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New South Wales is the centre of Australian illicit drug us
Trends in Sydney are followed more or less in other States

regional areas. Heroin use is now visible in Aborigin

communities, as well as in urban and rural settings. Heroin
both cheap and available. Heroin markets develop in places
disadvantage, for instance: in central Sydney, in south-w
Sydney, and in rural Aboriginal communities.

To be a ‘dealer’ has status: a role with a short-term future, wh
no long-term future exists. For a while there is money in the poc
and Nikes or Reeboks on the feet; and to be someone of accou
important to the dispossessed. Ethnographic studies in the so
west Sydney area describe the stories of these young people:

‘Vietnamese people, they got skill for dealing. They don't like to
do this—to do stealing and go in people’s houses. They like to
deal heroin. A lot of young people, most of them you know, white
people, they break in and armed robbery, you know, to get money
to buy heroin. Most Asian they deal heroin than armed
robbery...That's why all the Vietnamese they always deal, they
didn’'t do break and enter a lot and armed robbery.’
(Tran, a 22-year old Indo-Chinese mgle

‘People mightn’'t buy for themselves, they might go out and resell
it again so they’ll sell it cheap again but they’ll double the price on
what they paid for it and that’s still cheap. So say a thing is worth
$100 and I'll sell it to the bloke for $30, he’'ll go out and sell it for
$60. He's doubled his money and the thing’s worth $100 so that’s
still $40 cheaper. He'd sell it easy.’

(Harry, a 34-year old Koori majé

These accounts mirror those of 30 years ago from New Yor
dispossessed street people: African-Americans, Puerto Ric
and others on the fringe.

‘It's an exciting life, a dangerous life—at the farthest remove from
the safety and savings-banks of the middle-classes. Addiction is a
poor boy’s university. One addict calls it “the Wild West,” and
“the New Frontier” ... Small wonder thathen asked why they
started on heroin, almost every one of them included in his answer
the phrase, to kill time®’
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45

47

52
t 54
tis
h-

55

57

58

CONTENTS

Guest editorial: NSW
responds to illicit drugs

Heroin use and related harm
in NSW: results from the
National Drug Strategy
Household Survey

The illicit drugs reporting
system

NSW Drug Summit update

Approaches to injecting drug
use in Kings Cross: a review
of the last 10 years

Deaths and hospital
separations due to illicit
drugs, NSW, 1989-1998

Inappropriate prescribing of
benzodiazepines
by doctors in NSW

HIV infection, AIDS, hepatitis
C and sexually transmissible
infections in Australia:
national surveillance results
to December 1998

61

%)

NSW Health clinical
information access program

@

62

Erratum

63

Fact Sheet : Hepatitis C

65

Infectious diseases: April

Vol. 11 No. 4

45




Time they certainly killed. The obvious measure of heroin- Public health has never been simply a matter of

related harm is the number of deaths caused by overdosepidemiology measuring problems. In the 19th century Jo

n

These have doubled between 1987 and 1997. The deatlSnow described cholera deaths in a London borough, tgok
occur mainly among males in their late 20s who are personal action, and advocated that local authorities initiate

generally not receiving treatment for their addiction. aresponse to protect the public. Edwin Chadwick, a lawy
This, however, is not the public picture of overdose and Poor Law Commissioner who knew nothing abo
fatalities, which is of the very young. bacteria, blended economic and engineering ideas in

There is a profound problem among our young people. .
Thirty percent of deaths in the age group 15—24 years ar separated from the water supplg.our own century, while

. A " here is evidence that the HIV epidemic is being containe
due to suicide (one in five) and overdose fatalities (one in ; .
especially among IDUs, there are still risks from unsafe s

11)5 Young people are being exposed to suicide and.
overdose fatalities at earlier ages. The illicit drug reporting

E)éiger:]?ntaIjuzsetrh%t.égtjiicnr:grg'];:Jg Eesrizs l(J!iDnUSI; ra;er of HIV. The epidemic of hepatitis C has yet to respon
g younger, Ini 9 q Y. glarg significantly to current public health initiatives.

doses, and that heroin is more often the first drug of use:
The system data indicates increasing criminalisation andTrue to the spirit of public health—as a coordinated effo
death. There is evidence of increasing illicit drug use andof informed public policy, planned implementation,
problems of related harm in regional areas of NSW. Theeducation and community involvement—the May 199
emergency departments, wards, and mental health unitdiSW Drug Summit was a remarkable democratic and pub
of our hospitals contain—or care for—young patients event. Citizens and their politicians worked together acro
severely damaged by drug use. The burden on health carthe spectrum of related issues, from law enforcement

Islander women are exposed to heterosexual transmiss

is high. The potential of these young people is lost. health; the fundamental needs of young people, thei

opportunities for development and education; and ¢

Compare this with the epidemiology of drug use in the responses to their problematic use of drugs.

general population. The 1998 National Drug Strategy
Household Survey (NDSHS) reports heroin use in the The State of New South Wales now understands that {
general population as less than one per cent: it is notdrug problem’ is a ‘whole of government’ problem.
rising, and in some age groups it is declirfifproin poses  Ministers needed the evidence on which to base go
two tasks for public health: first, innovation to prevent policy; they wanted to know what would work; gut
initial uptake; and second, measures to prevent mortalityfeelings were set aside. In health, this will mean a wid
and harm in users. One is fundamental, the other isengagement with outside sectors and agencies. It will me
pragmatic, and both are ethical. innovation in the health system. Area Health Services m
see the ‘drug problem’ as core business. There is no do

Ingrid van Beek, Medical Director for the Uniting Church’s that the community expects that of them.

trial of a medically-supervised injecting centre in Sydney,
describes the perceived need of IDUs to be:

REFERENCES
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in homosexual men; and Aboriginal and Torres Stralit
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report to Parliament. Since then town sewerage has been
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Drug Strategy Household Survey: First Resutanberra: Labouring Population of Great BritairFlynn MW (editor).
AIHW, Cat. No. PHE 15 (Drug Statistics Series), 1999. Edinburgh: Edinburgh University Press, 1955.

HEROIN USE AND RELATED HARM IN NSW: RESULTS FROM THE
NATIONAL DRUG STRATEGY HOUSEHOLD SURVEY

Sarah Thackway RESULTS FROM THE NDSHS

NSW Public Health Officer Training Program Prevalence of heroin use

NSW Department of Health Among the NSW population aged 14 years and older, two
Anton Poder per cent reported using heroin at least once in their lifetimn
NSW Drug Programs Bureau compared to 2.3 per cent of the Australian populatic
NSW Department of Health (Table 1). This is an increase from the 1995 survey, whe

re

one per cent and 1.6 per cent reported heroin use in N$W

and Australia, respectively.

INTRODUCTION In NSW during 1998, age-specific rates of lifetime use g
This article describes heroin use and related harm in NSWheroin were lower than the rest of Australia, except fq

= =

using data from the National Drug Strategy Household males in the 20—29 age group who were 20 per cent more

Survey (NDSHS). Itis the second in a series of articles thatlikely to have tried heroin than their national counterparts.
provide information and commentary on drug and alcohol Males in NSW were at least twice as likely to have trigd

use!? heroin than females (2.7 per cent compared to 1.3 per cept).
This gender differential was consistent across most age

The National Drug Strategy Household Survey

attitudes about drug and alcohol issues, as well as; 7times higher than for males of the same age.
consumption and related behaviours. The most recent

NDSHS was carried out between June and September 1998here has been no increase from 1995 to 1998 in the
with 10,030 Australians—including 1,486 residents of Proportion of the NSW population who reported using

NSW. Details of the NDSHS methodology have been heroin in the previous 12 months (0.6 per cent) desp

published elsewhere. marginal increases at the national level. Males aged 20—

29 years were most likely to report recent use of herg

, groups, with the exception of females in the 14-19 age
The NDSHS explores community general knowledge and g, ‘where the reported rate of lifetime heroin use whs

te

in

Heroin-related harm (3.2 per cent); however, this rate represents a 46 per gent

Recently there has been much attention and communityjecrease in use among this age group since 1995. Un
discussion about illicit drug use in NSW, and in particular the prevalence of lifetime use of heroin, there was 1

ike
o]

heroin use. At the NSW Drug Summit, held in May 1999, difference in the rates for males and females among 14—

heroin was identified as a drug of particular concern, and19 year olds (1.0 per cent compared to 0.9 per cent). T

he

one where the Government's central response has been ighanging pattern between lifetime and recent heroin use
increase the provision of integrated and comprehensiveamong this age group can be partly attributed to a notable

treatment services in NSW. decline since 1995 in the proportion of young girl$
ecently using heroin: that is, a 64 per cent decrease frpm

