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Glossary
Aboriginal — For the purposes of this report, 
the term ‘Aboriginal’ has been used to refer 
to people who identify as either Aboriginal 
and/or Torres Strait Islander people, except 
where directly citing a study or report that 
refers to ‘Indigenous Australians’. In 2009, 
the National Aboriginal Community Control-
led Health Organisation (NACCHO) and its 
members and affiliates voted unanimously 
for ‘Indigenous’ to be used in an interna-
tional context and ‘Aboriginal’ in the domes-
tic context. The use of the term ‘Indigenous’ 
is not intended to offend or to mean we do 
not recognise the diversity within the Abor-
iginal and Torres Strait Islander populations.

Aboriginal health — refers not only to the 
physical wellbeing of an individual but also 
to the social, emotional and cultural well-
being of the whole community in which 
each individual is able to achieve their full 
potential as a human being, thereby bringing 
about the total wellbeing of their commu-
nity. It is a whole-of-life view and includes 
the cyclical concept of life–death–life.1

Aboriginal health service — the term encap-
sulates both Aboriginal health services pro-
vided for Aboriginal people and Aboriginal 
community-controlled health organisations, 
managed by boards comprised of Abor-
iginal community members and specifically 
designed to meet the needs of Aboriginal 
people. An Aboriginal health service may 
not necessarily be an Aboriginal community-
controlled health organisation.

Acquired immune deficiency syndrome 
(AIDS) — AIDS is a syndrome defined by the 
development of serious opportunistic infec-
tions, neoplasms or other life-threatening 
manifestations resulting from progressive 
HIV-induced immunosuppression.

Amphetamines — a group of drugs that stimu-
late the central nervous system. Produced in 
various forms, amphetamines are commonly 
known as: speed, ice and crystal meth.

Blood-borne virus (BBV) — a virus that can 
be transmitted from a person with infection 
to another person by blood-to-blood con-
tact, such as by sharing injecting equipment.

Convenience sampling — a type of non-
probability sampling that involves a sample 
population selected because it is available 
and convenient. The researcher using such 
a sample cannot scientifically make general
isations about the total population from this 
sample because it would not be sufficiently 
representative.

Harm reduction strategies — strategies de-
signed to reduce the impacts of drug-related 
harm on individuals and communities. Harm 
reduction does not condone illegal risk beha
viours such as injecting drug use; rather, it 
acknowledges that these behaviours occur 
and therefore there is a responsibility to de-
velop and implement public health and law-
enforcement measures designed to reduce 
the harm that such behaviours can cause.

1	 As defined in NACCHO’s Memorandum and Articles of Association as amended 9 March 2006; 
also by the National Aboriginal Health Strategy, 1989.
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Hepatitis — inflammation of the liver caused 
by viruses, alcohol, drugs and other toxins 
or, less commonly, by a breakdown in a per-
son’s immune system. There are five viruses 
that specifically cause hepatitis: hepatitis 
A, B, C, D and E. Each may produce simi-
lar symptoms, the main difference between 
them being the mode of transmission and 
the effects on a person’s health. Hepatitis 
viruses that develop into a chronic infec-
tion may, over time, cause fibrosis (liver cells 
are damaged and destroyed and scar tissue 
takes their place).

Human immunodeficiency virus (HIV) — 
HIV is a human retrovirus that leads to AIDS. 
Infection with HIV occurs when the virus 
present in the bodily fluids of a person with 
HIV is transmitted to another person by 
blood-to-blood contact. Bodily fluids include 
blood, semen, vaginal fluid, pre-ejaculate or 
breast milk. The major routes of transmission 
are unprotected anal or vaginal sex, re-using 
injecting equipment when injecting drugs, 
and vertical transmission (from mother to 
child before, during and after birth).

Illicit drug — a drug whose production, sale 
or possession is legally prohibited.

Injecting drug use — the administration of 
drugs to the body via a needle and syringe, 
including intramuscular and subcutaneous 
as well as intravenous injecting.

People who inject drugs — a person who 
is actively injecting licit or illicit drugs. Peo-
ple may inject one or more drugs of choice 
frequently or infrequently. The method by 
which someone administers drugs distin-
guishes them as a person who injects drugs, 
not the type of drug they use, nor the fre-
quency of use. On occasion, the term ‘in-
jecting drug user’ has been used within 
this report, when directly referencing other 
sources using this term.

Key informants — refers to individuals with 
expertise in various areas who were inter-
viewed for the project.

National Drug Strategy Household Survey — 
one of the data collections used to monitor 
trends and progress under the National 
Drug Strategy. Conducted by the Australian 
Institute of Health and Welfare on behalf 
of the Australian Government Department 
of Health and Ageing, the survey was con-
ducted nationally in 1985, 1988, 1991, 1993, 
1995, 1998, 2001, 2004 and 2007, providing 
data on behaviour, knowledge and attitudes 
relating to drug use among people aged 14 
years and over.

Needle and syringe program (NSP) — a pub-
lic health harm reduction initiative, formally 
established in Australia in 1987 within the 
harm minimisation framework of the National 
Drug Strategy to prevent the transmission 
of HIV among people who inject drugs and, 
subsequently, to the broader community. 
NSP services are provided through a range 
of models and modalities including fixed site, 
outreach and syringe vending machines.

