation considered the following questions:

o What is the effectiveness of the MSIC on reducing discarded injecting equipment
in local public places?

o What is the effectiveness of the MSIC on reducing drug users injecting in local
public places?

e What are the views of the local community with regard to the MSIC and public
amenity?

e \What level of support is there for the MSIC amongst local residents and local
businesses?

This evaluation domain is informed by a review of needle and syringe
disposals/collection data, MSIC data, a survey of the local community (residents and
business operators), interviews with local service system representatives and
information from clients.
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Summary

Data on needle and syringe collections shows that the total number of needles and
syringes collected in the vicinity of the MSIC in the period 2003-04 to 2008-09 has
decreased substantially, with the greatest impact being observed in the sectors
immediately adjacent to the MSIC. This is consistent with findings from previous
evaluations.

It should be noted, that in the absence of comparison data for the period prior to
the MSIC commencement, it is not possible to entirely attribute the reduction to
the operation of the MSIC.

Current client survey findings suggest behaviour change that supports this trend of
reduced needles and syringe collection, with self-reported reduction in public
injecting, and reduced likelihood of leaving injecting equipment in public reported.

The majority of residents surveyed report they have seen discarded injecting
equipment in public places at some point in time, although this has declined slightly
over time. Of those who have ever seen discarded equipment, there is a steady
decline in the proportion who had seen discarded equipment in the past month.

The proportion of people surveyed who have ever seen someone injecting in public
has declined since the survey was first conducted in 2000. The proportion of those
people who have seen someone injecting in the previous month has declined
substantially over time.

There is very strong resident and business support for the MSIC which has trended
upwards over time.

Discarded equipment

The Kirketon Road Centre (KRC), a primary health care service in Kings Cross, provides
a Needle Clean Up service which collects discarded needles and syringes in Eastern
Sydney, Darlinghurst, Kings Cross and Woolloomooloo on weekdays. A designated
worker collects any injecting equipment discarded in public locations identified as “hot
spots”, which are monitored and adjusted when patterns of public injecting change.
The majority of hot spots are located within a 500 metre radius of the MSIC. The
worker also responds to calls from the public to the NSW Needle Clean Up Hotline.

Monthly counts of discarded needles and syringes collected by the KRC Needle
Cleanup Team have been provided for the years 2003-04 to 2009-10 (May to April)'®®
for each of the eight defined sectors around the MSIC (see Figure 11-1 below).

It is noted that the City of Sydney also collects needles and syringes via community
sharps bins located in public places. KPMG were unable to source data for collections
of needles and syringes collected by the City of Sydney Community Sharps Bin
Collection during the period of the evaluation. An increase in the number of needles
and syringes being disposed of in these bins may explain the decrease in the number
of needles and syringes collected in public areas.
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Figure 11-1: Needle and syringe clean up service sectors
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Figure 11-2 below indicates the total volume of needles collected by the KRC Needle
Clean Up Team for the years 2003-04 to 2009-10 (May to April)'®. Notably, between
2003-04 and 2008-09'®" there has been a 55% decrease in the total number of needles
collected (28,231 in 2003-04 to 12,646 in 2008-09).

In interpreting links between trends in the numbers of needles collected and the
opening of the MSIC, it is important to bear in mind that the data provided below are
entirely from the period following the opening of the MSIC. In the absence of needle
collection data for the period prior to the opening of the MSIC, it is not possible in this
analysis to comment directly on the impact of the MSIC on needle collection following
its opening. Rather, the analysis focuses on general trends in needle collection in the
period from 2003-04 to 2008-09. It is highlighted that findings from the evaluation
completed in 2007 identified a decrease of around 50% following the establishment of
the MSIC to January 2007 '8

Figure 11-2: Volume of needles collected by KRC Needle Cleanup Team
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Needle collection by sector

Table 11-1 below presents the number of needles collected by the KRC Needle
Cleanup Team in each sector in the years 2003-04 to 2009-10 (May to April). The
sections that follow provide a summary of the trends by Clean Up collection sector.
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Table 11-1: Needles collected by Clean Up Service sector

Sector 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10*°°
Sector 1: 7,075 3,560 3,668 2,570 1,846 2,416 1,040
Darlinghurst
2:
Sector 3,059 3,229 2798 2,690 1,497 | 1,170 1,119
East Sydney
Sector 3:
7,449 5171 4,417 2,588 2,603 1,722 1,393
Woolloomooloo
Sector 4:
. 1,809 1,487 1,147 1,111 1,432 736 498
Potts Point
Sector 5:
. 3 4 26 34 32 87 77
Elizabeth Bay
Sector 6:
Rushcutters 48 157 77 435 242 126 62
Bay
Sector 7:
ector 6,416 4,018 5631 4,366 4785 | 2,840 1,812
Kings Cross
Sector 8 :
. 2,372 2,852 2,338 1,861 2,562 3,549 2,940
Surry Hills
Total 28,231 20,478 20,102 15,655 14,999 12,646 8,941

Source: Kirketon Road Centre Needle Cleanup

Sector 1: Darlinghurst

There has been an overall downward trend in the total number of needles collected on
a year on year basis in the five year period 2003-04 (7,075) to 2007-08 (1,846).
However, in 2008-09 an increase in needles collected was recorded (2,416). It is noted
that part of Sector 1 lies within a 500m radius of the MSIC.

Sector 2: East Sydney

Within Sector 2 (East Sydney area) there was an overall reduction in the yearly number
of needles collected in the East Sydney area in the period 2003-04 to 2008-09. The
number of needles collected fell in every year apart from 2005-06. The 1,170 needles
collected in 2008-09 was around a third of the total collected in 2003-04. It is noted
that Sector 2 lies outside a 500m radius of the MSIC.

Sector 3: Woolloomooloo

In the Woolloomooloo sector there has been a sharp downward trend in needles
collected in the period 2003-04 to 2009-09. Needle collections have fallen every year
apart from 2007-08. The 1,722 needles collected in 2008-09 was over four times lower
than the 7,449 needles collected in the sector in 2003-04. It is noted that part of Sector
3 lies within a 500m radius of the MSIC.
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Sector 4: Potts Point

The number of needles collected in Sector 4 (Potts Point) has fallen year on year
between 2003-04 and 2008-09, with the exception of 2007-08 where there was an
increase. In addition, the 736 needles collected in the Potts Point sector in 2008-09
was less than half of the 1,809 collected in 2003-04. It is noted that the trend in
needles collected in this sector (Potts Point) is similar to that in the other sectors that
surround the MSIC and have part of their boundary within 500m of the MSIC (although
the absolute number of needles collected in Sector 4 was lower).

Sector 5: Elizabeth Bay

The total number of needles collected in Sector 5 (Elizabeth Bay) across all six years
was 186. This represents the lowest total of all eight sectors by a considerable margin.
This considerable differential is likely to be due primarily to Elizabeth Bay being
geographically separate and more ‘affluent’ compared to the surrounding suburbs
where injecting drug use may be more prevalent. There has however been an upward
trend in needles collected in Sector 5 across the period, although the absolute
numbers of needles collected (3 - 87) remain low (the lowest of all the sectors).

Sector 6: Rushcutters Bay

Sector 6 (Rushcutters Bay) had the second lowest incidence of needles collected after
Sector 5 (Elizabeth Bay) across the period of analysis. Also similar to Sector 5, there
has been an overall upward trend in the number of needles collected between 2003-04
and 2008-09. There were 48 needles collected in 2003-04 increasing to 126 needles
collected in 2008-09. The year 2006-07 had the highest number of needles collected
for the sector, at 435.

Similar to Sector b, Sector 6 (Rushcutters Bay) is a geographically separate and more
affluent area compared to the surrounding suburbs where drug use is more prevalent.
These factors may in part account for the lower overall rates.

Sector 7: Kings Cross

The results for the Sector 7 (Kings Cross) indicate fluctuations in the number of
needles collected in a year on year basis. Overall, Sector 7 (King Cross) where the
MSIC is located saw the greatest number of needles collected of all the sectors over
the period from 2003-04 to 2008-09 (28,056). This is not unexpected as the MSIC was
intentionally located as close as practical to the area of highest discarded needles,
levels of public injecting and reported drug dealing in the period leading up to the MSIC
commencement.

The number of needles collected more than halved during the reported period, from
6,416 collected in 2003-04 to 2,840 needles collected in 2008-09. It is noted, that
similar to Sector 1 and Sector 4, there was also a degree of variation in the number of
needles collected over the 6 year reporting period.
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Sector 8: Surry Hills

The number of needles collected in Sector 8 (Surry Hills) over the period 2003-04 to
2008-09 has trended slightly upwards from 2,372 in 2003-04 to 3,549 in 2008-09. This
sector is the furthest away from the MSIC of all the eight sectors, so assuming all
other factors being equal, it may be least likely that the MSIC is having an impact on
reducing discarded needles in this sector.

Summary

Overall, the data on discarded needles and syringes collected in the eight sectors
indicates a decline in the total number of needles and syringes collected during the
period reported from 2003-04 to 2008-09. Specifically, the number of needles and
syringes collected across all eight sectors more than halved from 28,231 in 2003-04 to
12,646 in 2008-09.

The largest reductions have typically occurred in the sectors that have borders within
500m of the MSIC (particularly Sectors 1, 3 and 4). Sectors which are further away
such as Sector 2 (East Sydney) have not seen such pronounced downward trends in
needle and syringe collection, indeed Sector 8 (Surry Hills), the sector furthest away,
has seen an increase. The total number of syringes collected in the more ‘affluent’
Sectors 5 and 6 have increased slightly, but absolute numbers in these areas have
remained considerably lower than the other sectors.

In the Kings Cross sector (sector 7) itself, although the total number of needles
collected in 2008-09 was lower than in 2003-04. This may not be unexpected as the
MSIC was intentionally located as close as practical to the area of highest discarded
needles and syringes, levels of public injecting and reported drug dealing in the period
leading up to the MSIC commencement. The total number of needles collected in
Sector 7 for 2008-09 was less than half collected in 2003-04 (2,840 needles collected
in 2008-09 compared to 6,416 collected in 2003-04).

In summary, while there were fluctuations in the number of needles and syringes
collected in each sector across the six year period of analysis (2003-04 to 2008-09), the
data for most sectors indicate a general downward trend in the total number of
needles and syringes collected. This was particularly so in sectors immediately
adjacent to the MSIC. These findings are consistent with previous evaluation findings
that identified a decrease of around 50% following the establishment of the MSIC to
January 2007'7°. It should be noted however, that in the absence of comparison data
for the period prior to the MSIC commencement, it is not possible to infer a correlation
between the reduction observed and the operation of the MSIC.

Discarding injecting equipment was also explored in the current MSIC client survey,
and 81% """ of surveyed clients agreed with the statement: ‘Since coming here, the
MSIC has helped me to not leave injecting equipment in public’.
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Reducing public injection

Frequency of injecting - public place

Figure 5-21 below shows that between 52% and 58% of new registrants at the MSIC
reported that they had not injected in a public place in the month prior to interview (of
those recorded). The proportion of new registrants who reported that they had injected
in a public place once in the last month ranged from 10%-13%. 13%-17% of new
registrants reported injecting 2-5 times in a public place in the month prior to
registration.