In NSW the number of overdose fatalities has been steadil)f
increasing over the past decade, with 128 deaths reportea'5 [l GBI D) BHD) (37 Gl

in 1987, rising to 264 deaths reported in 199Vhile the Type of heroin used and source of heroin supply
majority of these deaths are linked with the concurrent Of those respondents reporting recent heroin use in NS
use of other depressants of the central nervous system-the most frequently used type of heroin was in powd
such as alcohol and benzodiazepines—the use of heroiform (43.4 per cent) followed by rock (32.9 per cent). |
is a major concern for government and community alike. comparison, heroin rock was the preferred type in Victor

Vol. 11 No. 4 47 |




TABLE 1
HEROIN USE AMONG MALES AND FEMALES AGED 14 YEARS OR OVER:
NSW AND AUSTRALIAN NDSHS DATA, 1995 AND 1998
Lifetime use Recent use @
1995 1998 1995 1998
Age Aus NSW Aus NSW Aus NSW Aus NSW
(%)
Males
14-19 0.7 - 1.1 1.0 0.7 - 0.3 1.0
20-29 2.6 5.9 5.9 7.1 0.7 5.9 2.7 3.2
30-39 4.8 2.2 4.2 4.1 0.6 - 1.2 -
40+ 1.2 0.6 2.0 0.8 - - 0.4 0.5
All ages 2.2 1.6 3.1 2.7 0.3 0.9 1.0 1.0
Females
14-19 - 2.5 2.1 2.7 - 2.5 1.6 0.9
20-29 2.2 1.6 3.4 2.9 0.7 - 1.2 1.4
30-39 0.9 - 2.1 2.1 0.3 - 0.5 -
40+ 0.8 - 0.4 0.2 - - 0.2 -
All ages 1.0 0.5 1.5 1.3 0.2 0.3 0.6 0.3
Persons
14-19 0.4 1.1 1.6 1.8 0.4 1.1 0.9 1.0
20-29 2.4 3.6 4.6 5.1 0.7 2.8 2.0 2.3
30-39 2.8 1.0 3.2 3.1 0.5 - 0.9 -
40+ 1.0 0.3 1.2 0.5 - - 0.3 0.2
All ages 1.6 1.0 2.3 2.0 0.3 0.6 0.8 0.6
(a) Used in the last 12 months.

(54.9 per cent), Queensland (71.3 per cent) and Tasmanipublic places such as a park (18.5 per cent).

(82.3 per cent). .
Non-fatal heroin-related overdoses

friend or acquaintance, whereas current sources of supplyeroin users reported ever having had one or mo

In comparison, 28.4 per cent of females first obtained states in Australia. In Sydney, the rate of overdose
heroin from their spouse or partner, and recent users allower than the rest of NSW with 14.7 per cent experienci
reported obtaining heroin from a friend or acquaintance, 3n gverdose. Of those people in NSW who had overdos
with no reports of street dealing. the majority were reporting recent events, with 41.3 p
Mode and place of administration cent occurring 6—12 months prior to the survey. Fd
Of all respondents who reported recent illicit drug use in Incidents where a respondent was present when some
1998, heroin was the drug most commonly administered®!Se overdosed, an ambulance was called in 44.3 per ¢
parenterally (59.8 per cent). Amphetamines were alsoOf cases. In Sydney, the likelihood of an ambulance bgl
frequently injected (26.3 per cent). In NSW, recent userst@lled when someone else overdosed was much hig
of heroin administered the drug through injection (29.3 (69-2 per cent) than the overall State rate.

per cent), smoking (24.3 per cent) or snorting (23.7 per

cent). Non-injecting administration of heroin differed : . . .
RPN Heroin was the drug most commonly associated with bei

from other States where recent users primarily injected_, ) .
a ‘drug problem’ (40.5 per cent), an increase of 42 per cd

23:1?)m: QurenslEr (. per Eert) entliEer e (.9 P€since 1995. This corresponds with a similar decrease

the proportion of people who associated marijuana with
New South Wales data showed that recent users of heroifdrug problem’ (down from 31.3 per cent in 1995 to 19.

are commonly obtained from street dealers (39.1 per cent)gyerdoses when using heroin, a rate higher than all O\U’l‘:r

Public perceptions of heroin

were likely to administer the drug in their own home (38.2 per cent in 1998). Despite growing concerns over herdi

per cent), in a car or other vehicle (35.2 per cent), or inas a ‘drug problem’ the proportion of the NSW populatio
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who support the personal use of heroin being made legaNote: With regard to type and source of heroin used, and

(8.1 per cent) has not changed since 1995. mode and place of administration, there are differences|in
the calculation of the percentages in this report. All daja
DISCUSSION relating only to NSW excludes non-responders from the

The use of heroin is not widespread in NSW, with less denominator, while data presenting interstate or capirl
than one per cent of the population reporting recent useCity comparisons includes non-responders. These data
There is also no indication from the NDSHS that recent Were derived from that provided by the AIHW.
heroin use is increasing. Indeed, the previously reported

high rates of recent heroin use among males aged 20—28CKNOWLEDGMENTS

and females aged 14-19 have declined notably. This series of articles is a joint enterprise of the Australian

There are, however, a number of limitations with the NDSHS Instite oiRediihiand Weliareland the NSWDepartment

that must be taken into consideration when interpretingmc e, T asgisianee @f dne fall oty Gieles |

the results presented here. First, the overall Surveypartlcularly clggraeiee: T Depertinant o el &y

response rate was 56 per cent, which may have resulted iﬁged iz Pelioy Releenee S, 20t e S g

) . L . echnical Advisory Committee.
some selection bias. If illicit drug users were less likely to
participate then drug use would be underestimated. OthehEFERENCES
potential limitations include: a small NSW sample size for
low-prevalence behaviours; the exclusion of non-private

dwellings, institutional settings (including prisons) and . ) .
. q . 2. Australian Institute of Health and Welfark998 National
homeless people from the sample; and potential reportlng2 Drug Strategy Household Survey: First ResuliHW cat.

E_m(,j rgcall bias when 'recountln'g illicit drug use. These no. PHE 15. Canberra: AIHW Drug Statistics Series, 1999.
limitations have been discussed in more detail elsewliere. 3. New South Wales Governmer.SW Drug Summit:

The increased public and government concern about Government Plan of ActioBydney, NSW Government, 1999.
heroin as a ‘drug problem’ reflects increased coverage andt- Epidemiology and Surveillance Branch, NSW Department pf
discussion around both patterns in heroin use and trends F?alth.ABSS Dgayhsl TDaTSSy,\?g\?\}’BHealth OUtfcgm?Sh
in heroin-related overdoses. Accordingly, the 1999 NSW 1ngg;m£t|on tatistical Toolkit, epartment of Healt
Drug Summit primarily concentrated on illicit drugs,

especially heroin, in developing new responses to

problematic drug use. In response, the NSW Governmen
is providing a significant expansion of—and | Further information on national statistics, response
enhancement to—drug treatment services, supported b) rates, estimation procedures, reliability of
innovative approaches to drug education and prevention| estimates, and comparability to the 1995 survey,
The NSW Department of Health is presently developing a| are available in the AIHW Drug Statistics Series (1),
five-year Drug Treatment Services Plan that will outline | which can be accessed from the AIHW Web site at
statewide goals and priorities for service delivery and| www.aihw.gov.au.

o n

1. Thackway S, PoderA, and Summerill A. Licit and illicit drud
use in NSWNSW Public Health Bulletilhecember 1999

expansion.

THE ILLICIT DRUGS REPORTING SYSTEM
Rebecca McKetin PURPOSE AND METHODOLOGY OF THE
National Co-ordinator ILLICIT DRUG REPORTING SYSTEM

Hllicit Drug Reporting System
National Drug and Alcohol Research Centre
University of New South Wales

The IDRS aims to monitor data on the use of opiates,
cocaine, amphetamine and cannabis. It is intended to pct
as a strategic warning system by identifying problematjc
This article outlines the purpose and methodology of thedrug trends that require further investigation. As such, the
Illicit Drug Reporting System (IDRS), an initiative funded |DRS aims to be sensitive to emerging drug trends of
by the Commonwealth Department of Health and Aged national significance. Findings from the IDRS are
Care; and presents major trends identified by the IDRSdisseminated to the Commonwealth Department of Health
in 1999. and Aged Care, the Inter-Governmental Committee on

Vol. 11 No. 4 49 |




FIGURE 1

OVERDOSE FATALITIES AMONG THOSE AGED 15-44YEARS IN NSW,
RATE PER MILLION OF POPULATION, 1991-1998
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Drugs, the Australian National Council on Drugs, and the ¢ risk-taking behaviour
Ministerial Council on Drug Strategy. ¢ health and general drug trends.

The IDRS has been operational in NSW since 1996, where>revious IDRS research has found that IDUs are a go
it has proved able to detect new and problematic druggroup for detecting trends in illicit drug use, due to the

trends. Drug trends are detected by examining informationhigh exposure to many types of illicit drugs and the
from three sources: first-hand knowledge of drug price and availability.