Outreach — a service that is delivered by 
workers outside fixed-site service locations, 
to those in need of support. It may be deliv-
ered via a vehicle or on foot, and people who 
inject drugs may attend at set locations at 
scheduled times, or respond to requests to 
attend at locations identified by service users.

Opioids — the group of drugs similar in their 
effects on the body to those derived from the 
opium poppy and can be naturally derived, 
semi-synthetic or fully synthetic. The term 
‘opiates’ refers to the natural and semi-
synthetic drugs, whereas the term ‘opioid’ 
describes the entire class of drugs.

http://
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Opioid maintenance treatment — a phar-
macological intervention using medication 
to assist in the treatment (withdrawal/main-
tenance) of dependence on opioids.

Peer education — members providing edu-
cation and information to other members of 
the same group in both formal and informal 
ways. This model of education is based on 
social learning and health behaviour theories 
and is designed to impart information, skills 
and knowledge to others (peers). Peer educa-
tion also recognises the influence that peer 
pressure and the behaviours of a peer group 
have on the decisions an individual makes.

Peer researcher — in this context refers to 
people who inject drugs, Aboriginal people 
working with people who inject drugs, and 
Aboriginal people.

Primary needle and syringe program — an 
outlet specifically funded to employ staff 
to deliver NSP services including education, 
referral and support as well as injecting 
equipment. Primary NSP outlets typically 
operate in areas with high levels of injecting 
drug use. They may be co-located with other 
health services, operate as stand-alone facil-
ities, or deliver services through outreach.

Referral — the provision of a referral to 
another service which may occur through 
providing information in writing or verbally 
about the other service or through a staff 
member initiating contact with the other 
service on the service user’s behalf. Refer-
ral to other NSPs, such as primary sites, is 
included in this definition.

Secondary needle and syringe program — 
an outlet located within an agency that is 
not specifically funded to employ staff to 
deliver NSP services. NSP provision may be 
only one among a range of services provided 
by the agency. Secondary NSP staff deliver 
NSP services alongside other duties, such as 
reception, nursing or counselling.

Syringe vending machine — dispenses nee-
dles, syringes and other injecting equipment, 
usually in exchange for a fee. Also known as 
needle dispensing machines.

Tertiary distribution — the act of distribu-
tion of injecting equipment by people who 
inject drugs and who access NSPs to col-
lect injecting equipment for themselves and 
also collect and distribute injecting equip-
ment among their social networks. These 
people who inject drugs are not registered 
to distribute injecting equipment but collect 
equipment on behalf of people who inject 
drugs who may be unwilling or unable to 
access distribution services.
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Executive summary
A brief compiled in May 2008 by the Aus-
tralian National Council on Drugs (ANCD) 
noted that alcohol continued to be the 
primary drug of concern for Aboriginal Aus-
tralians. However, Aboriginal people who 
inject drugs were a small, but significant, 
subpopulation that was particularly vul-
nerable for a range of largely unidentified 
and poorly documented reasons. The harms 
associated with injecting drug use for Abor-
iginal Australians were not reliably reported, 
in part due to weaknesses in data collection. 
Unsafe injecting practices were of concern 
because of the increased risk in transmitting 
and acquiring blood-borne viruses such as 
human immunodeficiency virus (HIV), hepa-
titis C and bacterial infections.

The brief also noted that the ANCD was 
specifically interested in a project to obtain 
‘an understanding of the dimensions and 
characteristics of Indigenous injecting drug 
use and its associated harms, including gaps 
in knowledge, and whether there are specific 
issues that exist for Indigenous people’.

The ANCD commissioned Anex and the 
National Aboriginal Community Controlled 
Health Organisation (NACCHO) Inc. to con-
duct a project entitled Injecting Drug Use and 
Associated Harms among Aboriginal Austral-
ians. The project is based on recommen-
dations made by the National Indigenous 
Drug and Alcohol Committee (NIDAC), which 
reports to the ANCD on drug and alcohol 
problems and associated harms in Aboriginal 
communities nationally.

Providing choice and improving options 
for individuals must be the ultimate goals 
in a functioning health system. Barriers to 
choice and options for access to health serv-
ices can increase dependence on a person’s 
level of disadvantage and vulnerability. The 
findings of this project support this premise 
and outline a range of issues that impact on 
the ability of Aboriginal people who inject 
drugs to access quality and timely preven-
tion, treatment and harm reduction serv-
ices, when and where they need them. These 
issues are in part structural, through policy 
and funding mechanisms, but are also em-
bedded in practice. This in turn affects the 
ability of services to effectively meet the 
needs of their communities.