New registrants who reported injecting ‘a few times each week' or ‘daily or almost
daily" in a public place ranged from 9%-11% and 7%-11%, respectively.

Figure 11-3: Frequency of drug injecting in a public place
70% +
60% -
50% -
40% +
30% +

20% H

Proportion of new registrants (%)

10% z * —— - —
0% T T T T
2005-2006 2006-2007 2007-2008 2008-2009 2009-2010
MSIC Year
—&— Not last month daily or almost daily
a few times each week less than weekly (2-5 times last month)

—&—once last month

2005-06 2005-07 | 2007-08 2008-09 | 2009-10

Total valid records 215 774 688 705 578

Source: Medically Supervised Injecting Centre (MSIC)

Table 11-2 below provides details on the location of where new registrants were likely
to inject. The place that new registrants were most likely to inject was at home (61%
of all new registrants (2001-02 to 2009-10)). The next places that new registrants were
most likely to inject were a friend’s place or on the street (both at 30% of all new
registrants (2001-02 to 2009-10)).

Injecting in public was also explored in the current MSIC client survey. The majority
(92%) agreed'’? with the statement: ‘Since coming here, the MSIC has helped me to
reduce injecting in public places’.
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Table 11-2: Number and proportion of new registrants injecting drugs at
different locations '

Number and
Place of 2001- 2002- 2003- 2004- 2005- 2006- |2007- 2008- 2009- (%) of total

injection 02 (0%} 04 05 06 07 08 09 10 new
registrants

Home 1,643 1,227| 1,084 946 456 533 463 477 410 7,239
(60%) | (61%)| (61%)| (66%)| (50%)| (61%)| (61%)| (59%)| (61%) (61%)

Street 1,108 616 469 390 173 233 186 229 203 3,607
(41%)| (31%)| (27%)| (27%)| (19%)| (27%)| (24%)| (28%)| (30%) (30%)

Eriend 913 566 495 417 188 267 249 230 226 3,551
(34%) | (28%)| (28%)| (29%)| (21%)| (31%)| (33%)| (29%)| (34%) (30%)

Public 716 333 267 252 110 138 111 165 130 2,222
toilet (26%)| (17%)| (15%)| (18%)| (12%)| (16%)| (15%)| (21%)| (19%) (19%)
Car 676 336 290 243 115 154 110 148 118 2,190
(25%) | (17%)| (16%)| (17%)| (13%)| (18%)| (14%)| (18%)| (18%) (18%)

Dealer 316 204 155 140 52 89 89 68 83 1,196
(129%)| (10%)| (9%)| (10%)| (6%)| (10%)| (12%)| (8%)| (12%) (10%)

Squat 217 89 73 57 16 31 27 50 36 596
‘ 6%)| (%) (4%)| @%)| @w)| @%)| @%)| (%) (%) (5%)
Shooting 302 59 46 30 10 22 15 18 11 513
Room 11%)| (B%)| B%)| @w)| @1w)| @w)| )| @) @%) (4%)
94 58 41 29 28 26 o 18 22 325

Other )| @W| 8| @] @w @ ° | @w| @w (3%)

Source: Medically Supervised Injecting Centre (MSIC)
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Community views on amenity

Telephone surveys have been conducted of local residents and business operators in
2000 (prior to the MSIC opening), 2002, 2005 and were repeated for this evaluation.
The survey explores local resident and business operator opinions regarding public
injecting, discarded needles and syringes, and support for the MSIC. An online survey
was also conducted for this evaluation.

To understand if local residents and business operators have experienced a change in
the local amenity since the MSIC opened, the survey includes questions on recent
observations of discarded equipment and public injecting in public.

Public experience with discarded equipment

The majority of residents surveyed report they have seen discarded injecting
equipment in public places at some point in time, although this has declined slightly
over time (84% in 2000, 86% in 2002, 78% in 2005 and 76% in 2010). The findings
are similar for business operators (90% in 2000, 87% in 2002, 82% in 2005 and 80%
in 2010).

Of those who have ever seen discarded equipment, there is a steady decline in the
proportion who had seen discarded equipment in the past month.

Table 11-3:  Proportion of local residents and community who have seen
discarded equipment in the past month (in 2000, 2002, 2005 and

2010)
2000 2002 2005 2010

Residents (n=434) (n=463) (n=426) (n=260)
Seen publicly discarded

syringes in the past 66% 59% 52% 46%
month?

Business operators (n=188)) (n=181) (n=172) (n=162)
Seen publicly discarded

syringes in the past 80% 73% 70% 46%
month?

Source: NCHECR (2006) Interim evaluation report No. 2 (for 2000, 2002 and 2005) and Hunter Valley Research
Foundation (2010), KPMG analyses.

There were slightly higher findings in the online survey, with 85% of respondents
(n=234) reporting that they had ever seen discarded equipment in public and 58% of
those reporting seeing this in the previous month.
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Observed public injecting

The proportion of people surveyed who have ever seen someone injecting in public
has declined since the survey was first conducted in 2000. The proportion of residents
reporting this has generally trended downwards (60% in 2000, 61% in 2002, 58% in
2005 and 55% in 2010). The proportion of business operators reporting this has a
similar trend (62% in 2000, 65% in 2002, 60% in 2005 and 45% in 2010).

The proportion of those people who have seen someone injecting in the previous
month has declined substantially over time.

2000 2002 2005 2010
Residents (n=309) (n=329) (n=182) (n=188)
Seen public injecting in 559% 47% 34% 7%
the past month
Business operators (n=129) (n=135) (n=125) (n=92)
Seen public injecting in 61% 50% 47% 29%
the past month

Sources: NCHECR (2006) Interim evaluation report No. 2 (for 2000, 2002 and 2005) and Hunter Valley Research
Foundation (2010), KPMG analyses.

Similar proportions of respondents to the online survey report ever seeing someone
inject in public (61%) with 35% of those respondents having seen this in the previous
month.

Community support for establishing the MSIC

The proportion of residents and business operators who agreed with the
establishment of the MSIC has increased over time.

2000 2002 2005 2010

Residents (n=515) (n=540) (n=316) (n=343)
Agree with the

establishment of the 68% 78% 73% 78%
MSIC in Kings Cross

Business operators (n=209) (n=207) (n=210) (n=201)
Agree with the

establishment of the 58% 63% 68% 70%
MSIC in Kings Cross

Sources: NCHECR (2006) Interim evaluation report No. 2 (for 2000, 2002 and 2005) and Hunter Valley Research

Foundation (2010), KPMG analyses.
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There are similar findings from the online survey, with the majority of respondents
(82%) agreeing with the establishment of the MSIC in Kings Cross.

There is very strong support for the MSIC from members of the community, which
has increased over time. This may reflect that both residents and business operators

have become more supportive as they have seen benefits to the local community over
time.
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11 Evaluation domain 8: To review relevant external
factors and evidence

To consider relevant external factors and evidence, the evaluation considered the
following questions:

e What are the local trends in emergency department admissions relating to injecting
drug use?

e \What are the local trends in ambulance call outs relating to injecting drug use?
e \What are the local trends in overdoses related to injecting drug use?

¢ \What are the local trends in deaths related to injecting drug use?

e \What are the trends in the incidence of blood-borne disease?

This evaluation domain was informed by analyses of external data (NSW Ambulance,
Emergency Department Information System (EDIS), Division of Analytical Laboratories
(DAL), notifiable disease surveillance) and interviews with relevant local service
system representatives.
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Summary of key findings

Emergency Department presentations related to opioid use

Data related to opioid poisoning presentations at hospital Emergency Departments
in the Kings Cross area (i.e. St Vincent's Hospital and Sydney Hospital) and the rest
of NSW suggests that the average monthly opioid-related ED presentations for the
Kings Cross area declined by 20% following the commencement of the MSIC. This
decrease was not as pronounced as that observed for the rest of NSW during the
same period (35% reduction). However, it should be noted that a considerable
degree of variation exists in the month to month number of opioid-related ED
presentations both within the Kings Cross area and for the rest of NSW.

Ambulance attendances at suspected opioid overdoses

Data from the NSW Ambulance Service between May 1995 and April 2010
suggests that following the commencement of the MSIC, the average number of
ambulance attendances at suspected opioid overdoses during the hours of the
MSIC operation decreased in the Kings Cross area (Sydney postcodes 2010 and
2011) by 44%. This decrease was greater than the decline observed for the rest of
NSW (36%) during the same period.

Notably, this difference was not evident in a similar analysis undertaken on

ambulance attendances at suspected opioid overdoses that occurred outside of the
MSIC hours of operation.

Following the opening of the MSIC in May 2001 (to March 2010), the monthly
number of ambulance attendances for suspected opioid overdoses in postcode
2011 trended downwards, while those reported in postcode 2010 trended
upwards.

Overall, the average monthly number of ambulance attendances for suspected
opioid overdoses in postcode 2010 declined by 5% (when comparing pre-MSIC
(May 1995 — May 2001) to post-MSIC (May 2001-May 2010) periods). This decline
is not as great as that observed in 2011 (64 %) for the same period.

Opioid-related deaths

Between year 2004-05 and 2008-09 (May — April) an average of 11% of all opioid-
related deaths occurring in NSW were in postcodes 2010 and 2011. This ranged
from 9% to 13% over the five year period. In the absence of data from the period
prior to the MSIC commencement, it is not possible to infer any contribution of the
MSIC on rate or proportion of opioid-related deaths.

Blood-borne disease (such as HIV and hepatitis C)

A notable decline was observed in the number of Human Immunodeficiency Virus
(HIV) and Hepatitis C (Hep C) infection notifications between 1999 and 2009 for
people living in the Kings Cross area (postcodes 2010 and 2011).

During this period, Hep C infection notifications also declined across the rest of
NSW. However, in the case of HIV infection notifications a slight upward trend was
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observed for people residing in the rest of NSW over the same period. In the
absence of substantial data from the period prior to the MSIC commencement, it is

not possible however to attribute any change in infection notifications to the
operation of the MSIC.

Ambulance trends

During the period May 1995 to March 2010, a total of 35,796 ambulance attendances
across NSW were made to suspected opioid overdose'’*. Of these, just over half
(18,168) were recorded as attending within the MSIC operating hours, and of these,
12% (2,110) were recorded within Sydney postcodes 2010 and 2011 (King's Cross
area).

Figure 12-1 shows the distribution of ambulance attendances for suspected opioid
overdoses per month occurring within the MSIC opening hours (n = 18,168). In the
period prior to the commencement of the MSIC (indicated in Figure 12-1 with a red
line) the monthly number of ambulance attendances for suspected opioid overdoses
reported for the Kings Cross area (postcodes 2010 and 2011) were trending slightly
upwards, with a range between 3 and 33. Similarly, the monthly number of ambulance
attendances for suspected opioid overdoses for the rest of NSW also trended upward
(blue trend line), with a range between 50 and 209.