« survey of injecting drug users (IDUs) Survey of key informants _ _ o
« survey of key informants At least 30 key informants, who work in the field of illicit

« other indicators, : e
have at least weekly contact with users of illicit drugs, ¢

which are described below. These three data sources botbontact with at least 10 different users of illicit drugs, in

complement and supplement each other, describing bothhe past six months. Key informants include:
qualitative and quantitative aspects of drug trends, and.

providing evidence of convergent validity. health professionals

* Needle and Syringe Program (NSP) workers an
Survey of Injecting Drug Users outreach workers
The IDU survey consists of annual face-to-face interviews« law enforcement officers
with at least 150DUs recruited from sentinel drug-using « researchers.

regions in Sydney. A standardised and structured interview

schedule is administered to participants, and includes<€Y informants are interviewed, usually over the phon
using a semi-structured interview schedule which paralle

sections on: . i :

the interview schedule of the IDU survey described aboy
+ demographics Interviews of key informants have been found to provid
« use of drugs good qualitative data on the context of drug use and heal
» price of drugs related issues, such as presentations for treatment.
e purity and availability of drugs Other indicators
+ drug-related crime To complement and validate data collected from both t

==

drugs, are interviewed each year. These key informants

=

a)
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e
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IDU and key informant surveys, a range of secondary datawho initiated injection at a younger age and, ove

sources are examined. These include:

health data
survey data
law enforcement data.

Most indicator data includes at least 50 cases annually,
and covers several drug classes. Examples of data sourc
include:

telephone advisory data

purity of drug seizures made by the Australian Federal
Police

population surveys

NSP client data

toxicology data on drug-related deaths and urine of
methadone patients

drug arrest data.

The above IDRS methodology was initially trialled in 1996
in NSW, in accordance with recommendations made by
Wardlaw Consulting in 1994 Data collection was then
expanded to South Australia and Victoria in 1997-98. In
1999 the IDRS became a national project, with an
abbreviated form of the methodology being conducted
in the remaining States and Territories. This methodology
consisted of a survey of key informants and collection of
other indicator data.

DRUGTRENDS IN NSW, 1999
Several major trends were detected in NSW by the IDRS

during 1999. These included changes in the demographics
of injecting drug users, and trends in heroin use. These

are summarised below.

Trends in the demographics of IDU
The frequency of injecting among the NSW IDU sample

had increased substantially since 1997. In 1997, 26 per,

cent of subjects reported injecting more than once a day,
compared to 70 per cent in 1999. Importantly, younger
IDUs (<=25 years) reported more frequent injections than
older IDUs, with 82 per cent of younger IDUs injecting

more than once a day in the preceding month, compared

to 62 per cent of older IDUs. Also, the average age of the
initiating injecting drug user was two years younger in

c
%urvey, heroin is the most popular injected drug amor

whelmingly, commenced their IDU careers with heroin.

Trends in heroin use

Although heroin use remains relatively low among th
general populatiohjts use among IDUs appears to havi
increased dramatically over the last four to five year
According to the Australian Needle and Syringe Progra

IDUs in NSW. The prevalence of heroin, as the last dru
injected, has increased from 31 per cent to 48 per ce
since 1995. Consistent with the survey findings, marn
participants in the IDRS IDU survey and key informan
survey noted an increase in the number of heroin use
especially an increase in the number of young heroin us
and more ‘mainstream’ people using heroin. There w
also a perception among key informants and IDUs th
heroin users were using more heroin in a day tha
previously observed. This observation is consistent wi
findings mentioned above, that there has been a dram
increase in the frequency of injection among the IDUs
surveyed by the IDRS.

Local indicator data collected by the IDRS was consistent
with an increase in the prevalence of heroin use. Trends

in specific indicators of heroin use are summarised below.

The number of criminal incidents relating to narcoti
use and/or possession in NSW increased from 1,541 in
1996 to 3,020 in 1998.
The number of methadone clients in NSW, on the 30th

of June each year, has increased steadily throughout
the 1990s: from 5,009 in 1990 to 12,549 in 1999.
The number of heroin-related telephone inquiries
the Alcohol and Drug Information Service in NS
increased from 3,670 in the 1996-97 financial year to
6,763 in 1998-99. There are now more inquirie
relating to heroin than to any other illicit drug.
The number of confirmed overdose fatalities has risen

from around 100-200 per year between 1990 and 1993
to 358 in 1998, and account for nearly half th
overdose fatalities in Australia. Overdose rates for 1991
to 1998 are shown in Figure 1. Local indicator data gn
suspected drug-related deaths also suggest
substantial increase in the number of overdoses
occurring in regional NSW.

1999 than it was in 1997 (17.1 years in 1999 versus 19.0
years in 1997). These younger IDUs were also significantly All of the IDRS indicators point toward an increase i
more likely to report having injected heroin as their first heroin use over the last few years, characterised by younger
drug in 1999 (76 per cent in 1999 versus 49 per cent inusers of heroin, more ‘mainstream’ users of heroin, and gn
1997), whereas initial use of amphetamine was more likelyincrease in the frequency of heroin use among regular
among older subjects in 1997 (47 per cent in 1999 versusisers. There was a corresponding increase in heroin-relgted
21 per centin 1997). Overall, there appears to have been problems, most notably overdose fatalities. New South

major shift in initial drug use patterns among younger IDUs, Wales has the highest rate of overdose fatalities |n

Vol. 11 No. 4 51




Australia, accounting for nearly half the overdose fatalities REFERENCES

in the country. 1. Wardlaw, G.lllicit Drug Reporting System. Consultant’s
Report to the Commonwealt@anberra: Department of
CONCLUSION Human Services and Health and Wardlaw Consulting P

Ltd, 1994.

Australian Institute of Health and Welfaf298 National
Drug Strategy Household Survey: First Resutanberra:
Australian Institute of Health and Welfare, 195.

The frequency of heroin use among IDUs has risen
substantially over the last few years, and all indicators of 2
heroin use suggest that there has been an increase in the
number of heroin users in NSW. Harm to public health
associated with injecting heroin use continues to be
prominent, particularly overdose fatalities.

The following IDRS reports are available through the National Drug and Alcohol Research Centre by

telephone on (02) 9398 9333; by fax on (02) 9399 7143:

* Drug Trends Bulletin: a free quarterly report from the IDRS that contains an update on recent drug
trend information;

* State reports: annual reports that contain the findings of the IDRS from each state and territory ($10
each);

* National report: an overview of Australian drug trends ($10).

For a summary of the latest drug trends visit the IDRS Web site at: www.med.unsw.edu.au/ndarc/idrs

NSW DRUG SUMMIT UPDATE

Kee Foong and Jennifer Gray years. This has been the most significant enhancemen
NSW Drug Programs Bureau funding to drug and alcohol services since the Nation|
NSW Department of Health Drug Strategy in 1985. To coordinate this significan

investment the State Government has established
Office of Drug Policy within the NSW Cabinet Office. An

Il 7 LSS DIV SO S s T expert advisory committee, reporting to the Premier, h

Parliament. For one week members of State Parliamentalso been established and is chaired by Professor
drug experts, parents, former drug users, and CommunitXNebster y

leaders, met to decide how best to deal with the drug :

problem in NSW. The summit endorsed a number of

resolutions, the majority of which were accepted by the |\pLEMENTATION

NSW Government. A Government Plan of Action (GPA)
was developed, and this article describes initiatives
developed to implement this plan.

NSW Health has received significant enhancements. T
new monies have been allocated to significantly enhan
service provision; and to ensure that a system built
The GPA describes a comprehensive, ‘whole of quality, equity and fairer access is in place. The Drd
government’ and ‘whole of community’ approach to the Programs Bureau (formerly the Drug and Alcoho
prevention and management of illicit drug misuse. Over Directorate) within the Public Health Division, and the Are
$176 million has been provided by the State GovernmentHealth Services (AHS), have primary responsibility fo
to implement a range of new initiatives over the next four more than 100 projects resulting from the GPA.

tin
al
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A strategic approach to delivering drug treatment in the public methadone program as well as thof
services managed by GPs and pharmacists.

The Summit recognised the importance of clear strategies
as well as the need for quality services. A NSW Drug
Treatment Services Plan (DTSP) has been developed
which describes the priorities for treatment over the next

iz yee}r?, landlhO\(/jv the ?tovetrnmetnt \tM” ac_lt]r:evs_rg'?:improve the quality of treatment in NSW by outlining thg
appropriate level and mix ot treatment options. fhe responsibilities of both the client and the provider.

ensures that NSW has in place an effective and responsive
system of services for people affected by drug use. Improved data and information

The collection, collation and availability of accurate an
consistent data is essential for effective service plannir
For the first time, all AHSs will develop a standardise
data collection and reporting mechanism that will functio
across all drug treatment services funded by NSW Heal
Bata will be kept describing client profiles and servic
activity and funds have already been allocated to all Are
for this project.