This report highlights the need for greater 
investment in the prevention, treatment and 
harm reduction sector so that those most 
disadvantaged in our community are not fur-
ther disadvantaged by an ineffective system. 
The findings from this project tell a similar 
story to many other research projects under-
taken in this area. The next steps must be 
to move from analysis and consideration to 
action — that is, a structured and detailed 
approach to planning and delivering services 
that encompasses the complexity inherent 
among Aboriginal people who inject drugs, 
but is practical enough to make a difference.
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Contextualising Aboriginal 
people and injecting drug use
While it is acknowledged that there are major 
gaps in accurate data collection for Abor-
iginal injecting populations, it appears from 
previous surveys that injecting drug use is 
over-represented in Aboriginal communities. 
The 2008 Australian needle and syringe pro-
gram (NSP) survey found that 11 per cent of 
the 2007 sample of over 1900 NSP service 
users identified as Aboriginal or Torres Strait 
Islander (Iversen et al., 2008). This propor-
tion increased from 10 per cent in 2005, 
8 per cent in 2003 (Iversen et al., 2008), 
8 per cent in 2001, and 5 per cent in 1995 
(Buddle et al., 2003).

Aboriginal Australians, and in particular those 
who inject drugs, are vulnerable to poor 
health, including general health problems, 
blood-borne viruses (BBVs) and mental health 
issues. Poor health, employment, education 
and housing are interrelated in their impact 
on each other and therefore can compound 
any difficulties associated with one or all 
of these dimensions. In regard to the harms 
associated with injecting drug use, it is clear 
that there are significant disparities between 
the health of Aboriginal Australians and that 
of their non-Aboriginal counterparts.

Harms associated with injecting drug use can 
be considered to fall into three broad cat-
egories (van der Sterren et al., 2006):

•	 harms to the individual — such as prob-
lems related to health, finances, relation-
ships, employment or studies, and crimi-
nal behaviour

•	 harms to the family — such as personal 
safety, financial security and the long-
term welfare of the family

•	 harms to the community — such as inter-
generational impacts and community 
breakdown.

Injecting drug use has implications not just 
for the individual and family, but also for 
the broader community. Individual harms 
are experienced in relation to health and 
wellbeing, interpersonal relations, crimi-
nal behaviour, and employment and study 
opportunities. Harms to families and com-
munities have the potential to threaten the 
social fabric and cultural health of communi-
ties. It is therefore important that approaches 
to minimising the harms associated with 
Aboriginal injecting drug use must take these 
broader harms into consideration.
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Key findings
An extensive literature review was undertaken 
focusing on Australian and international 
research, as well as on unpublished literature 
from Australian organisations and services. 
This review examined and analysed litera-
ture on prevalence of Aboriginal injecting 
drug use, types of drugs injected, associated 
harms, barriers to access, and harm reduction 
services currently available.

Forty-five key informant interviews were 
conducted across Australia with key experts 
working in Aboriginal community-controlled 
organisations and Aboriginal health services, 
drug user advocacy organisations, frontline 
NSP services, health services, key researchers, 
and treatment services. These interviews con-
tributed to the key findings of this project.

Key findings of this project fall into four 
broad categories:

1. Gaps in knowledge

There is a clear gap in knowledge in rela-
tion to Aboriginal people who inject drugs. 
In particular, there is a lack of accurate and 
representative data on patterns and preva-
lence of Aboriginal injecting drug use that 
can be compared nationally. This project 
found that there are significant knowledge 
gaps and issues in: the methods used to 
collect Aboriginal recreational and injecting 
drug use data; data sources; the focal point 
of data collection; and the purpose of data 
collection. Despite significant investment 
in research, Australia does not have a com-
prehensive system to determine the level of 
injecting drug use in Aboriginal communi-
ties. More work needs to be undertaken to 
build on existing data collection systems to 
ensure a comprehensive understanding of 

injecting drug use. Furthermore, an inclu-
sive approach to posing research questions 
and their intended outcomes, by enabling 
participation of Aboriginal communities in 
research design, is critical to determining rel-
evance and meaning when dealing with data 
and its use.

2. Opportunities available to 
improve quality and access 
of services

There are a number of issues and challenges 
inherent in delivering services to Aboriginal 
people who inject drugs. These issues fall into 
three distinct categories: workforce capac-
ity; access to services; and Aboriginal input 
into service planning and evaluation. Further 
support is needed in the area of workforce 
capacity through funding for training and 
development of Aboriginal health workers 
and of mainstream health service staff work-
ing with Aboriginal people who inject drugs. 
Development of a range of strategies to in-
crease the reach of NSP services, particularly 
in rural and remote areas, is also considered 
important to improving service response. The 
quality of service as determined by members 
of the community needs to be part of any 
improvement framework. What constitutes 
culturally sensitive service delivery and its 
impact on access to, and the effectiveness 
of, services received is another key compo-
nent of improvement. The ability of services 
to engage meaningfully with members of 
the community in the planning and evalu-
ation of services has long been considered 
important in order to achieve relevant and 
targeted outcomes. Community collaboration 
has again been reinforced throughout this 
project as critical to successfully meeting the 
needs of Aboriginal people who inject drugs.
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3. Improving service models

There is a need to strengthen service mod-
els that recognise the Aboriginal definition 
of health and subsequently to offer serv-
ices that address the multifaceted needs of 
Aboriginal people. Aboriginal community-
controlled health services (ACCHS) currently 
work across three different social dimensions: 
the individual; the family; and the commu-
nity. It is believed that this model of service 
delivery is best suited to address the health 
needs of Aboriginal Australians by taking 
into account the social, cultural and emo-
tional wellbeing of Aboriginal clients while 
also recognising the competing influences 
and potential support roles the family and 
community can play. While this model may 
currently be in place in ACCHS, it requires 
both structural and financial reinforcement 
across the service system to ensure con-
sistency in outcomes. Better referral path-
ways and collaboration in general between 
mainstream and the Aboriginal community-
controlled health sector are required.