Following the opening of the MSIC in May 2001 (to March 2010), the trend in the
monthly number of ambulance attendances for suspected opioid overdoses in both the
Kings Cross area (green trend line) and the rest of NSW (purple trend line) appeared to
stabilise. However, a degree of month to month variation was still observed, with the
King’s Cross area ranging between 2-20 attendances per month and attendance for
the rest of NSW ranging between 9-126.
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Figure 12-1: Ambulance attendances for suspected opioid overdoses during the
MSIC operating hours (Kings Cross area and Rest of NSW)
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Rest of NSWtrend Pre —&—Kings Cross Kings Cross trend Post
Source: NSW AMBOD Data

The average monthly number of ambulance attendances in the Kings Cross area
(postcodes 2010 and 2011) for suspected opioid overdoses decreased by 44% from
16 per month in the period prior to the commencement of the MSIC (May 1995 to
April 2010) to 9 attendances per month in the period following the commencement of
the MSIC (May 2001 to Mar 2010). While not as pronounced, the average monthly
number of ambulance attendances for the rest of NSW for suspected opioid
overdoses decreased by 36% from 114 in the period prior to the commencement of
the MSIC (May 1995 to April 2010) to 73 in the period following the commencement
of the MSIC (May 2001 to Mar 2010).

Table 12-1: Average monthly ambulance attendances for suspected opioid
overdoses pre and post MSIC

Kings Cross Rest of NSW

Pre-MSIC 16 114
Post-MSIC 9 73
Change -7 (44%) -41 (36%)

Source: NSW AMBOD Data

In order to gain a more detailed understanding of ambulance attendance trends in the
MSIC vicinity, a comparison was undertaken between ambulance attendances in
postcode 2010 (further from the MSIC) and postcode 2011 (closer to the MSIC)
occurring pre and post the commencement of the MSIC. (the MSIC is located in
postcode 2011 and includes the King's Cross area. Postcode 2010 includes suburbs to
the south of the MSIC — See Appendix E).

Figure 12-2 shows the distribution of ambulance attendances for suspected opioid
overdoses per month occurring in postcodes 2010 and 2011 within the MSIC opening
hours (n = 2,110). In the period prior to the commencement of the MSIC (indicated in
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Figure 12-2 with a green dashed line) the monthly number of ambulance attendances
for suspected opioid overdoses reported in postcode 2011 were trending slightly
upwards (blue trend line), with a range between 1 and 21 attendances per month.
Similarly, the monthly number of ambulance attendances for suspected opioid
overdoses reported in postcode 2010 also trended upward (red trend line), with a
range between 1 and 13 attendances per month.

Following the opening of the MSIC in May 2001 (to March 2010), the monthly number
of ambulance attendances for suspected opioid overdoses in postcode 2011 (purple
trend line) trended downwards, while those reported in postcode 2010 (green trend
line) trended upwards. A degree of month to month variation was still observed, with
the postcode 2011 ranging between 1-10 attendances and attendance in postcode
2010 ranging between 1-16 attendances.

Figure 12-2: Ambulance attendances for suspected opioid overdoses during the
MSIC operating hours (postcodes 2010 and 2011)
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The average monthly number of ambulance attendances in postcode 2010 for
suspected opioid overdoses decreased by 5% from 5.9 attendances in the period prior
to the commencement of the MSIC (May 1995 to April 2010) to 5.6 attendances in the
period following the commencement of the MSIC (May 2001 to Mar 2010). However,
a much more pronounced decrease was observed in the average monthly number of
ambulance attendances for suspected opioid overdoses in postcode 2011, with a 64%
decline from 10.2 attendances in the period prior to the commencement of the MSIC
(May 1995 to April 2010) to 3.6 in the period following the commencement of the
MSIC (May 2001 to Mar 2010). This trend is consistent with that described in the
previous evaluation in 2007'"°, where a greater decline in the average monthly
ambulance attendances (pre vs. post MSIC opening) was observed in postcode 2011
compared to postcode 2010). It should be noted however, that differences were
observed between the analyses with respect to the absolute ambulance attendances
presented and the changes in average monthly attendances. This may be due to
differing date ranges being adopted in the 2007 evaluation report (May 1998 to May
2006) compared to this evaluation (May 1995 to March 2010)
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In any case, both sets of findings suggest that the MSIC may be having a greater
impact on ambulance attendances that occur within a vicinity closer to the MSIC rather
than those that occur further away.

Table 12-2: Average monthly ambulance attendances for suspected opioid
overdoses pre and post MSIC commencement

Postcode: Postcode:

2010 2011
Pre-MSIC 5.9 10.2
Post-MSIC 5.6 3.6
Change - 0.3 (5%) - 6.6 (64%)

Source: NSW AMBOD Data

Emergency Department presentation trends

During the period May 1997 to May 2010, a total of 13,008 presentations to
Emergency Departments (EDs) in NSW were related to opioid use'’®. Of these, just
over half (6,552) were recorded as occurring during the MSIC operating hours'”’, and
of these, 21% (1,392) were recorded at St. Vincent's Hospital or Sydney Hospital.

It should be noted that, unlike ambulance attendances which can be identified
specifically by postcode or attendance, the ED presentation data presented in this
section does not distinguish the locality in which the opioid poisoning occurred. For
this reason, ED presentations to St. Vincent's Hospital or Sydney Hospital (both
servicing postcodes 2010 and 2011) were analysed as a proxy for opioid poisonings
occurring in the Kings Cross area.
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Figure 12-3 shows the distribution of opioid-related ED presentations per month
occurring within Sydney MSIC opening hours (n = 6,552). In the period prior to the
commencement of the MSIC (indicated in Figure 12-3with a green dashed line) the
monthly number of opioid related ED presentations reported for the Kings Cross area
(presentations as St. Vincent's Hospital and Sydney Hospital) were trending slightly
upwards (red trend line), with a range between three and 20 presentations. In contrast,
the monthly number of opioid-related ED presentations for NSW hospitals other than
St. Vincent's or Sydney Hospital (rest of NSW) trended slightly downward (blue trend
line), with a range between 23 and 67 presentations.

Following the opening of the MSIC in May 2001 (to May 2010), the monthly number of
opioid-related presentations to hospitals in the rest of NSW trended upwards (purple
trend line), albeit at lower overall volumes (range 8-48 presentations). In the same
period, the monthly number of opioid-related ED presentations in the King's Cross
area, also trended slightly upwards (with a range of 1-17 presentations) (green trend
line).

Figure 12-3: Opioid-related Emergency Department presentations by month,
occurring during the MSIC operating hours
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At an overall level, the average number of monthly opioid-related ED presentations
recorded at St. Vincent's Hospital and Sydney Hospital declined by 20%, from 10
presentations per month in the period prior to the MSIC commencing (May 1997 to
April 2001) to 8 presentations per month in the period post the MSIC commencing
(May 2001 to April 2010).

Similarly, the average monthly opioid-related ED presentations to hospitals in the rest
of NSW declined by 35%, from 43 in the period prior to the MSIC commencing to 28
in the period post the MSIC commencing.
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Table 12-3: Average monthly ED presentations pre and post the MSIC

Kings Cross Rest of NSW

Pre-MSIC 10 43
Post-MSIC 8 28
Change -2 (20%) -15 (35%)

Source: NSW Emergency Department Information System (EDIS) Data

Local injecting-related mortality trends

Table 12-4 below outlines total opioid-related deaths between July 2004 and June
2009 for the Kings Cross area and the rest of New South Wales. Of the 450 opioid-
related deaths across NSW in this period, 50 (11%) occurred in postcodes 2010 and
2011 (the Kings Cross area). Total yearly drug deaths fluctuated considerably across
the period in both Kings Cross and the rest of New South Wales; in both jurisdictions
they fell by close to half between the 2004-05 and 2005-06 financial years, before
increasing in 2006-07, and again in 2007-08 and decreasing in 2008-09.

The absolute numbers of opioid-related deaths in the Kings Cross area are too low to
draw out trends around deaths. In addition, the absence of opioid-related death data
for the period prior to the commencement of the MSIC means it is not possible to
comment on the impact the MSIC has had on opioid-related deaths.

Table 12-4: Opioid-related deaths

Location 2004-05  2005-06  2006-07  2007-08 | 2008-09

Kings Cross 14 (10%) | 7 (12%) | 9(11%) | 14 (13%) 6(9%) | 50 (11%)
Restof NSW | 124 (90%) | 52 (88%) | 73 (89%) | 90 (87%) | 61 (91%) | 400 (89%)
Total 138 59 82 104 67 450

Source: NSW Division of Analytical Laboratories (DAL)

Blood-borne virus trends

The presentation of notifiable infections by head of population was investigated as a
replacement for the analysis presented in this section to provide a relevant
comparator. However, given the limitations of the notifiable infections data and the
lack substantial data form the period prior to the MSIC commencement, these data are
presented as indicative only.

Notifiable Diseases Data (NDD) was obtained from NSW Health for Human
Immunodeficiency Virus (HIV) and Hepatitis C (Hep C) infections by onset date'’®
within postcodes 2010 and 2011 (The Kings Cross vicinity) and the rest of NSW in
order to establish whether the opening of the MSIC in May 2001 has impacted on
reported HIV or Hep C infections in the Kings Cross area.

It should be noted that only those cases with laboratory evidence of infection notified
to NSW Health under the Public Health Act (1991) are included in the following
analyses. Whether persons with these infections are notified depends on their health
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care seeking behaviour, and the testing practices of the clinicians, which may vary
across NSW. In addition, many Hep C and HIV infections are asymptomatic and remain
undiagnosed for long periods or are never diagnosed. Consequently, these data are
unlikely to reflect the true incidence of these infections. Finally, for many cases, the
time of acquisition of the infection is unknown, and therefore the notification data
represents both acute and chronic infections.

As outlined in Figure 12-4, the Kings Cross area accounts for a substantial proportion
of HIV infection notifications in NSW; indeed in the period from 1999 to 2009, 23% of
all HIV infection notifications in the NSW area were reported for people living in the
Kings Cross' area (postcodes 2010 and 2011). A downward trend (blue trend line) in
HIV infection notifications was observed for the Kings Cross area for the period
between 2003 and 2009. This contrasts with a slight upward trend in the rest of NSW
during the same period (orange trend line).

Figure 12-4: HIV infections 1999-2009
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In terms of Hepatitis C infection notifications, the Kings Cross area accounted for a
small proportion of the total notifications for NSW in the period from 1999 to 2009 (4%
in total). As indicated in Figure 12-5, there was a pronounced downward trend (orange
trend line) in total Hepatitis C infection notifications across the rest of NSW between
1999 (7,513) and 2009 (4,002). There has also been a downward trend (blue trend line)
in hepatitis C infection notifications in the Kings Cross area (postcodes 2010 and 2011)
(from 218 in 1999 to 173 in 2009). This represents an overall decrease in the number
of Hepatitis C infection notifications of 47% and 21% for the rest of NSW and the
Kings Cross area, respectively.
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Figure 12-5: Hepatitis C Infections 1999-2009
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Overall, the data on Hep C and HIV infection notifications indicates that there has been
a downward trend in the notification of both types of disease in the Kings Cross area in
the period from 1999 to 2009. In the case of HIV, this trend is in contrast to the
upward trend in infection notifications in the rest of NSW, while with Hep C the trend
is reflective of a downward trend in infection notifications across NSW.