Treatment agreements are to be put in place across
pharmacotherapy treatment programs. These agreeme
will provide a mechanism for improving communicatior
between the patient and the service provider, and w

Area Health Service Project Plans

As a first step to allocating funding and implementing the
DTSP, each AHS was required to submit a project plan to
the NSW Department of Health. This approach allows for
a coordinated response across the state, but tailored t
individual Area needs and priorities. Comprehensive AHS
plans now exist for a range of projects, including: home
detoxification, data collection, methadone maintenance
treatment, and additional specialist staffing positions suchlmproved ability of primary care providers

as nurses and counsellors. to provide drug and alcohol services

. Area Health Services will be working closely with thei
NEBTErE Bl Dru.g Trea'Fment Ser\/lges . local Divisions of General Practice to increase the capac
N eqhanqu Services .W'" e gstabllshed ina numberof GPs to provide drug and alcohol services. Eleven AH
of areas identified as having a high need. These area
include detoxification facilities in Northern Rivers,

L . and 2000-2001. Funding will be extended to all Area
Wentworth and Central Coast Area Health Services; multi- ¢ 20012002 onwards. Project officers will undertak

purpose drug and alcohol units in New England, Mid-North SRR (1 T S BeieEen @25 2 Gl o
Coast and South Western Sydney Area Health Services; I 'mprove W U9
and increased residential beds for non-government

organisations providing rehabilitation services. A strategy is also being developed to increase the capagi

Ambulat dh detoxificati : il b of nurses in general health care settings to handle patie
m uda gry r?nh 'I(I)meh etoxifica |c_)t:!|_setrv:jcets ‘.’;’.' i € with drug and alcohol issues. Clinical practice guideline
HIZEe Bl p ATV CRIEEDEEEESo S UDRIABKITEMIT (o complement the strategy and both will soon b

services, ease pressure on hospital beds, and extend ”}8|

; : X eased.
range of treatment services available to the community.
Ambulatory and home detoxification is being trialled in It can be seen that, almost one year after the Drug Sumn
the Central Sydney, South Western Sydney;, Southernmuch has been achieved. The breadth of projects cove
Greater Murray and the Far West Area Health Services.should lead to:
Greater general practitioner (GP) participation in the , petter availability of information

programis being encouraged. e agreater number and range of services

Expansion of pharmacotherapies and e better service planning

comprehensive case management « a highly skilled workforce

Access to pharmacotherapy treatment programs will be.  quality drug and alcohol services accessible to tho
increased across all AHSs. Health and social outcomes jn need.

will be improved by: It is a large task but NSW Health is committed t

* increasing the number of places available in the publicimplementing the GPA to reduce the problems resultir
methadone maintenance treatment program; from drug use, and to provide services to those who requ
» expanding counselling and case management servicegssistance#

fave initially been provided with funding for 1999-2000

alcohol services, and to develop GP training initiatives.
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APPROACHES TO INJECTING DRUG USE IN KINGS CROSS:
A REVIEW OF THE LAST 10 YEARS

Ingrid van Beek ESTABLISHMENT OF A JOINT SELECT
Director, Medically Supervised Injecting Centre PARLIAMENTARY COMMITTEE: 1997

Uniting Church of Australia In 1997, the NSW Government established a Joint Selg
Parliamentary Committee into Safe Injecting Rooms, i

This article describes public health and public order issued ©SPONSE to the recommendation of the Royal Commissi

around injecting drug use in Kings Cross over the past

decade ‘consideration be given to the establishment of saf

sanitary injecting rooms under the licence or supervisig
Since the early 1990s an increasing number of commerciabf the Department of Health, and the amendment of t
sex establishments in the central business district of KingsDrug Misuse and Trafficking Act 1985 accordingly’.
Cross began to provide injecting drug users (IDUs) with

injecting equipment and/or rooms to inject in. In several This Safe Injecting Rooms (SIR) Committee visited

instances these establishments also supplied illicit drugs.Several Sydney suburbs, and a number of rural areas

Following the Royal Commission into the NSW Police SPeak to members of the community, health workers a

Service, which resulted in the incarceration of the mostdrug users. A subcommittee of the SIR Committee al

significant operators of these establishments, the majorityv's'ted five safe injecting rooms in Europe and hel

ceased to operate, leading to a significant shortfall in thed!SCUSSIONs with key stakeholders there. The Committ
received 103 submissions and took formal evidence fro

supply of injecting equipment in Kings Cross, and an ; . g
increase in the ‘public nuisance’ associated with public 89 witnesses. Just over half of the written submissio

injecting. Meanwhile, cocaine injecting—a behaviour

associated with very high frequency injecting and sexua
risk behaviours—became endemic during the same period
particularly among female sex workers who worked in this

part of Kings Cross.

12 large majority of the expert witnesses testified in favo
of the proposal. However, six of the 10 members of th
SIR Committee did not recommend the establishment
such premises in NSW.

Meanwhile, a telephone survey of more than 300 loc|
ESTABLISHMENT OF K2:1997 residents of Kings Cross—undertaken in 1997 and 19
After the closure of the commercial establishments, whichto measure K2's effect on the community—demonstrate
had provided injecting equipment and rooms, it was of a rise in support for the establishment of safe injectin
particular public health importance to replace the supplyrooms in the area (69 per cent to 76 per cent).
of injecting equipment through a fixed-site needle and
syringe service located in the main street of Kings Cross. SAFE INJECTING ROOM PROPOSAL,
There was also a need to reach out to the local venueblSW DRUG SUMMIT: 1999
frequented by sex workers who were also IDUs. In 1997,A safe injecting room proposal was raised again durir]
to cater for these needs, K2—a satellite service of thethe NSW Drug Summit, an initiative of the NSW

Kirketon Road Centre (KRC)—was established close to Government held in May 1999. One of the 172 resolutions

the heart of the street-based drug scene in Kings Cross. passed by the Summit was that a medically-supervis
injecting centre (MSIC) be trialled. It was subsequentl

K2 provides: proposed that this trial be undertaken in Kings Cross, a
* aneedle and syringe service legislation was passed to enable establishment of the t
* health and social welfare advice for a period of 18 months. In December 1999, the NS
» assessment and referral for drug treatment Government accepted a proposal from the Uniting Chur
* other relevant support services. of Australia to apply for a licence to manage the facility

) and plans for the MSIC are now well underway.
The service currently operates from 2.00 p.m. to 10.00

p.m. seven days a week and has contact with around 208 recent survey among IDUs who use the needle a
IDUs each day. syringe service at K2 indicates there is a high level

Into the NSW Police Service, which stated that:
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preference for having access to such a facility for druge overdose fatalities

injection: 71 per cent of those IDUs who inject alone, and« transmission of blood-borne viruses
82 per centwho injectin a public place, would preferto uses  the public nuisance associated with public injecting|
aMSIC. A high number of those who inject with others (70 ) .
per cent) and/or in a private place (66 per cent) would alsovhile increasing IDUs’ access to drug treatment. It wi
prefer to use a MSIC. These findings suggest that this triafdlso inform future decisions to trial this strategy in othe
may have the potential to significantly shift current Parts of NSW and Australia.
patterns of injecting drug use in Kings Cross. The effect

on the community will need to be monitored and managedRE':ERENCE

over time. 1. Royal Commission into the NSW Police Service. Fing
Report, Volume 2Reform Sydney: NSW Government, 1997;
CONCLUSION 226.#

The MSIC trial and evaluation hopes to answer the
question of whether this is an effective strategy to reduce:

DEATHS AND HOSPITAL SEPARATIONS DUE TO ILLICIT DRUGS,
NSW, 1989-1998

I
r

Jill Kaldor and Louisa Jorm In the period 1988-1998, there was was a large increasg in
Epidemiology and Surveillance Branch overdose fatalities, with the age-adjusted death rate amgng
NSW Department of Health males more than doubling, while the death rate amopg
females has increased by 40 per cent. Since 1992, over 80
The harmful use of illicit drugs contributes to many causesper cent of overdose fatalities have been among malgs.
of death and illness, including overdose, hepatitis B, This sex difference in death rates is larger than would pe
hepatitis C, HIV and AIDS, psychoses, suicide, and low expected from clinical treatment populations where malés
birth-weight!? make up approximately 65 per cent of NSW methadome

The data presented in Figure 2 were derived by applyingprogram ElEne

aetiological fractions (the probability that a particular case More information on illicit drug use in NSW will be

of illness or death was caused by use of specific illicit presented in the forthcoming Report of the Chief Health

drugs) to death and hospital morbidity data for NSW. Officer on the Health of the People of NSW, 2000.