4. Specific Aboriginal populations

There are a number of specific issues associ-
ated with populations within the Aboriginal 
community that require particular attention. 
These include: issues related to Aboriginal 
Australians living in urban, rural and remote 
areas; prisoners; people with comorbidity 
problems; young people transitioning into 
drug use and injecting; men who have sex 
with men; sex workers; and homeless and 
displaced people.

Recommendations
The following recommendations are designed 
and targeted at providing more resources and 
attention to improve service responses aimed 
at reducing the harms associated with inject-
ing drug use among Aboriginal Australians.

To avoid duplication in service delivery and 
achieve the best health return on investment, 
additional funding must be made available. 
However, in the first instance, financial and 
other resource investments required to im-
plement these recommendations should be 
drawn from a review of the current funding 
frameworks to determine if they are being 
targeted appropriately. In addition, it is cru-
cial that any planned action in response to 
these recommendations involves meaningful 
consultation with key stakeholders operating 
at the service delivery level. This dialogue 
must include Aboriginal communities and 
commence from the initial planning stage 
through to implementation to ensure max-
imum benefit is achieved throughout each 
community. As Aboriginal communities are 
most affected by any proposed recommen-
dations or consequent changes, failure to 
properly consult within a holistic framework 
of health as defined by the Aboriginal com-
munity will limit the intended outcomes.

The recommendations are listed under the 
following categories:

Policy development and funding

•	 Provide incentive grants to cover ini-
tial implementation costs for Aboriginal 
community-controlled health services 
seeking to establish needle and syringe 
programs.
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•	 Review existing performance measures 
and reporting requirements for those 
services that provide needle and syringe 
programs to Aboriginal communities.

•	 Target an increase in the availability of 
sterile injecting equipment, particularly in 
regional areas of Australia. Strategies to 
achieve this goal may vary between com-
munities and may include: the placement 
of syringe vending machines; enhance-
ments to Aboriginal community-controlled 
health service funding; additional outreach 
mobile services; and additional support for 
pharmacy and hospital-based needle and 
syringe programs.

•	 In consultation with the Aboriginal com-
munity, design and implement a new 
policy structure for Aboriginal community-
controlled health service delivery which 
focuses on the harm reduction framework 
used within the drug treatment sector and 
which encompasses the interrelated social 
dimensions of the individual, the family 
and the community.

•	 Fund a site trial of Aboriginal-specific 
detoxification services within (or in part-
nership with) the community-controlled 
health sector.

•	 Establish a trial needle and syringe pro-
gram in an Australian prison to enable 
access to harm reduction services already 
provided in the general community.

•	 Increase funding for the community-
controlled health sector, in particular 
Aboriginal medical services, to enable 
greater education and training for, and 
provision of, needle and syringe programs.

Data collection

•	 Consistent with the National Drug Strat-
egy Household Survey, hold the National 
Drug Strategy Household Survey: Urban 
Aboriginal and Torres Strait Islander Peo-
ples Supplement triennially and expand it 
to include inner and outer regional areas 
of Australia.

•	 Expand the National Aboriginal and 
Torres Strait Islander Health Survey and 
the National Aboriginal and Torres Strait 
Islander Social Survey to include ques-
tions specifically relating to injecting drug 
use, including separate reporting on each 
injecting practice, and to include rural and 
remote communities in survey sampling.

•	 Develop a minimum data set for drug and 
alcohol services and Aboriginal community-
controlled health services regarding Abor-
iginal injecting drug use to ensure con-
sistency and to enable comparability of 
data collected.

•	 Implement improvements across data sets 
in the recording of Aboriginal status from 
all mainstream health service clients.

•	 Collect data in accordance with national 
Aboriginal health information guidelines, 
with particular emphasis on: consulta-
tion with Aboriginal communities on the 
design of relevant questions; and custo-
dianship of data in relation to control, 
access, ownership and usage.

•	 Collect data that are outcome-focused 
and not used solely for the purposes of 
meeting funding requirements.



In
je

ct
in

g 
dr

ug
 u

se
 a

nd
 a

ss
oc

ia
te

d 
ha

rm
s 

am
on

g 
Ab

or
ig

in
al

 A
us

tr
al

ia
ns

xvi

Service responses

•	 Promote a harm reduction framework 
within Aboriginal community-controlled 
health services supported by a workforce 
development strategy that builds capacity 
and capability in this area.

•	 Provide intensive support to Aboriginal 
community-controlled health services 
in the start-up phase of establishing a 
needle and syringe program including: 
assistance with operational planning in 
line with current risk and accreditation 
processes; policy development; work-
force education and training; and finan-
cial resources.

•	 Implement organisational policy in main-
stream health services (including detox 
and residential rehabilitation) which cov-
ers: cultural sensitivity training for all 
staff; support for Aboriginal staff; and 
ongoing monitoring and evaluation proc-
esses. This step must involve a high degree 
of consultation with the Aboriginal com-
munity to allow input into planning and 
evaluation.