In terms of links between the trends in infection notifications and the opening of the
MSIC, it could therefore be suggested that the opening of the MSIC has helped to
reduce the incidence of HIV and Hep C infection in the Kings Cross area. However, the
limitations of the data (outlined above) should be carefully considered when
interpreting these results.

Notably, in the case of HIV infection notifications, it may not be possible to infer that
the reduction in the Kings Cross area compared to the rest of NSW is due entirely to
the opening of MSIC, as the trend in reduced HIV infection notifications does not
directly coincide with the opening of the MSIC. However, it may also be reasonable to
expect such a ‘lag’ period before observing an effect, given the long period of
asymptomatic infection associated with HIV.
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12 Evaluation domain 9: Have there been any

unintended results from the Trial?

To consider if there had been any unintended results from the Trial, the evaluation
posed an open-ended question to relevant organisations and individuals, 'Have there
been any unintended results from the Trial?”

This information was collected through interviews with current and former MSIC
clients, MSIC staff, relevant local service system representatives and a survey of the
local community.

Summary of key findings

There was overwhelming support for the MSIC and the majority of ‘unintended
consequences’ reported to the evaluation related to additional, unintended positive
results.

Positive unintended results related to an improved understanding of injecting drug

use and drug users. It was reported that this support improved service responses,
including aiding drug users to access drug treatment and educate about the risk of
spread blood-borne viruses.

Negative consequences reported were most often related to the unintended
impact of the ongoing trial status on the MSIC and local service system.

Individual service representatives reported client concerns about increased visibility
to police as injecting drug users, as a result of accessing the MSIC and saw this as
an unintended negative consequence of the Trial.

There was overwhelming support for the MSIC and the substantial majority of
responses to the question of ‘unintended results’ were positive. Local service system
representatives reported the following positive unintended results:

Police reported that it provides an opportunity for police to have a better
understanding of drug use from a health perspective and with more compassion.

The Emergency Department representative suggested that the Trial has reduced
the load in the local Emergency Departments. It was reported that previously, long
term frequent injecting drug users would become disruptive and uncooperative in
the Emergency Department due to an intolerance to the waiting period.

The Trial has demonstrated that the MSIC effectively engages with long term
frequent injecting drug users and helps injecting drug users to access drug
treatment and improve knowledge of and practice to minimise the risk of spread of
blood borne viruses.

Greater cohesion and sophistication in the local service system and community on
the issue of drug use has developed over time.

Ability to get reliable trend and sentinel information about drugs being used.

Further evaluation of the Medically Supervised Injecting Centre 183



The following negative consequences were reported:

e One service representative reported that the MSIC may prevent clients from
experiencing the lowest point in their drug using period and therefore they may
avoid taking action to change (i.e. seek drug treatment and other services)

o Although the majority of current and former clients interviewed reported no
negative aspects to their perspective of the MSIC, a small number did describe
consequences (real or perceived) related to an increase in attention from police
once known to be a client of the MSIC.

e As previously described, staff and local service system representatives typically
referred to the unintended impact of the ongoing trial status on the MSIC and local
service system. There was a perception that the ongoing Trial status impinged on
the ability for effective service planning for drug and alcohol and mental health
services.
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MSIC (2001) Policy 1: Client Registration, Sydney Medically Supervised Injecting
Centre, document provided on request.

MSIC (2001) Policy 1.1: Notification of a child at risk, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 1.3 Floor management, Sydney Medically Supervised Injecting
Centre, document provided on request.

MSIC (2001) Policy 1.4 Guide to MSIC Clinical Documentation, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.5 Flagging clients, Sydney Medically Supervised Injecting Centre,
document provided on request.

MSIC (2001) Policy 1.6 Vein Care, Sydney Medically Supervised Injecting Centre,
document provided on request.

MSIC (2001) Policy 1.7 Nurse Initiated Medications, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 1.8 Medications and Prescribing, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 1.9 Nurse Initiated Medications, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 1.10 Blood Body Fluids and Needlestick Injury Exposure, Sydney
Medically Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.11 Management of Chest Pains or Palpitations, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.12 Management of Seizures, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 1.13 Cocaine and Methamphetamine Toxicity, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.14 Delirium Protocol and Flowchart, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.15 Management of Anaphylactic Reactions, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.14 Delirium Protocol and Flowchart, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.17 Decreased Level of Consciousness, Appendix 1: Staff Roles
During Resuscitation of an Opioid Overdose, Sydney Medically Supervised Injecting
Centre, document provided on request.

MSIC (2001) Policy 1.18 Decreased Levels of Consciousness or Collapse Off the
Premises, Sydney Medically Supervised Injecting Centre, document provided on
request.
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MSIC (2001) Policy 1.19 Management of Medical Emergency off MSIC Premises,
Sydney Medically Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.20 Guidelines for Suicidal Behaviour, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.21 Management of Intoxicated Clients in Stage 3, Sydney
Medically Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.22 Medical Record Release and Confidentiality, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 1.23 Release Of Information, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 1.24 Referral to Other Agencies, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2001) Policy 2: Security, Sydney Medically Supervised Injecting Centre,
document provided on request.

MSIC (2001) Policy 2.1: Security Systems, Sydney Medically Supervised Injecting
Centre, document provided on request.

MSIC (2001) Policy 2.2: Duress Alarm, Sydney Medically Supervised Injecting Centre,
document provided on request.

MSIC (2001) Policy 2.3: Time management in Stage Two, Sydney Medically
Supervised Injecting Centre, document provided on request.

MSIC (2001) Policy 2.4: Aggression Management, Sydney Medically Supervised
Injecting Centre, document provided on request.

MSIC (2008) Sydney MSIC Policies and Procedures List as at 7/11/2008, Sydney
Medically Supervised Injecting Centre, document provided on request.

MSIC (2003) Sydney Medically Supervised Injecting Centre Internal Management
Protocols (revised 2003 and 2008), Sydney Medically Supervised Injecting Centre,
document provided on request.
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A. Key local service system organisations

Kirketon Road Centre

Kobi Centre, a private drug treatment facility

Langton Centre

NEAMI, a local mental health service

NSW Ambulance

NSW Police

St Vincent's Hospital Alcohol & Drug Services

St Vincent’'s Hospital and Sydney Hospital Emergency
Department

Wayside Chapel
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B. Evaluation Steering Committee - organisations
represented

Australian Institute of Criminology (Expert Advisory
Group on Drugs & Alcohol Representative)

Centre for Epidemiology and Research, NSW Health
Centre for Health Protection, NSW Health
Department of Justice and Attorney General

Drug and Alcohol Clinical Advisor, NSW Health
Medically Supervised Injecting Centre

Mental Health and Drug & Alcohol Office, NSW Health
NSW Department of Premier and Cabinet

NSW Police Force
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C. Previous evaluations of the Medically Supervised
Injecting Centre

As noted in Section 2.1.1, this evaluation builds on a number of previous evaluation
and research findings since the MSIC opened in 2001. Previous evaluations and
research reports for MSIC are listed, with the focus and reported key findings for each
summarised below.

e SAHA (2008) Economic Evaluation of the Medically Supervised Injecting Centre at
Kings Cross (MSIC) '"°

e NCHECR (2008) Sydney Medically Supervised Injecting Centre. Client cohort

study — Summary Report'®.

e BOCSAR (2008) Trends in property and illicit drug-related crime in Kings Cross: An
update'®’

e NCHECR (2007) Sydney Medically Supervised Injecting Centre Interim Evaluation
Report No. 4: Evaluation of service operation and overdose-related events'®

e NCHECR (2007) Sydney Medically Supervised Injecting Centre Interim Evaluation
Report No. 3: Evaluation of Client Referral and Health Issues'®

e BOCSAR (2006) Recent trends in property and drug-related crime in Kings Cross '

e NCHECR (2006) Sydney Medically Supervised Injecting Centre Interim Evaluation
Report No. 2: Evaluation of Community Attitudes towards the Sydney MSIC'®®

e NCHECR (2005) Sydney Medically Supervised Injecting Centre Interim Evaluation
Report No. 1: Operation & Service Delivery (November 2002 to December 2004) '

e BOCSAR (2005) The impact of the Sydney Medically Supervised Injecting the MSIC
(MSIC) on crime'®’

e MSIC Evaluation Committee (2003) Final Evaluation of the Sydney Medically
Supervised Injecting Centre '®

SAHA (2008) Economic Evaluation of the Medically Supervised Injecting Centre
at Kings Cross

This report describes an economic analysis ‘to determine the costs and benefits of the
program in relation to the broader health budget as well as to any related government
agencies and private enterprise’. The analysis focused on the ‘alternative health
budget costs which might be expected to be incurred for those patients currently
serviced by MSIC’, particularly in relation to HIV and HCV prevention, overdoses, client
and referral services and costs associated with police and coronial investigation of fatal
overdoses.

Key findings were that:

e a comparison of the estimated costs of running MSIC against the costs of
providing a similar health outcome elsewhere in the health system for a
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representative comparison year found MSIC saves at least $658,000 over providing
similar health outcomes through other means in the health system, although this is
likely to be an underestimate given intangible costs are not measured

sensitivity testing found that the optimal health outcomes provided by MSIC could
only be achieved if Government provided additional funding, with estimates ranging
from approximately $1.1 million to $3.3 million

assuming a ‘mid-point value’ of human life at $3.5 million, breakeven analysis
indicates that MSIC’s operations would have to prevent only 0.8 deaths per year to
break even on operational costs, significantly fewer than the estimated 25 lives
saved in the comparison year

‘the analysis demonstrates that even conservative estimates of the number of
deaths which MSIC may prevent each year results in massive positive outcomes in
economic terms for the current funding of the MSIC'"®°.

NCHECR (2008) Sydney Medically Supervised Injecting the MSIC. Client cohort
study - Summary Report

This summary report presents details on a cohort of clients who registered at MSIC
between December 2005 and March 2008 and consented to participate (n=1,642) and
provided valid follow-up data three months after registration (n=190). Key findings of
the 190 clients followed up include:

there was no significant difference pre and post registration at MSIC on
employment status, sex work, accommodation status, drug type most injected or
re-use of another’s used needle and syringe in the three months after registration

there was an ‘overall decrease in public injecting’, although clients using the MSIC
more intensively were more likely to report they had injected publicly at least once
since registration

more than two in five clients reported having ‘all’ or ‘most’ of their injections at the
MSIC

about one in five (18%) self-reported receiving a referral to drug treatment and
30% of the cohort who had not had any drug treatment (‘treatment-naive’) at
registration reported they had had drug treatment during the three months to
follow-up'®.