Illicit drugs caused an estimated 6,990 hospital separation

(4,106 males and 2,884 females) in 1997-1998. Opiate?:zEFERE'\lCES

dependence and drug psychoses were contributors td. English DR, Holman CDJ, Milne MG, et alhe
hospital morbidity for the majority of these cases. Over ~ quantification of drug caused morbidity and mortality in
the 10-year period between 1989 and 1998 there has been Australla.Canberra: Commonwealth Department of Huma
a sharp rise in hospital separations attributed to illicit drugs, ~ S°"vices and Health, 1995.

with more than a threefold increase among men, and more?. Zador DA, Sunjic S, Darke Soxicological findings and
than a twofold increase among women. circumstances of heroin related deaths in NSW, 199

Sydney: National Drug and Alcohol Research Centr

In 1998, illicit drugs caused an estimated 343 male and 71 (monograph no. 22), University of New South Wales, 1995.

female deaths in NSW. Of these, almost all—324 and 633 Nsw Department of HealtthNSW methadone program

respectively—were from opiate overdose. The majority of ~ 1995-1996: annual statistical repor6ydney: NSW
all overdose fatalities can be attributed to hefoin. Department of Health, 199

19728 A~
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FIGURE 2

Deaths: Rate

per 100,000 population

DEATHS AND HOSPITAL SEPARATIONS DUETO ILLICIT DRUGS, NSW, 1989-1998
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1989 1990 1991 1992 1993 1994 1995
Year
1989 1990 1991 1992 1993 1994 1995 1996 1997 1998
Number Deaths Males 160 177 135 194 174 213 268 238 287 343
Females 37 55 47 42 44 50 55 53 64 71
Persons 197 232 181 235 217 263 323 291 351 414
Separations  Males 1203 1468 1855 2186 2418 3047 3344 3520 4106
Females 1308 1432 1593 1842 1979 2271 2219 2461 2884
Persons 2511 2901 3448 4029 4396 5318 5563 5981 6990
Rate Deaths Males 5.5 6.1 4.6 6.5 5.8 7.2 8.9 7.9 9.5 11.3
per Females 1.3 1.9 1.6 1.4 1.5 1.7 1.9 1.8 2.2 2.3
100,000 Persons 3.4 4.0 3.1 4.0 3.7 4.5 5.4 4.8 5.8 6.9
Separations Males 41.4 50.2 62.9 73.9 81.7 103.1 112.7 118.0 137.4
Females 45.5 49.5 54.4 63.0 67.6 77.9 75.5 83.0 97.2
Persons  43.4 49.8 58.7 68.5 74.6 90.5 94.1 100.6 117.4

Department of Health.

Note: Deaths and hospital separations were calculated using age- and sex-specific aetiological fractions from English et
al. 1995.1 Deaths are for calendar years. Separations are for financial years, starting in the indicated year. Rates were age-
adjusted using the Australian population as at 30 June 1991.

Source: Australian Institute of Health and Welfare (aetiological fractions). NSW Department of Health Inpatient Statistics
Collection (ISC) and ABS mortality data and population estimates (HOIST). Epidemiology and Surveillance Branch, NSW
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INAPPROPRIATE PRESCRIBING OF BENZODIAZEPINES
BY DOCTORS IN NSW

Pia Salmelainen practitioners. The doctors in the study were investigated
Policy Analyst about their prescribing to a variable number of patients,
Pharmaceutical Services Branch ranging from 1 to 113 (median=2).

Benzodiazepines are widely used, most commonly to treat
short-term conditions such as anxiety and insomnia.FINDINGS
Although they are generally effective in treating these All of the doctors in the sample engaged in more than o
conditions, and are relatively safe to use, physicalinappropriate prescribing practice.
dependence and symptoms of withdrawal can occur, ever}’rescribin at rates in excess of the
when taken in recommended therapeutic doses. 9 :
recommended therapeutic dose

Benzodiazepines are also liable to be abused by som%t least 10 doct ibed b di . ¢
people, such as alcohol- and heroin-dependent persons. eas octors prescribed benzodiazepines at ra

indicating daily doses in excess of the recommendé
For these reasons benzodiazepines should be prescriba#lerapeutic dose. Generally in these cases, the amo
with some caution. To assist doctors, the Pharmaceuticaprescribed was three or more times the recommend
Services Branch has developed guidelines calledtherapeutic dose. In one case a patient had been prescr
Recognising and Handling Patients Liable to Abuse what appeared to be 50 times the recommend
BenzodiazepinesThe guidelines include information therapeutic dose.

about how to recognise and deal with patients who seek

benzodiazepines and who are likely to abuse Prescribing for inappropriate purposes
benzodiazepines obtained on prescription. It also outlinesAt a follow-up interview 13 doctors indicated they hac
a doctor’s obligations under the Poisons and Therapeutigprescribed benzodiazepines to a patient because
Goods Regulation. These include prescribing within patient had requested the particular drug. Often in the
therapeutic standards, and maintaining appropriateinstances the patient requested the drug to deal with
records. It should be noted that patients are legally obligedcondition they claimed to have, such as a sleepir
to inform a doctor of the quantity of any benzodiazepinesproblem or pain. Sometimes the patient claimed that on
prescribed to them within the previous two months. one particular benzodiazepine was effective.

Each year a number of doctors come to the attention of the&sjx doctors said they prescribed benzodiazepines beca|
Pharmaceutical Services Branch of the NSW Departmentthey were try|ng to control the patient’s benzodiazepin
of Health because they prescribe benzodiazepinesjependency problem. However, the doctors were not a
inappropriately. This includes: prescribing at rates in to control their patients’ access to benzodiazepines,
excess of the recommended therapeutic dose, prescribingome patients sought further prescriptions from seve

for inappropriate purposes, prescribing to persons liablegifferent doctors (that is, were ‘doctor shopping’).
to abuse benzodiazepines, and prescribing benzodiaze-

pines long-term. This paper presents findings from anPrescribing to persons liable

examination of the benzodiazepine-prescribing practicesi® abuse benzodiazepines _ .

of doctors who were investigated by the PharmaceuticalAt 1ast 16 doctors prescribed benzodiazepines to pers
Services Branch. It highlights the problems in this area of Who were on the methadone maintenance program, of

prescribing, and describes guidelines that have beerP€rsons whom the doctor knew were—or suspected of—
developed to assist doctors. abusing drugs. Most of the doctors treating patients who
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were on the methadone maintenance program did not take

METHOD appropriate action, such as asking the patient about their

) o methadone treatment, or contacting the patient
Data were extracted from investigation files held by the ethadone prescriber, or seeking assistance from {
Branch. The sample, selected for convenience, comprisegnarmaceutical Services Branch.

21 doctors who had come to the attention of the Branch

S
he

during the period 1995 to 1997, because of inappropriatdn those instances where the doctor knew a patient had a

benzodiazepine prescribing. It is estimated that the sampldmistory of drug abuse, it was uncommon for the doctor
represented between five and 10 per cent of all doctordefer the patient to a drug and alcohol specialist.
investigated some time during 1995-97 for their

prescribing of benzodiazepines. doctors for benzodiazepines, while others appeared to

The majority of the sample (18) practised in the Sydneyunaware that their patients were ‘doctor shopping’. Seve
metropolitan area. Most of the doctors (20) were generaldoctors in this latter group expressed surprise or shock

(0]

Some doctors suspected their patients were seeing other

be
al
at

Vol. 11 No. 4 57 |




hearing from the investigator that their patient was a but significant group of patients in the community wh
‘doctor shopper’. Only occasionally did a doctor indicate abuse benzodiazepines.
to the investigator that they asked their patients whethe

: The Royal Australian College of General Practitioners h
they were seeing other doctors.

produced a publication, calle@inxiety and Insomnia:
Prescribing benzodiazepines long-term Think Twice Before Prescribingrhich outlines principles

All doctors in the study had prescribed benzodiazepines?f good management for the prescribing of

on a long-term basis. Over half of the doctors had benzodiazepines.lt includes information on the
prescribed benzodiazepines to one or more patients for 1anagement of anxiety and insomnia, withdrawal fro
period of at least 12 months. One patient had beerP€nzodiazepines, and the prevention of dependen
prescribed benzodiazepines for a 10-year period. There is also a section on drug misuse that discus
prescribing in relation to habitual drug users.

DISCUSSION
While benzodiazepines are generally effective and saféREFERENCE

drugs to use, there is a significant risk of a patient; mantA, de Burgh S, Letton T, ShawAlixiety and insomnia:
becoming dependent or experiencing withdrawal after a  think twice before prescribingvielbourne: The Royal
relatively short period of use. Furthermore, there is a small  Australian College of General Practitioners, 15#7.