Workforce development

•	 Build the capacity of the Aboriginal work-
force through establishment of a national 
network of Aboriginal workers in alcohol 
and other drugs services.

•	 Ensure consistency in approaches to in-
vestment in the Aboriginal sexual health 
workforce across all jurisdictions. This 
may include the provision of education, 
training and support for Aboriginal health 
workers primarily engaged in the deliv-
ery of services in sexual and blood-borne 
virus health as an interim measure while 
a national strategy for alcohol and other 
drug services is in development.

•	 Provide training in the harm reduction 
sector in the form of a nationally accred-
ited and standardised program.

•	 Support the National Aboriginal Health 
Worker competencies training package 
to enable inclusion of drugs and alco-
hol as an elective subject to enhance the 
workforce within Aboriginal community-
controlled health services.

•	 Develop and deliver additional educa-
tional resources, greater support and 
cultural sensitivity training for all staff 
to assist Aboriginal staff retention and 
hence skills enhancement.

•	 Provide cultural competency training to 
all health care workers in mainstream 
health services.
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1. Introduction
The Australian National Council on Drugs 
(ANCD) commissioned Anex and the National 
Aboriginal Community Controlled Health 
Organisation (NACCHO) Inc. to conduct a 
project entitled Injecting Drug Use and Asso-
ciated Harms among Aboriginal Australians. 
The project is based on recommendations 
made by the National Indigenous Drug and 
Alcohol Committee (NIDAC), which reports 
to the ANCD on drug and alcohol problems 
and associated harms in Aboriginal commu-
nities nationally.

1.1 Background
A brief compiled in May 2008 by the ANCD 
noted that alcohol continued to be the 
primary drug of concern for Aboriginal Aus-
tralians. However, Aboriginal people who 
inject drugs were a small but significant 
group that was particularly vulnerable for 
a range of largely unidentified and poorly 
documented reasons.

The harms associated with injecting drug 
use for Aboriginal Australians were not reli-
ably reported. Unsafe injecting practices were 
of concern because of the increased risk in 
transmitting and acquiring blood-borne vi-
ruses such as human immunodeficiency virus 
(HIV), hepatitis C and bacterial infections.

The brief specified that the ANCD was partic-
ularly interested to obtain ‘an understanding 
of the dimensions and characteristics of 
Indigenous injecting drug use and its asso-
ciated harms, including gaps in knowledge, 
and whether there are specific issues that 
exist for Indigenous people’.

The brief noted that the report from the 
project needed to identify key issues associ-
ated with Aboriginal injecting drug use. Also, 
the report should describe current knowledge 
about injecting drug use among Aboriginal 
Australians and discuss the implications of 
this information, including consideration of: 

•	 gaps in knowledge and responses

•	 opportunities available to improve services

•	 priority areas to target.
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1.2 Approach to the project
Anex partnered with the National Aboriginal 
Community Controlled Health Organisation 
(NACCHO), merging the expertise of two 
national bodies in harm reduction and Abor-
iginal health, respectively. This partnership 
represents an important linkage between 
the two sectors and has ensured a compre-
hensive, consultative and culturally sensitive 
approach to the project.

1.2.1 Project aim and 
methodology

The primary aim of the project was to record 
a national picture of injecting drug use 
among Aboriginal Australians in order to 
compile the necessary evidence to inform 
future work. This task included identifying 
gaps in the available evidence.

The project comprised three major phases. 
These were:

•	 Phase 1: Literature review

•	 Phase 2: Consultations with key inform-
ants across Australia

•	 Phase 3: Consolidation of this informa-
tion into a final report.

A Project Reference Group was convened to 
provide direction and guidance to the project 
team and to provide input into the design 
of project tools, consultation processes, and 
deliverables including development and 
analysis of the project findings and report.

A project plan was developed, coupled with 
standard project management tools such 
as risk and issues registers, communica-
tion protocols and Participant Information 
Statements. Further, advice was sought from 

NACCHO and members of the Project Refer-
ence Group regarding ethical and consulta-
tive practices when undertaking research in 
Aboriginal communities.

Given the project’s primary aim, some of 
the outcomes of this project were directly 
affected by the quality of the available data. 
As this project was not established to pro-
vide empirical data collection on injecting 
drug use among Aboriginal Australians in 
various communities across Australia, this 
report does not provide an authoritative 
review of the number of people who inject 
drugs or of the types of drugs being used 
and a comparison to non-Aboriginal drug 
use. The barriers and difficulties associated 
with the project methodology are further 
outlined in the method section. However, 
every attempt was made in reviewing the 
available literature to capture current and 
relevant research in this field.

1.2.2 Literature review

A comprehensive literature review was con-
ducted as Phase 1 of the project. The litera-
ture review focused on Australian research, 
as well as the literature obtained from Aus-
tralian organisations and services working 
in the field, such as internal and external 
reports both published and unpublished, 
information obtained from the community 
consultations undertaken by NIDAC through-
out Australia and other relevant research. 
This review examined and analysed litera-
ture regarding the prevalence of injecting 
drug use in Aboriginal communities, types 
of drugs injected, associated harms, barriers 
to access, and harm reduction services cur-
rently available. The review considers litera-
ture from 19952 to mid-2009.