BOCSAR (2008) Trends in property and illicit drug-related crime in Kings Cross:
An update

This report compares information on robbery, theft and drug offences for Kings Cross
to the rest of Sydney for the period May 2001-December 2007, finding:

continued decrease in the incidence of robbery and property crime in Kings Cross

increases in arrests for possession/use of cocaine and possession/use of
amphetamine
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e decreases in arrests for dealing/trafficking and use/possession of narcotics

e increases in ‘'move-ons’ and persons arrested for drug use/possession within
50 metres of the MSIC.

The authors note significant caveats associated with these findings, including impact
of police activity on arrest rates and ‘move-on’ incidents, potential changes in
willingness to report crime to police and difficulties ‘disentangling any effects of the
MSIC from major changes to the illicit drug market brought about by the heroin
shortage’. BOCSAR concluded ‘it is unclear whether these trends are attributable to
the MSIC itself or other factors in the Kings Cross area’'®".

In the associated media statement released on 12 November 2008, the Director of the
Bureau, Dr Don Weatherburn, ‘cautioned that it would be wrong to conclude on the
basis of this evidence that the MSIC is now becoming a magnet for people wanting to
buy and sell drugs’’'%.

NCHECR (2007) Sydney Medically Supervised Injecting the MSIC Interim
Evaluation Report No. 4: Evaluation of service operation and overdose-related
events

This interim evaluation report presents information on service delivery,
overdose-related events, counts of discarded needles and syringes in the local vicinity.
This report covers the period of May 2001 — April 2007 and found:

e over 2,106 drug overdose incidents have been managed at the MSIC without
fatality since May 2001 with 93 percent involving heroin. It is estimated a
“substantial proportion” of these would likely have otherwise occurred in public if
the MSIC had not been available

e Ambulance attendances at suspected opioid overdoses decreased by 63%
following the opening of the MSIC (compared to a 55% decrease in the rest of
NSW)

e there was a 35% decrease in the number of opioid poisoning presentations at
emergency departments in Kings Cross between May 1998 and April 2006

e Dbetween January 2000 and January 2007, there was a 48% reduction in the
number of needles and syringes collected by the Kirketon Road Centre Clean Up
team within 500 metres of the MSIC

e the MSIC has been successful in potentially averting up to 305,113 public
injections, through the provision of an accessible and safe injecting environment

e the number of discarded needle and syringes collected in the local area
approximately halved over this period'®.
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NCHECR (2007) Sydney Medically Supervised Injecting the MSIC Interim
Evaluation Report No. 3: Evaluation of Client Referral and Health Issues

This interim evaluation report presents findings on client characteristics, drug use, risk
behaviour and referrals for the period of May 2001 to April 2006, finding that:

the profile of MSIC clients indicates that the service has been successful in
reaching long-term drug users, public injectors, homeless injecting drug users and
those engaged in sex work. The number and profile of clients who utilise this
service indicates that the MSIC has broad acceptance among the injecting drug
user community

rates of injecting and vein care advice and referral to drug treatment by the MSIC
staff exceed those reported by Vancouver's Insite facility, which is recognised as
having a major impact on public health outcomes associated with injecting drug
use

a survey of 100 MSIC clients in October 2005 found that more than three quarters
(78%) indicated that they would inject in a public place if the MSIC was not
available and a similar proportion (77%) reported improvements in their injecting
practices since registration. Approximately half of those surveyed reported access
to referrals as a motivator for attending

the MSIC has provided nearly half of all registered clients with injecting and vein
care advice, an important achievement as recent studies show that poor injecting
technique is associated with syringe sharing and incident HIV and HCV injection

heroin users, daily injectors and public injectors were significantly more likely to
receive a referral to drug treatment indicating that the MSIC is effectively targeting
those clients at highest risk of drug-related mortality and morbidity

among the 938 MSIC clients who received a drug treatment referral, 265 were
drug treatment naive and may have received their first referral to drug treatment at
the MSIC

public injecting was reported as the main alternative to injecting at the MSIC,
potentially averting approximately 234,000 public injections

employment of a Case Referral Coordinator from October 2004 led to a significant
increase in referrals to drug treatment (from 5.3 referrals per 1000 visits in the
preceding 12 months to 10.2 referrals per 1,000 client visits in the 12 months
following the establishment of the role). '**
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BOCSAR (2006) Recent trends in property and drug-related crime in Kings Cross

This report examined crime data (theft, robbery and drug-related incidents) for the
period mid-2002 to mid-20086, finding that:

theft and robbery showed a predominantly decreasing pattern in Kings Cross as
was the case throughout the rest of Sydney

the continued operation of the MSIC has not at this stage had an adverse impact
on crime in Kings Cross

evidence supported previous findings that the MSIC had not resulted in a ‘honey-
pot’ effect'®.

NCHECR (2006) Sydney Medically Supervised Injecting the MSIC Interim
Evaluation Report No. 2: Evaluation of Community Attitudes towards the
Sydney MSIC

The second interim evaluation report provides results of telephone surveys of Kings
Cross residents and businesses on the ‘attitudes towards drug use and medically
supervised injecting centres, experience and perceptions of public drug use and
related issues’, finding that:

around 90% of residents and business operators in 2005 reported at least one
advantage to having the MSIC in the local area, with advantages including:

reduced risk of overdose
reduced numbers of drug users on local streets
control of HIV/AIDS and Hepatitis C

residents and business operators in the Kings Cross area perceive a decrease in
the level of public drug use and publicly disposed injecting equipment seen in the
past month

the MSIC has not been perceived as an inducement to inject drugs among those
living locally

nearly three quarters (73% of residents; 68% of business operators) agreed with
the establishment of a MSIC in the Kings Cross area. '®
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BOCSAR (2005) The impact of the Sydney Medically Supervised Injecting the
MSIC (MSIC) on crime

This paper compares information on robbery, theft and drug offences for Kings Cross
to the rest of Sydney for the period January 1999 to September 2002, finding:

e there was no evidence of the MSIC having an impact on robbery and theft rates

e there was no apparent increase in drug use/possession or supply offences after the
MSIC opened

e there was little or no sustained increase in drug-related loitering immediately in
front or behind the MSIC

e concluding that the MSIC had not resulted in a ‘honey-pot effect’'®’.

NCHECR (2005) Sydney Medically Supervised Injecting the MSIC Interim
Evaluation Report No. 1: Operation & Service Delivery (November 2002 to
December 2004)

The first of four interim evaluation reports produced by NCHECR, this describes
operational activity and service delivery of the MSIC and provides summaries of the
service model, internal management protocols and data collection and management
systems finding that the MSIC:

e engaged its target population group and its Internal Management Protocols and
clinical model achieved a good coverage of local injecting drug users

e reduced morbidity and mortality associated with drug overdoses with over 1200
overdoses successfully managed at the MSIC

e provided increased access to health and social welfare services for a marginalised
IDU population with 16% of all clients receiving at least one referral

e reduced street based injecting with 51% of clients between May 2001 and
December 2004 indicating at registration they would have injected in a public place
if the MSIC had not been available®.
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MSIC Evaluation Committee (2003) Final report of the evaluation of the Sydney
Medically Supervised Injecting the MSIC.

This report presents findings from an independent process, impact and economic
evaluation of the first 18 months of the MSIC. Summary findings were that:

the operation of the MSIC in the Kings Cross area is feasible

the MSIC made service contact with its target population, including many who had
no prior treatment for drug dependence

a small number of opioid overdoses managed at the MSIC may have been fatal had
they occurred elsewhere

the MSIC made referrals for drug treatment, especially among frequent attenders
there was no increase in risk of blood borne virus transmission

there was no overall loss of public amenity

there was no increase in crime

the majority of the community accepted the MSIC initiative

the MSIC has afforded an opportunity to improve knowledge that can guide public

health responses to drug injecting and its harms'®°.
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D. Evaluation domains and questions

Table 14-1:

Evaluation Domains -
Process

Evaluation domains and questions

Evaluation questions

1. To review client
demographics

What are the demographics of current clients?

What are the trends in relation to past client demographics?

Do any trends suggest a change in the client group, e.g. with
regard to age, medical needs, referral needs?

Has the service responded effectively to any changes in the
demographics of its clients?

Is there any external evidence that may suggest ongoing or future
changes in the client demographics?

2. To review whether the
systems, protocols and
processes of the Centre
are appropriate for the
client group

What are the client views on the Trial's systems, protocols and
processes?

What are the staff views on the Trial's systems, protocols and
processes?

Are the systems, protocols and processes subject to regular
review and what are the findings of or action arising from those
reviews?

3. To monitor the level of
demand for the Centre

What is the number of client visits per day averaged over a
month?

What are the short and long term trends in service usage?

Based on trend information, what predictions can be made about
the future demand for the service?

4. To review whether the
mix and level of services
are appropriate in the
context of the
Government’s objectives

What are the trends in service activity level?

What are the trends in types of drug injected?

What are the trends in utilisation of different components of the
Centre's services, e.g. supervised injecting, medical treatment,
referral services?

Are the days/hours of the Centre’s operation appropriate?

What are the trends in referral of clients to drug treatment,
primary health care, mental health and social welfare services?
What is the basis of any such trends including arising from Centre
practices?
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Evaluation Domains -
Process

Evaluation questions

5. To review the operation
of protocols excluding
clients or potential clients
in certain circumstances

How many clients have been excluded and why?

What trends are there in the reasons for exclusion?

What processes occur when a client is to be or has been
excluded, e.g. referral, medical care, security/ police intervention
etc?

6. To review the
effectiveness of the
Centre on clients’ health
and wellbeing

How effective has the Centre been in reaching its intended target
group?

What are the trends in overdose, health and treatment of clients
since the Centre opened?

Is there evidence of a reduction in overdose related morbidity and
mortality amongst Centre clients?

Is there evidence of improved health amongst Centre clients, such
as incidence of infectious diseases, including HIV and Hepatitis C?

What are the outcomes for Centre clients of referrals to drug
treatment and related services?

What is the impact of the Centre on injecting practices and
injecting related health of clients?

7. To review the
effectiveness of the
Centre in relation to the
local community in
improving public amenity

What is the effectiveness of the Centre on reducing discarded
injecting equipment in local public places?

What is the effectiveness of the Centre on reducing drug users
injecting in local public places?

What are the views of the local community with regard to the
Centre and public amenity?

What level of support is there for the Centre amongst local
residents and local businesses?

8. To review relevant
external factors and
evidence

What are the local trends in emergency department admissions
relating to injecting drug use?

What are the local trends in ambulance call outs relating to
injecting drug use?

What are the local trends in overdoses related to injecting drug
use?

What are the local trends in deaths related to injecting drug use?

What are the trends in the incidence of blood-borne disease?

9. Have there been any
unintended results from
the Trial?

Open-ended question
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E. Location of MSIC - postcodes 2011 and 2010
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Source: Google maps, KPMG art work to
define postcodes and location of MSIC.
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F. Documentation reviewed

The following documents have been reviewed for the evaluation:

MSIC policy and procedure documentation

Previous evaluation reports.