To obtain a copy of Recognising and Handling Patients Liable to Abuse Benzodiazepines (publication number
TG199) write to the Duty Pharmacist, Pharmaceutical Services Branch, NSW Department of Health, PO Box 103,
Gladesville, NSW 1675; or telephone (02) 9879 3214. The Duty Pharmacist is also able to supply doctors with
written information to assist them with patients seeking other drugs of dependence.
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HIV INFECTION, AIDS, HEPATITIS C, AND SEXUALLY
TRANSMISSIBLE INFECTIONS IN AUSTRALIA: NATIONAL
SURVEILLANCE RESULTSTO DECEMBER 1998

Ann McDonald TRENDS IN DIAGNOSES OF
National Centre in HIV Epidemiology and Clinical HIV INFECTION AND AIDS
Research, Darlinghurst

The third annual surveillance repbifV—AIDS, Hepatitis
C and Sexua}lly Transmissible Infections in Australia 348 in 1998 (Figure 3). The annual number of diagnos
Annual Surveillance Report 199s released in October
1999! The reportiramed in the context of the thikhtional
HIV-AIDS Strategy 1996-97 to 1998-98pvides a
comprehensive summary of current knowledge on the g aineq stable at 150-200 infections per year, providi

pattern of HIV infection, AIDS, hepatitis C, and sexually 5 |5\ver limit to the number of cases of HIV transmissio
transmissible infections in Australia. It includes information

on: Allowing for undocumented cases, it is estimated that 4

* time trends in diagnoses of those infections; cases of newly acquired HIV infection occur in Australi
* incidence and prevalence in populations at higher orannually.
lower risk of HIV infection, such as gay and other The number of people living with HIV infection in
homosexually-active men, indigenous people, peopleaystralia was estimated to be 11,800 by the end of 19

who have injected drugs, and people at risk throughijncjuding 2,430 people living with AIDS. The number of

heterosexual contact only; people living with HIV infection in Australia is estimated

* patterns of treatment for HIV infection; to gradually increase to around 13,000 by the year 2003.

* patterns of risk behaviour for HIV and related infections. Transmission of HIV in Australia continues to occu

The main findings are presented as text, supported byprimarily through sexual contact between men. N
figures. The data are presented as tables and followevidence was available of recent change in rates of H

the main report. This article outlines key results from the transmission through male homosexual contact, nor any
report. increase in the very low rates of transmission through

The annual number of diagnoses of AIDS in Australia has
dropped from a peak of 950 cases in 1994 to an estimated

of HIV infection has also continued to decline, to around

660 in 1998. However, the number of documented cases
of newly acquired HIV infection in 1993-1998 has

that have actually occurred in Australia each ye}
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FIGURES3

HIV—-AIDS DIAGNOSES IN AUSTRALIA, ADJUSTED FOR MULTIPLE REPORTING AND DELAYS
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FIGURE 4

SURVIVAL FOLLOWING AIDS DIAGNOSIS
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injecting drug use or heterosexual contact. EFFECT OF ANTIRETROVIRALTREATMENT

In almost 50 per cent of 526 cases of HIV infection ONAIDS DIAGNOSES

attributed to heterosexual contact in 1994—1998, infectionlt is now clear that the fall in AIDS incidence observed

was acquired through heterosexual contact in an oversea§0m 1994 has been substantially accelerated §
country with a high prevalence of HIV infection, or through improvements in therapy. Over 1,000 fewer cases of AlD

S

heterosexual contact with a person from a high prevalencd'ave occurred than would have been expected had there

country, such as countries in sub-Saharan Africa, orPeen no improvement in therapy for HIV infection.
and Myanmar. significantly from 19.7 months among people diagnose
in 1995 to 27.7 months among those diagnosed in 19

Rates of HIV and AIDS diagnospsr capitadiffered little g(Figure 4).

between indigenous and non-indigenous people. Amon
indigenous people, however, a higher percentage ofOver 40 per cent of AIDS cases in 1998, up from 20 p
diagnoses occurred in women and a higher percentage afent in 1994, occurred in people who were newl

infections were acquired heterosexually. diagnosed with HIV infection within the preceding three
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HIV AND HCV PREVALENCE IN NEEDLE AND SYRINGE PROGRAMS
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Source: collaboration of Australian needle and syringe programs

months. These people were therefore unable to benefiimong people who report injecting drug use. There h

from antiretroviral therapy or prophylaxis for opportunistic been no further decline in prevalence following that

as

infection. As a consequence 1998 saw an increase, for thebserved among people attending needle and syringe

first time since the 1980s, in the proportion of AIDS programs in 1996 (Figure 5).

diagnoses presenting@eeumocystis carinpneumonia.
TRENDS IN DIAGNOSES OF SEXUALLY

Trends in HIV risk behaviour TRANSMISSIBLE INFECTIONS
:::Jtri\(/eeysmc:;n?r? gl;tdig; HI% gi?;{aenir?t?ﬁ érgc;rggsfnxﬁlyl?eported cases of gonorrhoea increased in 1998, as
percentage of men who report unprotected anal intercours
with casual partners, from 14 per cent in 1996 to 18 per
cent in 1998. Surveys carried out among gay and othe
homosexually active men in Adelaide, Brisbane,

attributable to changing diagnostic methods and ca

incidence of these infections.

éeported cases of syphilis. These trends may be partiglly

pefinitions, and partly to real shifts in prevalence or

did

se

Melbourne and Perth show similar levels of unsafe sexuallndigenous people continue to be diagnosed with these

behaviour with casual partners. infections at much higher rates than non-indigenous

The number of rectal isolates of gonorrhoea increaseaDeOple'
among men in N_ew South nges, from 72in 1997 to 158REFERENCE
in 1998, suggesting a recent increase in sexual risk amon

gay and other homosexually-active men. % National Centre in HIV Epidemiology and Clinical Research.
HIV/AIDS, Hepatitis C and Sexually Transmissible Infections

Surveys of 17-19 year old first-year university students  in Australia Annual Surveillance Report 19%ydney:

show increasing levels of condom use with casual partners. National Centre in HIV Epidemiology and Clinical Research,

University of New South Wales, 19S#%
TRENDS IN DIAGNOSES OF HEPATITIS C

INFECTION The 1999 Annual Surveillance Report is accessible
Hepatitis C was the most frequently reported notifiable | through the Web site www.med.unsw.edu.au/

infection in Australia in 1998. A substantial increase was nchecr . Copies of the report can be obtained by
observed in the number of diagnoses reported among writing to the Epidemiology Section at the National

people aged less than 20 years. Centre in HIV Epidemiology and Clinical Research,

The number of cases of newly acquired hepatitis C Le"e'_z' 376 Vicm”’f‘ Street, Dar”r‘gr_‘“rSt‘ NSW _
infection increased sharply in 1998, attributable to| 2010 by telephone: (02) 9332 4648; by facsimile:

increased efforts to identify and report these cases. (02) 9332 1837; or by email at:
recept@nchecr.unsw.edu.au.

Transmission of hepatitis C continued at high levels
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NSW HEALTH CLINICAL INFORMATION ACCESS PROGRAM

Dianne Ayres and Michelle Wensley Clinicians were therefore consulted to ascertain th
Clinical Systems information resources needed to meet these objectives.
NSW Department of Health CIAP Committee was convened to oversee the proje

including the acquisition and approval of information
resources. The pre-implementation survey, completed
In 1996 the NSW Health Clinical Systems Steering September 1997, confirmed the top 12 priorities of NSV
Committee, which governs a number of clinical clinicians for information resources on the Web (Figur

HOWTHE PROGRAM EVOLVED

committees, endorsed the development of a Web site ta).
provide information to clinicians in the NSW public health

system. As a result, the Clinical Information Access Project THE CONTENT OF CIAP
(CIAP) Web site was established on 4th July, 1997. Thecynient has grown over the past two years in response
CIAP proyldes access to a comprehensive range of Peerequests by clinicians and the following on-line
reviewed information 24 hours a day, seven days a weekintormation is now available via the CIAP Web site:

via the Internet and Intranet. Utilisation of the Web site
has steadily increased, peaking at 840,000 ‘hits’ in thee
month of March 2000, which is an all-time monthly record.
The site has averaged 340,000 ‘hits’ per month since July
1999, and has recorded over eight million ‘hits’ since its
inception in 1997. .

THE OBJECTIVES OF CIAP

The primary objectives of making this information available ,
on the Web were to:

« provide support for decision making within the public
health system

e promote evidence-based practice .

e improve communications at the point of care (that is,
wherever a patient is located).