2	 One article from 1994 was included in this review because it was referred to in numerous articles 
and reports, and may be considered one of the seminal articles attempting to document the 
prevalence of injecting drug use among Aboriginal Australians.
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International literature from Canada and 
New Zealand was also included where 
relevant and with consideration of the trans-
ferability of the information to the Australian 
Aboriginal context. The full literature review 
can be viewed in Chapter 3.

1.2.3 Key informant consultations

The second phase of the project involved 
consultation with key informants across 
Australia. The project partners recognise 
that there is a high degree of accumulated 
wisdom and expertise among individuals 
and organisations that are often not docu-
mented. In this context, we included oral 
tradition, anecdotal evidence and discussions 
for follow-up and aligned these with exist-
ing literature where particularly relevant. The 
purpose of service provider consultations was 
to identify and document this knowledge in 
relation to injecting drug use among Abor-
iginal Australians.

The consultation plan was developed in con-
junction with the Project Reference Group 
and was informed by the findings of the 
literature review. Face-to-face interviews 
were conducted with key informants in each 
Australian capital city and in some regional 
areas. Other interviews were conducted by 
telephone. Interviews were semi-structured, 
open-ended and conducted with both indi-
viduals and groups. The consultations aimed 
to explore more deeply the themes, issues, 
opportunities and gaps in knowledge iden-
tified in the literature.

A broad range of key stakeholders, groups 
and organisations was consulted from across 
Australia including:

•	 Aboriginal community-controlled health 
services and other Aboriginal health services

•	 drug user advocacy organisations

•	 NSP services

•	 mainstream health services

•	 research organisations, and

•	 drug and alcohol treatment services.

Forty-five key informants were consulted 
during this phase of the project.

Aboriginal people who inject drugs were not 
interviewed, as it was not within the scope of 
this project. The intent of the project was to 
record service provision to Aboriginal people 
who inject drugs and identify related issues 
for service providers that may impact on their 
capacity or capability to effectively meet the 
needs of Aboriginal people who inject drugs.

1.2.4 Analysis

Notes and transcripts from the key informant 
interviews were analysed for common themes 
and issues. The outcomes of this process are 
presented in Chapter 4. The data from key 
informant interviews were combined and a 
qualitative analysis was undertaken using the 
data package Nvivo 8.
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A number of themes emerged during the key 
informant interviews, which were categorised 
according to the key areas on which we were 
required to report:

Gaps in knowledge and responses

•	 data — including data collection, sample 
sizes, national data sets, purpose of data 
and quality of data

•	 policy — frameworks and structures

•	 Aboriginal drug use — including issues of 
stigmatisation, denial and shame, drug 
types used, rates of use

•	 research — including barriers to under-
taking research, ethics approval, funding, 
health economics research, Aboriginal 
researchers.

Opportunities available to improve services

•	 service delivery — including accessing 
sterile injecting equipment, confidential-
ity issues, Medicare rebates, service models 
and workforce.

Priority settings/populations

•	 geographical location, prisoners, dual-
diagnosis and comorbidity, men who have 
sex with men, sex workers, and homeless 
and displaced people.

Names of those interviewed as well as other 
identifying details have been changed or 
removed to ensure anonymity.

1.2.5 Methodological limitations

Limitations inherent in the methodology 
employed include the following.

•	 A limited number of key informants were 
interviewed due to budget constraints. As 
a result, the project was restricted to con-
sulting 45 key informants, the majority 
of whom work in Australian capital cities 
rather than in rural or remote settings. 
It should be noted, however, that some 
of these informants had previous experi-
ence in rural and remote settings. There-
fore, analysis of the findings has been 
undertaken at a thematic level due to the 
sample size.

•	 Aboriginal people who inject drugs were 
not interviewed as part of this project. 
Although research undertaken with Abor-
iginal people who inject drugs was in-
cluded in the literature review, consulting 
with Aboriginal people who inject drugs 
was not within the scope of this project.

•	 Only qualitative data were collected. 
While the literature reviewed did include 
quantitative data, the review found lim-
ited accurate quantitative data on this 
topic. As noted above and discussed fur-
ther in the report, an empirical data col-
lection exercise was not within the scope 
of this project. The lack of good quan-
titative data makes the triangulation of 
data difficult.
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2. Context
This section highlights the major factors 
that contribute to poor health outcomes 
for Aboriginal Australians. The Aboriginal 
population lags behind the rest of the Aus-
tralian population in all major socioeconomic 
indicators while also faring poorly in mor-
bidity and mortality rates when compared 
to non-Aboriginal Australians. Aboriginal 
Australians who inject drugs are particularly 
vulnerable to poor health, including general 
health problems, vulnerability to blood-borne 
viruses, and mental health issues. These 
health outcomes impact on employment, 
education and housing. A range of social 
and structural influences affecting the health 
and wellbeing of Aboriginal Australians is 
discussed below (Mitchell, 2007; Saggers & 
Gray, 2007).

2.1 Aboriginal population 
profile
According to the latest available data from 
the Australian Bureau of Statistics (2008), 
Population Characteristics: Aboriginal and 
Torres Strait Islander Australians, in 2006, 
there were 517 200 Aboriginal people living 
in Australia, making up 2.5 per cent of the 
total Australian population. Thirty-one per 
cent of Aboriginal Australians lived in major 
cities, 45 per cent lived in regional areas, and 
24 per cent lived in remote and very remote 
areas (Australian Bureau of Statistics, 2008a).