MSIC policy and procedure documentation

The table below briefly describes policy and program documentation supporting the

MSIC.

Documentation Description

Clinical and Floor Management protocols

These documents were created on or since
the opening of the MSIC (2001), have been
revised on an annual basis since 2001 as
well as an ‘as needed’ basis, reviewed 2008
and scheduled for review in August 2010.

Twenty-four protocols addressing events such as
client registration, notification of child at risk, floor
management, vein care, infection prevention and
control, blood/body fluids and needlestick injury
exposure, cocaine and methamphetamine toxicity,
delirium protocol, guidelines for suicidal behaviour,
medical record release and confidentiality.

Security and Occupational Health and
Safety protocols

These documents were created on or since
the opening of the MSIC (2001), have been
revised on an annual basis since 2001 as
well as an ‘as needed’ basis, reviewed 2008
and scheduled for review in August 2010.

Twelve protocols addressing issues such as security
systems, aggression management, response to
critical incidents and after hours incident
management.

Human resources and other staff related
policies

Ten policies addressing issues such as recruitment,
initial training program, code of professional conduct,
employees responsibility, clinical supervision and
student and health worker placement.

Miscellaneous protocols

Four policies relating to media and public information,
cab charge, management of complaints and client
complaints and concern form.

MSIC client pamphlet

A four-sided booklet for clients that outlines
guidelines and rules for using the centre, including
opening hours, exclusion criteria, registration,
injecting room practices, drug overdoses, legal
matters, behaviour and complaint processes and
contact details.

Verbal complaints flowchart

Flowchart outlining the process for complaints
including documentation and (where appropriate)
review of policy/practice/procedure, staff
counselling/education or referral to external agency.
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G. Client interview questions

Introduction
Thank you for agreeing to talk with me about your experiences coming to the MSIC.

1 How did you first find out about the MSIC?

A staff member at another service told me about it .....c.ooiiiiiii ]
A friend/drug user/dealer told Me abouUt it ...........oooiiiiiiii e Il
Saw it by myself Il
Other (PIEaSe SPECITY) .o Il

2 Inthe past six months, how often have you used the MSIC?

More than once a day Il
ONCE @AY Il
AL TBAST ONCE @ WEEK oottt ettt ettt ]
AL 1EAST ONCE @ MONTN oottt ettt ]
Less than ONCe @ MONTh o e ]

3 Do you use the MSIC more or less now than you did when you first started coming
here? Why? What has changed?

4  Why do you come to the MSIC?

5 How long have you been coming to the MSIC?

033 MNONTNS e ]
BB MNONTNS e, ]
BT 2 MIONTNS e, ]
12524 MNONTNS e ]
24 NONIN St e, ]
Note number of years or year of first use of MSIC........................

6 (If coming for more than seven years) Have things changed in Kings Cross since the
MSIC opened? How? Is that a good or a bad thing?.

How things work at MSIC

I’'m interested in how things work here at the MSIC

7 Tell me about what happens when you come here (Q2)

Entry area/waiting room

Injecting area
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After-care area

8 Do you think the way this place works is fair?

Client rules and responsibilities (explore by Stages of MISIC i.e. Stage 1, Stage 2, Stage 3

Sanctions

Opening hours and places you inject
| want to ask you a couple of questions about the opening hours and places you inject

9 When is the Centre open? (Q4)

10 If you could change the opening hours, would you? To what? Why?

11 Do you inject outside of these opening hours? (if yes ask Q12 below)

12 If you inject when the Centre is closed (i.e. after hours), where do you do it?(Q4/Q7)
OWNTIENAS NOME .o e ettt ]
AT ]
PUDIC 0l oot ]
SO PAIK Il
ShOOtING GAlIBIIES .o Il
FONIY INJECT AT MSIC oo Il
N/A
]

OREr (SPECIY) o Il

13 Do you inject in other locations than the MSIC when the MSIC is open? Where?
OWNTIENAS NOME .o e ettt ]
AT ]
PUDIC T0IBT oottt ettt ]
SO PAIK o Il
ShOOtING GAlIBHIES .o Il
FONIY INJECT AL IMISIC oo e Il
OthEr (SPECITY) oo Il

14 Why?
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Safer injecting and overdose
I'd like to talk about the way you inject since you started using the MSIC

15

First, thinking about when you inject, do you think you inject more safely now? Why?
How is it safer?

Do you do anything differently to look after your veins better? What?

Do you do anything differently for blood safety? \What?

16

Have you ever received advice from someone working here about safer injecting? Was
it helpful?

17

Thinking now about overdoses, do you know what the early signs of an overdose are?
What are they?

18

Do you do anything differently now to reduce the risk of overdosing? What?

Not injecting when already effected by other drugs or alcohol ............ccccococciiiiii il ]
‘Tasting’ for purity/injecting drugs in POMtIONS .......oeiiiiiieiiie i Il
Calling an ambulance if NEEAEA. ... ......oiiiiiiiiiie e ]
Using less if tolerance reduced, like recently out of detox/jail/rehab................c...c.ooo O
O T ]

Other description field: ........................

19

Have you ever seen anyone overdose?

20

(if yes) have you seen anyone overdose at the MSIC?

21

Do you do anything differently now if you see someone having an overdose? What?
(Q4)

22

How did you learn to do this?

Other services
I'd like to ask you about other services you have used since you have come to the MSIC

23

Have you accessed other health or support services since coming to the MSIC? Which
services?

General health (e.g. doctor or nurse at Kirketon Road Centre, Sydney or St V's Hospital...[]

Mental health (e.g. Darlinghurst mental health SErviCe) ..........cccccviiiiiiiiiii Il
Housing (e.g. Homeless person’s line, Edward Eager Lodge) ..., Il
Legal (e.g. iNner City 1egal SEIVICE) ......ccvviiiiiiiii e Il
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Other support (e.g. Wayside Chapel, the Crossing, Mission Australia Centre)................... O

24 Have you accessed any type of alcohol and drug support/treatment since you started
coming here?

Opiate replacement therapies (e.g. Langton Centre, Kirketon Road Centre, Kobi Clinic).... []
Detox (e.g. Gorman House, MacKinnon Unit at Concorde Hospital)...........cccccvvviieieiiinnnnn. Il

Alcohol and drug counselling (e.g. Kirketon Road Centre, Kings Cross Youth at Risk) Il

Rehab (e.g. the BUttery, Jarrah) ......oovo oo Il
Peer support (i.e. SMART Recovery, Narcotics ANONYMOUS) .......ccvvvvieeieeiiiiiiieeeeeeceii Il
O T e ]

25 Did anyone at MSIC talk to you about these services?

26 Did anyone at MSIC help you get into these services?

if yes, do you think that was easier than getting in by yourself? How?

27 Have you ever tried to get into a treatment service and couldn’t? What happened when
you couldn’t get in?

28 Are there other services you would like to get into and can't? Why not?

29 Is there anything else that you are doing now to look after yourself and your health?
What?

Opinion and recommendations

30 Do you encourage other injecting drug users to come here? \Why/\Why not?

31 What do you tell other injecting drug users about the MSIC? (Q2)

32 Do you know injecting drug users that don't use the MSIC? Why don’t they use it?

33 What are the 3 best and 3 worst things about the MSIC?
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H. Former client interview questions

Introduction
First, can | ask you a few background questions

1 When did you start using the MSIC?
Year:

2 How did you first find out about the MSIC? (please tick best answer)

A staff member at another service told me aboutit .................. ]
A friend/drug user/dealer told me about it.........ccccvviiii i Il
SAW It DY MY S oo, Il
Oher (PIEASE SPECITY) .o
3 How long did you go to the MSIC?
038 MNONMTNS ettt ]
358 MONNS o ]
B> T2 MONTNS oo, ]
12524 MNONTNS oot oo, ]
24 MONIN S ]
Note number of years or year of first use of MSIC........................
4 At that time, how often did you use the MSIC?
MOTE thaN ONCE 8 GAY  .eveeeee ettt Il
ONCE @AY e, Il
AL 1EAST ONCE @ WEEK oot ]
AL 1EAST ONCE @ MONTN oottt ettt ettt ettt ettt ]
Less than ONCe @ MONTN .o e nnnnnes ]
Your experience at MSIC
Now, I'd like to know a bit about your use of the MSIC
5 What were the main reasons you started going to the MSIC?
6 What did you think about how the MSIC operated?
e Entry area/waiting room
e Injecting area
e After-care area
e Opening hours
7 Did you inject outside of the opening hours? (if yes ask below)
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8 If you injected when the Centre is closed (i.e. after hours), where do you do it?(Q4/Q7)
OWN/EHIENAS NOME ..o ]
AT ]
PUDIC t0IlBt e ]
SO PAIK o Il
SROOING GAIIBIHES oo Il
Fonly injected at MSIC .o, ]
N/A
]

OtNEr (SPECITY) oo Il

9 Did you inject in other locations than the MSIC when the MSIC is open? Where?
OWNTIENAS NOME .ottt ettt ettt ]
AT ]
PUDIC T0IBT oo ]
SO DAIK e Il
ShOOtING GAIIBIIES .o ]
Fonly INJECE @t MISIC .o Il
OthET (SPECITY) oo, Il

Your experience at MSIC

10

Did going to MSIC help you get in contact with any general services?
Prompt for:

General health (e.g. doctor or nurse at Kirketon Road Centre, Sydney or St V's Hospital.. [ ]

Mental health (e.g. Darlinghurst mental health Service)...........cocccviiiiiiiiiii Il
Housing (e.g. Homeless person’s line, Edward Eager Lodge) .........ccoooeeeieiiiiiiiieiiieieeeeen, ]
Legal (e.9. INNEr City 16gal SEIVICE) ....cooii i Il
Other support (e.g. Wayside Chapel, the Crossing, Mission Australia Centre).................. Il

11

Did going to MSIC help you get in contact with any services for alcohol and other drugs
users?

Prompt for:

Opiate replacement therapies (e.g. Langton Centre, Kirketon Road Centre, Kobi Clinic)....[]
Detox (e.g. Gorman House, MacKinnon Unit at Concorde Hospital)...........cccovveeiiiiiinnn. .. Il

Alcohol and drug counselling (e.g. Kirketon Road Centre, Kings Cross Youth at Risk) O

Rehab (e.g. the BUttery, Jarrah) .. ... oo Il
Peer support (i.e. SMART Recovery, Narcotics ANONYMOUS) ......ccoouvvieeieeeeiiiiiiieeeeeeee ]
O T ]
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12 Did anyone at MSIC talk to you about these services? [Explore]

13 Did anyone at MSIC try and help you get into these services? How did this work?
[Explore]

14 Have you ever tried to get into a treatment service and couldn’t? What happened when
you couldn’t get in?

15 Are you in contact with any alcohol and other drugs services at the moment?
[Prompts: pharmacotherapies (bupe/methadone), support groups, counsellors, programs)

Finishing at the MSIC

I'd like to ask you about when you stopped using the MSIC

16 When did you stop using the MSIC?

Year:

Confirm numberofyears ........................