Medline and CINAHL with over 12 million citations
and links to 30 full text medical and nursing journal
the full Cochrane Library with over 700 evidence
based reviews

PsycINFO: psychiatry and psychology database
linked to 10 full text mental health journals

MIMS for prescription decision-support

Consumer Medicines Information (CMIs) pamphlet
linked to MIMS

HealthStar for health services, technology, resear
and quality management literature

Antibiotic Guidelines (10th edition)

Micromedex: Poisindex, Toxpoints, Emergindex
DrugREAX and Martindale databases

FIGURE 6

THETOP 12 PRIORITIES OF NSW CLINICIANS FOR INFORMATION RESOURCES ONTHE WEB

Harrisons Internal Medicine
Cochrane Library ]
PsycINFO |
On-line Journals |

Policies

Paediatric Handbook

Clinical Pathways

Procedures/Protocols

Clinical Practice Guidelines

CINAHL

MIMS
Medline

e

o

o
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Other relevant Web sites can be added to this list by,

advising CIAP via the Feedback link on the CIAP Web | For further information please contact Michelle
site. Wensley, Senior Project Officer, Clinical Systems,

ACCESS 9742; or email mwens@doh.health.nsw.gov.au. The

While the CIAP knowledge databases (MIMS, Cochrane,| CIAP Web site can be found at:
etc.) are protected by password, they are accessible to any

Harrison’s Textbook of Internal Medicine (14th health professional employed in the NSW public health
edition) system. Passwords are available by contacting the local
Primary Care Online: nine textbooks for medicine, Area Health Service CIAP representative at
nursing, drugs and diagnostic tests www.clininfo.health.nsw.gov.au/contacts/index.html

Interactive ECG: a tutorial of ECG case studies and
tests CIAP ON-LINE SURVEY

Internet and email tutorials Feedback from clinicians has been positive and there is a
policies, procedures, protocols, clinical practice continuous high demand for education on how tp

guidelines and clinical pathways from contributing €ffectively search the databases. In 198 CIAP

Area Health Services in NSW received:

NSW Health policies and guidelines « theData Management Association (DAMA) Australig
list servers to improve communications between  Achievement Awaréor Excellence in Information
clinicians Management

Therapeutic Guidelines: Analgesic, Gastrointestinal, « the Australian Library and Information Association
Neurology, Endocrinology and Psychotropic (ALIA) NSW Branch Merit Awarfdr Services to Rural
Guidelines (on trial Feb—May 2000) and Remote Users and the Community

links to International and National clinical Web sites 5,4 was nominated in the top 10 medical Web sites fin
Public Health Web sites including those of the Public Australia byPC Authority

Health Division, NSW Department of Health; ti€W ) ) i .
Public Health Bulletinthe Public Health Association " 2000, CIAP will continue to provide on-line access tp

of Australia (PHA): and the Public Health Division information that supports evidence based health care|in
Health and Community Services, Victoria. NSW.#

NSW Department of Health; telephone (02) 9391

www.clininfo.health.nsw.gov.au

ERRATUM

In the March 2000 issue of the NSW Public Health Bulletin (Volume 11, Number 3, page 31), Figure 2 in the
article by Scanlon and Raphael, ‘Building capacity for promotion, prevention and early intervention in mental
health’, contained a small error. The left arrow of the heading Early Intervention should have stopped at the
section of the pie chart labelled Indicated (under Prevention). A corrected figure is printed below.
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FACTSHEET

HEPATITIS C

WHAT IS HEPATITIS? .

* ‘Hepatitis’ means inflammation or swelling of the liver.
It can be caused by chemicals or drugs, drinking too®
much alcohol, or by different kinds of viral infections.

« There are a number of different hepatitis viruses: A, B,
C, D, E. They are all completely different; they cause

differentilinesses and may require different treatments. ISTHERE ANY TREATMENT FOR HEPATITIS C?

WHAT IS HEPATITIS C?

* Hepatitis C is a liver inflammation caused by the
hepatitis C virus (HCV). Before the virus was identified
in 1989, hepatitis C was known as non-A/non-B
hepatitis. Currently, there is no vaccine to prevent HCV
infection. .

HOW DO YOU CATCH HEPATITIS C?

e HCV is nearly always caught through blood-to-blood
contact with someone who is infected. This involves *
sharing of drug injecting equipment, unsafe tattooing
or skin piercing, receiving blood transfusions prior to
February 1990, needle-stick injuries, or unsterile
medical procedures. Since February 1990, Australian
blood banks have screened donated blood for HCV.

HOW DOES HEPATITIS C AFFECT PEOPLE?

« Of every 100 people exposed to HCV, approximately
25 will clear the virus within four to six weeks of
infection. The other 75 will develop a chronic or
ongoing infection.

« When people are first infected with HCV, there is usually
no sign of illness. Over a long period of time HCV °
infection goes on to affect different people to varying
degrees.

ISTHERE ATEST FOR HEPATITIS C? °

« A blood test showing presence of antibodies to the
virus is evidence of present or past infection. If a person
tests positive for the antibodies to hepatitis C, and has
a definite risk factor for exposure to blood and/or
abnormal liver function tests, it is likely they have
hepatitis C and are infectious.

¢ PCR (Polymerase Chain Reaction) tests can determine
the presence of HCV in blood (the PCR viral detection
test). PCR tests can also determine the amount of virus
circulating in the blood (the PCR viral load test), and
the HCV sub-type with which the person is infected
(the PCR genotype test).

Other blood tests, called liver function tests, ma
suggest if someone has any liver damage.

A liver biopsy—studying a tiny sample of liver
tissue—is the only accurate way of telling whethe
the liver is damaged.

Current government-funded treatment involves th
drug Interferon. People who do not respond t
Interferon treatment may then be offered governmen
funded ‘combination therapy’ with Interferon and
Ribavirin. A person with hepatitis C has to meet certai
conditions to receive government-funded treatment
Interferon helps the body fight the virus and helps
prevent the virus from multiplying. It leads to a gooc
long-term response for around 10-25 per cent
people who try it.

Combination treatmeritivolves Interferon injections
and Ribavirin tablets. To date, HCV genotypes 2 ar
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3 have been shown to have a higher long-term response

rate to combination therapy (up to 70 per cent) thg
genotypes 1 and 4 (up to 40 per cent). Overall,
person’s chance of responding well to combinatio|
therapy is related to their hepatitis C genotype an
the amount of virus in their blood. If people have
responded to Interferon but then relapsed, there is s
a good chance of response to combination theray
Those who did not respond at all to previous Interferg
have only a low chance of responding to combinatiq
therapy.
Both Interferon and combination therapy can hay
serious side effects and need to be carefully monitore
For more detailed information on these treatment
phone the NSW Hep C Helpline or speak to your doctg
Herbal and other complementary therapy treatment
some of these therapies may reduce liver damage 3
improve overall health. If people seek treatment fror
a complementary therapist they should:

1. make sure the therapist has experience in worki
with hepatitis C;

2. ensure they are properly qualified and belong to
recognised professional organisation;

3. ask how much the treatment will cost;

4. ask how they have measured the health outcom
of their therapy;

5. find doctors and complementary health
practitioners who will work together.
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SELF-MANAGEMENT

People with hepatitis C can consider the following
actions to improve their health:

1. stop drinking alcohol, or cut down alcohol intake

2. consider having hepatitis A and hepatitis B ’

vaccinations

eat a balanced diet

learn how to manage stress

seek counselling if needed

rest when feeling unwell

when taking prescription or over-the-counter drugs,
check with a doctor and follow the directions
carefully

No o A~®

HEPATITIS C AND INJECTING DRUG USE

8. talk to someone close about feelings or problems'

9. if injecting drugs, use safer injecting methods.

CAN PARTNERS ORKIDS CATCH IT?
Hepatitis C cannot be caught by hugging, or sharing,

plates, cutlery, toilets or washing machines. Although
HCV is rarely passed on sexually, all sexually active

people need to consider safe sex due to the range of
sexually transmissible diseases with which they can

become infected.

There is a small chance the virus will be passed on to,

a baby during pregnancy or at birth. The risk is

increased if the mother has only just become infected

(or re-infected) or if she has serious liver damage. HCV

does not seem to be passed on via breast milk.

HOW CANWE STOP THE HEPATITIS CVIRUS
FROM SPREADING?

People with HCV should not donate blood, sperm or

organs.
People who inject shouldn’t shaeay injecting

FOR MORE INFORMATION:

equipment, including needles and syringes, spoons,
filters, water, swabs and tourniquets. Hands should be,

washed thoroughly before and after injecting.

Ideally, people should use a new fit for every hit. Tables
or benches should be wiped down before people
prepare a hit. Used fits should be disposed of in a
fitpack or sealed plastic container (for example, a juice

bottle).

Blood spills should be wiped up with absorbent paper The information in this fact sheet was produced by th
towel and the spill site cleaned with detergent and Hepatitis C Council of NSW with funding from the NSV
Department of Health. For more information pleasé
Cuts and wounds should be covered with waterproofcontact your local public health unit, community healtf
centre, pharmacist or doctc#

water.

dressings (for example, band-aids).

Body piercing and tattooing should be done at sho
that use proper methods of sterilisation.

Razors, toothbrushes or nail scissors shouldn't k
shared.

People should use condoms for sex that might invol
blood to blood contact.

Injecting drugs (past or present) is the most commg
risk factor for contracting HCV. The majority of people
who have injected drugs have hepatitis C. Thog
people who inject and don’t have hepatitis C are
great risk of infection.

Anyone who has ever shared injecting equipment m
have possibly caught hepatitis C. It doesn’t matte
what was injected—heroin, methadone, pills, speed
steroids—it is how the drugs are injected that is a rig
for transmitting infection.
People who inject drugs will benefit from good medica

follow-up after a hepatitis C diagnosis is made.