The Aboriginal population is significantly 
younger compared to the non-Aboriginal 
population. The 2006 Australian census 
revealed that 38 per cent of the Aboriginal 

0–4
5–9

10–14
15–19
20–24
25–29
30–34
35–39
40–44
45–49
50–54
55–59
60–64
65–69
70–74
75+

Non-Indigenous
Indigenous

01234567 76543210

Males % Females %

Figure 1: Estimated resident population by age group and Indigenous status, 2006

Source: Australian Bureau of Statistics, Experimental Estimates of Aboriginal and 
Torres Strait Islander Australians, June 2006 (Australian Bureau of Statistics, 2008a)
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population were aged less than 15 years 
(compared with 19 per cent of the non-
Aboriginal population); 19 per cent were aged 
15–24 years (compared with 14 per cent) 
and 3 per cent were aged 65 years and over 
(compared with 13 per cent). The different 
age profiles between Aboriginal and non-
Aboriginal Australians highlight the higher 
rates of fertility and shorter life expectancy 
among the Aboriginal population (Australian 
Bureau of Statistics, 2008a).

A comparison of the age of Aboriginal and 
non-Aboriginal Australians is provided in 
Figure 1.

Aboriginal people have a significantly lower 
life expectancy than non-Aboriginal Aus-
tralians. The Australian Bureau of Statistics 
estimates that Aboriginal males born in the 
period 2005–07 are expected to live approxi-
mately 66.9 years (compared to 78.7 years for 
non-Aboriginal males). In the same period, it 
is estimated that Aboriginal females will live 
to approximately 72.6 years (compared to 
82.6 years for non-Aboriginal females) (Aus-
tralian Bureau of Statistics, 2008b; 2008c).

2.2 Social determinants 
of health

I have come to realise health is not de-
pendent on the physical wellbeing of 
individuals. It is also dependent on key 
indicators such as education, financial 
status, adequate housing, sanitation, 
diet, and access to a range of goods and 
services. When considering health, you 
need a model that has a focus on struc-
tural inequalities, not just a focus on 
personal stories of misfortune. Also you 
need a model that acknowledges a his-
tory of oppression and dispossession, and 
a history of systematic racism. (Lowitja 
O’Donoghue, 2007, p. xxii).

The social determinants of health are the 
circumstances, including the health sys-
tem, in which people are born, live, age and 
work. These situations are dependent on the 
allocation of wealth, resources and power 
at local, national and global levels (World 
Health Organization, n.d.). Socioeconomic 
positioning, most often calculated through 
a comparison of income, employment and 
education levels, is often cited as the main 
social determinant of health. However, other 
factors include housing, food, social sup-
ports, gender and ethnicity (Saggers & Gray, 
2007) as well as social and emotional well-
being, and cultural differences and disem-
powerment. These social determinants of 
health contribute towards health inequalities 
present within and among countries (World 
Health Organization, n.d.).

According to Walter and Saggers, Aboriginal 
Australians ‘experience one of the highest 
levels of health inequality suffered by any 
group in contemporary, developed society’ 
(Walter & Saggers, 2007, p. 87). Tradition-
ally the explanation given for the poor health 
status of Aboriginal Australians has focused 
mainly on individual behaviours such as diet 
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and the use of addictive substances (Baum, 
2007). However, it is becoming increasingly 
apparent that a variety of structural factors 
influences the lives of Aboriginal people, and 
ill-health is rooted in historical, cultural and 
political circumstances (Mitchell, 2007).

For Aboriginal Australians, poor health is 
understood and situated in the context of 
macro-social influences including: the ef-
fects of colonialism; poverty; institutional 
racism; and dispossession from country 
(Saggers & Gray, 2007). For Aboriginal Aus-

tralians, socioeconomic circumstances, cou-
pled with other macro-social factors, re
inforce the divide between Aboriginal and 
non-Aboriginal Australians where Aboriginal 
people lag behind in all major socioeconomic 
indicators (Walter & Saggers, 2007). Table 1 
highlights the significant socioeconomic dis-
parity that exists between Aboriginal and 
non-Aboriginal Australians.

Table 1: Australian Aboriginal and non-Aboriginal socioeconomic comparison 2003, 2005

Socioeconomic indicator
Aboriginala

%

Non-
Aboriginal 

%

Male unemployment rate 22 8

Female unemployment rate 18 7

Proportion employed in manager/administrator or 
professional/associated professional occupations 23 39

Apparent Year 12 retention rate 36 75

Holds Bachelor degree 2 13

Holds post-school qualifications 29 50

Attending post-school institution aged 18–24 years 21 45

Lives in rental accommodation 70 24

Proportion living in households that require an 
additional bedroom 16 3

Unable to raise $2000 within a week for something important 54 14

Proportion of prison inmates 20b 80

a	 Comparative percentages may vary slightly by year.
b	 Imprisonment rate is 16 times higher for the Aboriginal population when compared with the 

non‑Aboriginal population.