17 What were the main reasons you stopped using the MSIC?

(if external reasons i.e. imprisoned) If that hadn't occurred, would you have continued to
use the MSIC?

18 Did your drug use change when you stopped using the MSIC? How? Why?

Your life now
I'd like to ask you a couple of things about your life now

19 Where are you living now?

20 [If away from Kings Cross], how long have you been living away from Kings Cross?

21 Are you still injecting? [explore]

22 Where do you inject now?

OWNTIENAS NOME et ettt ettt ]
AT ]
PUDIC T0IBT oo, ]
ST DAIK e, Il
ShOOtING GAIIEIIES ..o Il
Other (SPECITY) coeoteieece ettt ettt sttt st e et sbe e re e O
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23 (If injecting) are you injecting more or less now than when you were going to the MSIC?

24 (If injecting) thinking about when you inject, do you think you inject more safely now?
Why? How is it safer?

Do you do anything differently to look after your veins better? What?

Do you do anything differently for blood safety? \What?

25 Have you ever received advice from someone working at MSIC about safer injecting?
Was it helpful?

26 Do you do anything differently now to reduce the risk of overdosing? What?

Not injecting when already effected by other drugs or alcohol ...........ccccccccoiiiiiii, Il
‘Tasting’ for purity/injecting drugs in POrtIONS .....cooiviiiiiieiiiiiiee e ]
Calling an ambulance if NEEAEA............oiiiiiiiii e Il
Using less if tolerance reduced, like recently out of detox/jail/rehab...............ccccccceeiiiin, Il
O T e, ]

27 Have you ever seen anyone overdose?

28 (if yes) have you seen anyone overdose at the MSIC?

29 Do you do anything differently now if you see someone having an overdose? \What?
(Q4)

30 How did you learn to do this?

Opinion on MSIC
I'm interested in your opinion of the MSIC

31 Do you encourage other injecting drug users to come here? \Why/\Why not?

32 What do you tell other injecting drug users about the MSIC? (Q2)

33 Do you know injecting drug users that don't use the MSIC? Why don’t they use it?

34 What are the 3 best and 3 worst things about the MSIC?
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Demographics
And to wrap up, a couple of questions about you

35 Could we look at your file at MSIC to add in some additional information you have
already given the MSIC? [If ok, what is your registration ID? )

(If not able to access MSIC file):

36 What year were you born?

37 Gender (do not ask unless required!)

38 Are you of Aboriginal and Torres Strait Islander descent?
39 How old were you when you started injecting?

40 Have you ever received any sort of drug treatment?

41 s there anything else you wish to add?
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. Client survey

KPMG are doing a project about the Medically Supervised Injecting Centre for NSW Health.

This project includes this confidential and anonymous survey for MSIC clients. There are three
questions. You do not have to complete this survey. By completing this survey, you show that

you agree to participate in this project.

Question 1: What do you think about the MSIC staff and services? (Choose from Very

poor, poor, average, good, very good, does not apply to me)

Very Poor Average Good Very Does
poor good not
apply
to me

Comments

Appearance & [J ] ] ] ] ]

cleanliness of the
MSIC

Advice from MSIC L] [] [] ] ] ]

staff (vein care, safer
injecting)

Availability of [1 [ ] 0 O ]

Information about
other services

Referral to general [] ] ] ] ] L]

health services from
MSIC staff

Referral to drug [] [] L] ] ] ]

treatment services
from MSIC staff

Overall helpfulness of [ | ] ] ] ] ]

staff

Please turn over for question 2 and 3
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Question 2: Since coming here, MSIC has helped me to... (Choose from No, Not Sure,
Yes, Does not apply to me)

No Not Yes Does Comments

sure not
apply

Reduce injecting in public places O O ] ]
Not leave injecting equipment in public places L1 [ ] ]
Inject more safely (including reducing my risk of [ ] [ [] ]
drug overdose)
Respond better if | see an overdose O O ] ]
Help other people when they overdose O O ] ]

Get in contact with other services [ ] [] [] ]
(i.e. use the telephone at MSIC to call another
service)

[
[]
[
[

Improve my health

Get help with other issues, such as accessing L1 [ [] []
services such as (housing, legal etc

Understand my drug treatment options ] O ] ]
(counselling, detox, rehab, pharmacotherapies

etc)
Start drug treatment O O ] ]
Manage my drug use better O O ] ]

Question 3: Finally, thinking about the MSIC overall: (Choose from No, Not Sure, Yes,
Does not apply to me)

No Not Yes Does Comments

sure not
apply
I think the MSIC is a good service O O O ]

| encourage other injecting drug users to use the O O O ]
MSIC

Please put this in the locked survey box when you are done. Thank you for your time!!

Further evaluation of the Medically Supervised Injecting Centre 213



J. Staff interview questions
Introduction, change in population and demand

1 How long have you worked here?

2 What changes have you noticed in the time you have worked here?
e Are there any reasons you can see for changes in the client population?

e Are there any reasons you can see for changes in relative use or demand of different

drugs?
MSIC systems, protocols and processes

3 What are your views on the way the MSIC works? What works well? What could be

improved?

e Entry area/waiting room

Injecting area

e After-care area

e (Client rules and responsibilities

e Staffing

e Therapeutic approach
4 Do you feel the way the MSIC works is appropriate for the client group?
Service provision and opening hours

5 Have you noticed a change in needs of clients who present? Does this impact on the
services you provide — for example, in number and type of services? Do you know of any

reasons for these changes?

6 Do you think the days/hours of the Centre’s operation are appropriate? Why/why not?

What changes would you make?
Client safe injecting knowledge, injecting practice and related injecting health

7 Do you think that clients learn safer injecting practices, vein care and BBV risk through

coming here?

8 What do you think is the impact of the MSIC on injecting practices and injecting related

health of clients?
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9 Do you think clients have increased awareness of factors that contribute to overdose and

ability to identify symptoms?
10 Do you think clients have subsequently changed practice to avoid overdose? Can you think
of any particular examples of this?

Accessing other services

11 Do you think clients have greater use of other services and entry to treatment as a result of
using MSIC? How does MSIC contribute to this change in other services to treatment?
How much of this do you attribute to the MSIC? Can you think of any particular examples of
this?

12 Have there been changes in the way MSIC provides referrals or availability of services?
What do you think contributes to changes in referrals for:
a) drug treatment
b) primary health care,
¢) mental health
d) social welfare services?
Change to overall client health

13 Do you see improved health amongst MSIC clients? What do you attribute this to? (Q6) Can

you think of any particular examples of this?
Sanctions

14 What happens when a client is to be or has been refused entry to MSIC? (particularly
explore e.g. referral, medical care, security/ police intervention etc?) How well do you think

that works? Why? |s there a need for change?

15 What happens when a client is sanctioned? How well do you think that works? Why? Is

there a need for change?

16 What happens when a client has indefinite sanctions? How well do you think that works?
Why?

Final questions
17 Do you think the service is effective in reaching the target group? Yes/No Why?

18 Have you seen any unintended consequences of the MSIC to IDUs? To Kings Cross? To
other services? Positive? Negative?
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19 Within the existing funding, if you could change anything, what would it be?
20 Are there other things you would change if not restricted by funding limitations?

21 Do you have any other comments to make about the MSIC?

216



K.

Interview questions for key local service system
representatives

Introduction

1

What is your connection to the Medically Supervised Injecting Centre (MSIC)? How long
have you been involved in working in the local Kings Cross area? Working with (Injecting
Drug Users)IDUs?

Trend information

2

Our analyses of MSIC data suggests that client characteristics of the MSIC are typically
aged in their mid 30’s, about 3 male, mostly heterosexual and about 11% report
indigenous background. They have an average age of first injection at 18 years. Heroin is
the most common drug used. About one quarter are injecting less than weekly and another
quarter injecting less than daily. Is this consistent with your view of the IDU population in

the Kings Cross area?

Trend information suggests demand for the service (new registrations and visits) has been
reasonably constant since 2003/04 & stable during the evaluation period (2007-2009). Do

you see any reason that this will change?

Your service relationship with the MSIC and MSIC clients

4

Are MSIC clients accepted into your service? What is the average wait for MSIC clients to

access your services? Does this differ between MSIC clients and other clients?
Do you have any information on how many of your clients are, or have been, MSIC clients?
Do you receive many referrals from MSIC? What is the process of MSIC referring to you?

Do you encourage clients that identify as IDUs to use the MSIC to support safe injecting

practice? Why/why not?

Do you know of IDUs who do not use the MSIC? Do you know why this might be the case?
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Your thoughts on the MSIC

9

Do you think the MSIC provides the right mix and level of services within the local service

system? Why? What would you change?

10 From your knowledge of the MSIC do you think clients experience any changes in
(a) saferinjecting practice
(b) overdose avoidance and management
(c) access to health and other services
(d) access to treatment?

(e) other?

11 The MSIC is open between 9.30am-10pm Monday to Friday and 9.30am-6pm on
weekends. Do you think this is the most appropriate time for them to be open? Would you
like to see change to the opening times? To what? Why?

12 MSIC clients are sometimes refused entry to the MSIC under certain conditions. Have you
observed any impact of these refusals?

Impact of the MSIC

13 Do you see any difference in the outcomes for MSIC clients and other clients? What do you
attribute this to?

14 Do you think MSIC has a role in reducing the level of discarded injecting equipment in the
Kings Cross area? Why/ why not?

15 How effective do you think the MSIC is on reducing drug users injecting in local public
places?

16 (Ambulance, Emergency Department and Police only) What are the local trends in

emergency department admissions relating to injecting drug use? What do you think local

trends in call outs can be attributed to?

Final questions

17

Have you seen any unintended consequences of the Centre to IDUs? To Kings Cross? To

other services? Positive? Negative?
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% Data for this field was recorded from November 2005.

190 Columns may add to more than 100% as people can inject in more than one location. Percentages of
new registrants shown in parentheses.

19" The recording of whether the registrant had ever shared a needle or syringe after someone else (even
if it was cleaned) was introduced in 2006.

192 Of those new registrants who reported sharing with one or more persons in the month prior to
registration.

193 Columns may add to greater than 100% as clients may share with more than one person

194 Columns may add to greater than 100% as clients may share more than one type of equipment

195 Eyrther detail on the Wayside Chapel is available at http://www.thewaysidechapel.com/community-
service-center.php

1% Fyrther detail on the Kirketon Road Centre is available at
http://www.sesiahs.health.nsw.gov.au/sydhosp/services/kirketonroad.asp

197 NEAMI is a mental health rehabilitation and support provider, which is providing some packages under
the Housing and Support Initiative, http://www.neami.org.au/pages.aspx?page=27,

1% MSIC (2008) Internal management protocols, pp 15. Document provided by MSIC and NSW Health
199 NSW Parliament Drug Summit Legislative Response Bill 1999, section 36F.

1928 of 28 responses.