Knowing about hepatitis C status is an important pa
of deciding to make the recommended lifestyl
changes to improve health (see Self-Manageme
section above).
For those people who already have hepatitis C, it
important to inject as safely as possible to avoi
passing the virus on to others or becoming reinfectg
with a different HCV genotype or sub-type. It is
believed that reinfection may cause a more serio
form of iliness or place a greater strain on the liver.

People should speak to their doctor. If necessary yg
doctor can also refer you to a liver specialist.
Information on general community support service
can be found in the front of local telephone books.
Ring the NSW Hep C Helpline on 9332 1599 or 180
803 990

ADIS (Alcohol & Drug Information Service) 9361 2111
1800 422 599

NUAA (NSW Users & AIDS Association) 9369 3455
1800 644 413
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INFECTIOUS DISEASES,

This month, regular readers will notice a new presentatione
of naotifications which includes, for each disease presented
in Figure 7, a snapshot of demographic characteristics of
cases during the three months to February 2000. Cases
are broken down by age, sex and whether they live in the
Sydney metropolitan area (including the Health Areas of e
South Eastern, Central, Northern, Western Sydney, South
Western Sydney, and Wentworth), or the rural Areas (thee
rest of the State). This information may provide additional
insights into the recent epidemiology of—including risk e
factors for—these conditions. For example, readers who
compare the characteristics of recent cases with those of
the general NSW population may note that:

NSW: APRIL 2000

arbovirus infections occurred mostly among rural
residents, but reports have been fewer than in previg
summers;

cryptosporidiosis occurred mainly among rural
residents and a large proportion were small childre
gonorrhoea continued to be reported, mainly among
Sydney men;

hepatitis A, while fewer in number, was also mainly
reported among men from the metropolitan area;
only a small proportion of the notificationspdrtussis
(traditionally thought to be a disease mainly of sma
children) cases were reported among children und
five years old. The majority are from outside Sydmy.
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FIGURE 7

Dec 99-Feb 00
Male 51%

<5 yo 0%
Rural  89%

Dec 99-Feb 00

Male 60%
<5yo 43%
Rural  77%

Dec 99-Feb 00

Male  95%
<5 yo 0%
Rural  16%

Dec99-Feb 00

Male 63%
<5 yo 2%
Rural  15%

cases
500 -

400 -
300 -
200 -
100 -

NSW population

Male 50%
<5yo 7%
Rural 42%
cases
120 +

REPORTS OF SELECTED INFECTIOUS DISEASES, NSW, JANUARY 1995 TO FEBRUARY 2000,
BY MONTH OF ONSET

These are preliminary data: case counts in recent months may increase because of reporting delays

Arbovirus

Measles

Cryptosporidiosis (not reportable before

December 1996)

800 1

600 -

400 -

200 -

Meningococcal disease

300 -

200

100 -

Gonorrhoea

Pertussis

Hepatitis A

Rubella

Dec 99-Feb 00

Male 100%
<5yo 33%
Rural 67%

Dec 99-Feb 00

Male 59%
<5yo 23%
Rural  38%

Dec 99-Feb 00

Male 41%
<5yo 10%
Rural 54%

Dec 99-Feb 00

Male 67%
<5 yo 0%
Rural  25%

Dec 99-Feb 00 20 - 250 - Dec 99-Feb 00
Male  50% Male 53%
<5 yo 0% <5yo 33%
Rural 0% | 151 Rural  50%
10 A
5 4
Jan Jan Jan Jan Jan Jan Jan Jan Jan Jan
95 97 98 00 95 96 97 98 99 00
Legionella Salmonellosis
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TABLE 2

REPORTS OF NOTIFIABLE CONDITIONS RECEIVED IN FEBRUARY 2000 BY AREA HEALTH SERVICES

Area Health Service (2000) Total

Condition CSA NSA WSA  WEN SWS CCA HUN ILL  SES NRA  MNC NEA MAC MWA FWA GMA SA for Feb*t To datet
Blood-borne and sexually transmitted
AIDS 3 4 - - 3 - 2 - 4 - - - - - - - 1 17 36
HIV infection* - 1 - - - - - - - 1 - - - - - - - 26 73
Hepatitis B - acute viral* - 1 - - 1 - 1 - - - 1 - 1 - - - - 5 10
Hepatitis B - other* 48 32 74 7 6 - 7 14 47 3 1 3 1 1 11 - 3 258 521
Hepatitis C - acute viral* - 1 - 1 - - - 1 - - - - - - - - - 3 11
Hepatitis C - other* 81 43 147 44 1 41 73 28 81 40 43 17 5 25 8 18 19 715 1,340
Hepatitis D - unspecified* - - - - - - - - - - - - - - - - - - -
Hepatitis, acute viral (not otherwise specified) - - - - - - - - - - - - - - - - - -
Chancroid* - - - - - - - - - - - - - - - - - - -
Chlamydia (genital)* 19 12 16 1 10 5 21 12 53 17 10 16 3 1 4 13 6 221 479
Gonorrhoea* 11 7 8 4 - 2 3 2 36 2 1 2 - - 1 - 1 81 215
Syphilis 6 2 5 1 1 - - 12 3 1 1 2 - 2 - - 37 85
Vector-borne
Arboviral infection (BFV)* - - - - - 1 1 1 - - 6 1 1 1 - 1 1 14 32
Arboviral infection (RRV)* - 2 2 1 - 2 4 - - 2 5 7 2 2 2 10 41 76
Arboviral infection (Other)* - 1 - - 1 - - - - - - - - 1 - - 3 4
Malaria* 1 4 - 1 - - - - - 1 - - - - - - - 7 24
Zoonoses
Brucellosis* - - - - - - - - - - - - - - - - - - -
Leptospirosis* - - - - - - 1 - - 2 - - - - - - - 3 3
Q fever* - - - 1 - - - - 1 2 1 - - 4 1 1 11 27
Respiratory and other
Blood lead level* 1 3 - 2 10 - 6 3 7 - - - 2 - 10 - - 44 73
Legionnaires’ Longbeachae* - - - - - - - - - - - - - - - - - -
Legionnaires’ Pneumophila* 1 - - - - - - - - - - - - - - - 1 1
Legionnaires’ (Other)* - - - - - - - - - - - - - - - - - - -
Leprosy - - - - - - - - - - - - - - - - - - -
Meningococcal infection (invasive) - 2 1 1 1 1 - - 1 1 - - - - - 1 - 9 30
Mycobacterial tuberculosis 5 5 8 1 6 3 6 - 6 - 1 - 1 - - - - 43 72
Mycobacteria other than TB 3 7 - 1 2 - - 4 - - - - - - - 4 - 21 49
Vaccine-preventable
Adverse event after immunisation - - - - - - - - - - - - - - - - - - -
H.influenzae b infection (invasive)* - - - - - - - - - - - - - - - 1 - 1 2
Measles - - - - - - - - - 1 1 - - - - - - 2 3
Mumps* - - 1 - - - - - - - - - - - - - - 1 5
Pertussis 11 12 25 5 9 9 37 12 12 5 2 5 - 3 - 10 3 160 315
Rubella* 1 1 - - - - - 1 - 1 - - - - - - 4 9
Tetanus - - - - - - - - - - - - - - - - - - -
Faecal-oral
Botulism - - - - - - - - - - - - - - - - - -
Cholera* - - - - - - - - - - - - - - - - - - -
Cryptosporidiosis* 1 - - - - - - - 1 2 - 1 - - - 1 1 7 17
Giardiasis* 5 14 12 3 1 3 7 8 12 7 1 3 6 1 1 1 4 89 160
Food borne iliness (not otherwise specified) - 3 3 - 2 2 - - 3 - 3 - 27 - - - - 29 56
Gastroenteritis (in an institution) - - - - - - 4 - - - - - - - - - - 4 35
Haemolytic uraemic syndrome - - - - - - - - - - - - - 1 - - 1 2
Hepatitis A* - 5 3 4 2 - - - 2 - - - 1 - - - 18 44
Hepatitis E* - - - - - - - - - - - - - - - - - - -
Listeriosis* - - - - - - - - 1 - - - - - - - - 1 3
Salmonellosis (not otherwise specified)* 13 9 - 3 11 9 7 6 13 13 11 4 - 2 - 8 2 111 239
Typhoid and paratyphoid* - 1 1 - 2 - 1 - - - - - - - - 5 7
Verotoxin producing Ecoli* - - - - - - - - - - - - - - - - - - -
* lab-confirmed cases only T includes cases with unknown postcode
CSA = Central Sydney Area WSA = Western Sydney Area CCA = Central Coast Area SES = South Eastern Sydney Area NEA = New England Area FWA = Far West Area
NSA = Northern Sydney Area WEN = Wentworth Area HUN = Hunter Area NRA = Northern Rivers Area MAC = Macquarie Area GMA = Greater Murray Area

SWS = South Western Sydney Area ILL = lllawarra Area MNC = North Coast Area MWA = Mid Western Area SA = Southern Area
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