"Drug Misuse and Trafficking Act 1985 No 226 36K Reviews of licence (2)

"2 During an occasion of additional service, clients may receive more than one additional service (e.g. a
client receiving both a) blood borne virus information and b) first aid treatment, would be considered to
have received two additional services).

13 “other opioids’ refers to the following: oxycontin, morphine, methadone, subutex, suboxone,

buprenorphine and other drugs recorded only as ‘other opioid’

"4 National Centre in HIV Epidemiology and Clinical Research, Sydney Medically Supervised Injecting
Centre Evaluation Report 4: Evaluation of service operation and overdose-related events, 2007, Pg 19.

5 Includes only visits where client data has been recorded in Stage 2 (i.e. the client has decided to inject
and not left the MSIC at Stage 1).

16 Additional services provided in 2008-09 were 1,255. However, the data for 2008-09 is for a partial year
only.

"7 Partial year 1 May to 16 October 2008.

"8 Partial year 1 May to 16 October 2008.

"% Partial year 1 May to 16 October 2008.

120 Partial year 1 May to 16 October 2008.

21 It is not possible to compare the raw numbers of additional services provided between 2008-09 and
2009-10 as the data for 2008-09 is partial year only.

122 Partial year from 17 October 2008 to 30 April 2009

123 Partial year from 17 October 2008 to 30 April 2009

124 Partial year from 17 October 2008 to 30 April 2009

125 Records from 17 October 2008

128 Partial year from 17 October 2008 to 30 April 2009

127 Urbanoski K (2010) Coerced addiction treatment: client perspectives and the implications of their
neglect. Harm Reduction Journal 7:13

128 Smoking Cessation Guidelines for Australian General Practice, Practice Handbook 2004 accessed at
WWW.quitnow.com.au

129 Chalmers J, Ritter A, Heffernan M and McDonnell (2009) Modelling pharmacotherapy maintenance in
Australia: exploring affordability, availability, accessibility and quality using system dynamics. A report
prepared for the Australian National Council on Drugs

%0 Hser, Y., Hoffman, V., Grella, C., & Anglin, D. (2001). A 33-year follow-up of narcotics addicts. Archives
of General Psychiatry, 58, 503-508

131 Defined as Methadone Maintenance Treatment (MMT) and buprenorphine maintenance
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132 Refers to services in which telephone calls have been made or facilitated for “drug and alcohol
treatment” (i.e. the client has accepted the referral) but no place could be provided for the client. This
information was recorded in greater detail from 2008.

133 Note the partial year for brokerage compared with the full year for all treatment.

13 Two clients who undertook short-term medicated detoxification were subsequently transferred to
maintenance dosing.

135 45 out of the 47 individuals who received brokered treatment attended four privately operated clinics,
including: Clinic 36; Garden Court, Kobi Clinic and Regent House. Clinic 36 received 47 % (28) of the total
brokered referrals, Kobi Clinic 35% (21), Regent House 12% (7) and Garden Court 2% (1). The remaining
two individuals (4%) attended rehabilitation centres, where brokerage assistance was used to cover
administrative costs to enter the facility. The rehabilitation centres used were “The Battery” and “The
Lake Macquarie Recovery Service".

136 This includes the two individuals who ceased their original brokerage treatment, before being
re-referred in the same time period being analysed (they are now currently continuing with brokered
treatment, and classed as current).

37 Coughlan M and Lintzeris N (2010) MSIC-Langton Evaluation, NSW Health, South Eastern Sydney
[llawarra, unpublished.

138 Kimber J, Mattick R, Kaldor J, van Beek I, Gilmour S and Rance J (2008) Process and predictors of drug
treatment referral and referral uptake at the Sydney Medically Supervised Injecting Centre, Drug and
Alcohol Review, 27:6, 602-612

' Includes dental health referrals

140 Recording of this referral type commenced in 2009

1 Recording of referral types denoted with an asterisk (*) commenced in 2008

%2 These data are restricted to visits occurring between 08:00 to 22:00.

43 There is likely to be some sampling bias reflected in this response as the clients were generally
interviewed during the day at their ‘usual’ visit times.

144 Medically Supervised Injecting Centre (2009) Internal management protocols, p6.

145 |eft premises refers to clients that require further assessment prior to being admitted or refused, but
leave of their own accord prior to the assessment taking place.

%8 Yes = 82%, not sure = 7%, no=3%, other (missing/NA) = 9%

*Yes = 85%, not sure = 6%, no=3%, other (missing/NA) = 6%

8 Yes = 84%, not sure = 8%, no=3%, other (missing/NA) = 5%

"9 Yes = 73%, not sure = 13%, no=4%, other (missing/NA) = 10%

%0 Kimber J, Hickman M, Degenhardt L, Coulson T and van Beek | (2008) Estimating the size and
dynamics of an injecting drug user population and implications for health service coverage: comparison of
indirect prevalence estimation methods. Addiction, 103, 1604-1613.

51 Al clients interviewed had been attending MSIC for at least two years, many from the time it opened,
which may explain the high rate of clients finding out from the intense media attention at the time.

%2 Single E and Rohl T (1997) The National Drug Strategy: mapping the future, a report
commissioned by the Ministerial Council on Drug Strategy, Canberra.

183 Some injecting drug users are unable or unwilling to inject themselves and require someone to inject
them. This is not permitted at the MSIC.

154 National Centre in HIV Epidemiology and Clinical Research (2007) ‘Sydney Medically Supervised
Injecting Centre Interim Evaluation Report No. 4 Evaluation of service operation and overdose-related
events

% Lenton S and Hargreaves (2000) Should we conduct a trial of distributing naloxone to heroin users for
peer administration to prevent fatal overdoses? eMJA; 173:260-263

%6 Yes = 82%, not sure = 7%, no=3%, other (missing/NA) = 9%

%7 Yes = 85%, not sure = 6%, no=3%, other (missing/NA) = 6%

%8 Yes = 84%, not sure = 8%, no=3%, other (missing/NA) = 5%

%9 Yes = 73%, not sure = 13%, no=4%, other (missing/NA) = 10%

180 Examples include general health services, mental health, housing, legal services or other non drug
and/or alcohol specific services.

%7 Yes = 84%, not sure = 8%, no=3%, other (missing/NA) = 6%

182 Yes = 74%, not sure = 9%, no=10%, other (missing/NA) = 6%

%% Yes = 57%, not sure = 8%, no=16%, other (missing/NA) = 16%
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184 Yes = 92%, not sure = 1%, no=3%, other (missing/NA) = 5%
185 Partial year from 1 May 2009 to March 2010 only
166 pPartial year from 1 May 2009 to March 2010 only

167 2009-10 data excluded from analysis due to being partial year

188 National Centre in HIV Epidemiology and Clinical Research (2006) ‘Sydney Medically Supervised
Injecting Centre Interim Evaluation Report No. 4 Evaluation of service operation and overdose-related
events p.8

189 Partial year from 1 May 2009 to March 2010 only — provided for reference only

179 National Centre in HIV Epidemiology and Clinical Research (2006) ‘Sydney Medically Supervised
Injecting Centre Interim Evaluation Report No. 4 Evaluation of service operation and overdose-related
events p.8

' Yes=81%, not sure=2%, no=6%, other (missing/NA) =12%

72 Yes = 92%, not sure = 1%, no=3%, other (missing/NA) = 5%

173 Columns may add to more than 100% as people can inject in more than one location. Percentages of
new registrants shown in parentheses.

74 A suspected opioid overdose was defined as an ambulance attendance where the patient was
administered the opioid antagonist naloxone (Narcan®).

175 National Centre in HIV Epidemiology and Clinical Research, Sydney Medically Supervised Injecting
Centre Evaluation Report 4: Evaluation of service operation and overdose-related events, 2007, Pgs 27-28.
176 Note that in some cases it is possible that the ED presentation may be associated with more than one
drug. This data includes all ED presentations that have recorded opioids being related to the ED
presentation, irrespective of whether any other drugs have also been related to the ED presentation.

77 See Table4.1 for details of MSIC operating hours by date range

78 |n many cases the date of onset is unknown or not recorded, in these cases the default date recorded
is the date of the specimen being taken.

179 SAHA International (2008) ‘Economic evaluation of the Medically Supervised Injection Centre at Kings
Cross (MSIC)" available at

http://www.druginfo.nsw.gov.au/__data/page/1189/MSIC_Final Report 26-9-08.pdf

180 National Centre in HIV Epidemiology and Clinical Research (2008) Sydney Medically Supervised
Injecting Centre. Client Cohort Study — Summary Report, pp6-7.

'8 Snowball L, Burgess M and Price B (2008) Crime and Justice Bulletin 120: Trends in property and illicit
drug-related crime in Kings Cross: an update, NSW Bureau of Crime and Research

'82 National Centre in HIV Epidemiology and Clinical Research (2006) ‘Sydney Medically Supervised
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'8 National Centre in HIV Epidemiology and Clinical Research (2006) ‘Sydney Medically Supervised
Injecting Centre Interim Evaluation Report No. 3: ‘Evaluation of Client Referral and Health Issues’, pp6-9.
'8 Donnelly, N & Snowhball, L (2006) ‘Recent trends in property and drug-related crime in Kings Cross’
Crime and Justice Bulletin, No. 105, p1.

'8 National Centre in HIV Epidemiology and Clinical Research (2006) ‘Sydney Medically Supervised
Injecting Centre Interim Evaluation Report No. 2: Evaluation of Community Attitudes towards the Sydney
MSIC’ p3.

186 National Centre in HIV Epidemiology and Clinical Research (2005) Sydney Medically Supervised
Injecting Centre Interim Evaluation Report No. 1: Operation & Service Delivery (November 2002 to
December 2004), pp2-3.

87 Freeman K, Jones C, Weatherburn D, Rutter S, Spooner CJ, Donnelly N (2005) The impact of the
Sydney Medically Supervised Injecting Centre (MSIC) on crime. Drug and Alcohol Review 24 (2): 173-84
18 MSIC Evaluation Committee (2003) Final report of the Evaluation of the Sydney Medically Supervised
Injecting Centre, p 207.

189 SAHA International (2008) ‘Economic evaluation of the Medically Supervised Injection Centre at Kings
Cross (MSIC)" available at
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Acronyms

AMBOD
AOD
BOCSAR
CUPS

DAL
EDIS

HASI
HBV
HCV

HIV
IDRS

K2

KRC
MSIC
NCHECR

NDD
NSP
OTP
UNSW

NSW Health Ambulance dataset
Alcohol and other Drug
NSW Bureau of Crime Statistics and Research

Chemical Use in Pregnancy Service (Langton
Centre)

Division of Analytical Laboratories dataset

NSW Health Emergency Data Information System
dataset

Housing and Accommodation Support Initiative
Hepatitis B virus

Hepatitis C virus

Human Immunodeficiency Virus

lllicit Drug Reporting System

Kirketon Road Centre Needle Syringe Program
Kirketon Road Centre

Medically Supervised Injecting Centre

National Centre in HIV Epidemiology and Clinical
Research

Notifiable Diseases dataset
Needle and Syringe Program
Opioid Treatment Program

University of New South Wales
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