Source: Walter and Saggers (2007), p.95.



In
je

ct
in

g 
dr

ug
 u

se
 a

nd
 a

ss
oc

ia
te

d 
ha

rm
s 

am
on

g 
Ab

or
ig

in
al

 A
us

tr
al

ia
ns

8

2.3 Policy context
Within the context of current policy frame-
works for Aboriginal and Torres Strait 
Islander health, the Australian Government 
has identified a number of priorities related 
to the issues discussed in this report. The 
National Strategic Framework for Aboriginal 
and Torres Strait Islander Health, 2003–2013 
outlines several key areas that are specifi-
cally designed to address issues related to: 
data and information; research and knowl-
edge translation; substance use; and harm 
reduction programs, e.g. needle and syringe 
programs. Each of these target areas empha-
sises strategies that encourage a coordinated 
approach between government agencies, 
non-government organisations and Abor-
iginal and Torres Strait Islander communities 
for investment, resourcing, planning, imple-
mentation and monitoring.

Particularly relevant to the findings within 
this report are the strategies around data, 
research and evidence. The objectives are:

•	 improved quality of information and infor-
mation management processes about the 
health of Aboriginal peoples

•	 improved information collection and use 
of information on successful models of 
health-care provision for Aboriginal peoples

•	 greater range and quality of research about 
the health of Aboriginal peoples with a 
focus on interventions to improve health 
outcomes.

Agencies responsible for these strategies are 
the Australian Government Department of 
Health and Ageing (DoHA), the Australian 
Bureau of Statistics, the Australian Institute 
of Health and Welfare, and the National 
Health and Medical Research Council. Salient 
points include strategies aimed at ensuring 
Aboriginal community input into strategy 
development and implementation along 
with increased participation and control of 
research and research-funding processes.

Additionally, workforce and sector develop-
ment issues are identified as priorities within 
the framework, with strategies aimed at com-
munity and organisational capacity build-
ing and improvement of infrastructure for 
health professionals working in Aboriginal 
health. Multiple federal government agencies 
are identified as responsible for development 
and implementation of these strategies, in-
cluding DoHA, the Department of Families 
and Community Services, the Department 
of Education, Science and Training, and the 
Department of Employment and Workplace 
Relations (the last two now merged in the 
Department of Education, Employment and 
Workplace Relations).

There are also service plans and frameworks 
within each jurisdiction (e.g. Victoria Depart-
ment of Human Services, Aboriginal Services 
Plan 2008–2010), which outline similar strat-
egies to address these issues. Given the level 
of investment already made at both a federal 
and state level in identifying and planning 
for improvement in these areas, coupled with 
the findings of this report which indicate 
little if any progress has been made in rela-
tion to injecting drug use within Aboriginal 
communities, it is worth asking what actual 
outcomes have been achieved and how we 
can improve the addressing of these issues.
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In reviewing the literature for this project, 
we note that the same issues continue to 
be identified and the same recommenda-
tions continue to be made regarding actions 
by government health and community serv-
ices departments and also by health services. 
These themes mirror those drawn from the 
consultations conducted for this project. 
They include:

•	 greater collaboration between mainstream 
services and ACCHS

•	 development of skills and knowledge in 
the areas of substance use, harm reduc-
tion and cultural sensitivity

•	 investigation into better ways to collect 
and analyse health data for service plan-
ning, delivery and evaluation

•	 greater participation of the Aboriginal 
community, including consumers, serv-
ice providers and peak bodies, in research 
and service planning for Aboriginal health

•	 exploration of good practice service mod-
els and methods to better meet health 
outcomes in the area of substance use 
and harm reduction.

The Council of Australian Governments 
(COAG) more recently acknowledged that, 
despite concerted efforts by successive 
federal, state and territory governments 
to address Indigenous disadvantage, only 
modest improvements have been made in 
outcomes such as education and health, 
while other health indicators have remained 
static or even worsened (Council of Aus-
tralian Governments, 2008). Even in those 
areas where there have been improvements, 
the outcomes for Aboriginal Australians 
remain far short of the outcomes for non-

Aboriginal Australians. To close the gap in 
Aboriginal disadvantage, COAG has commit-
ted to making significant reforms in order to 
address six specific targets:

1.	 Closing the life expectancy gap within 
a generation

2.	 Halving the gap in mortality rates for 
Indigenous children under five years old 
within a decade

3.	 Ensuring all Indigenous four-year-olds in 
remote communities have access to early 
childhood education within five years

4.	 Halving the gap for Indigenous students 
in reading, writing and numeracy within 
a decade

5.	 Halving the gap for Indigenous stu-
dents in Year 12 attainment or equiva-
lent attainment rates by 2020

6.	 Halving the gap in employment out-
comes between Indigenous and non-
Indigenous Australians within a decade.

As part of the Closing the Gap initiative, a 
National Partnership Agreement has been es-
tablished to address targets set by COAG for 
closing the gap in health outcomes between 
Aboriginal and non-Aboriginal Australians. 
The agreement is centred on five priority 
areas: tackling smoking; providing a healthy 
transition to adulthood; making Aboriginal 
health everyone’s business; delivering effec-
tive primary health-care services; and better 
coordinating the patient journey through the 
health system.
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COAG states that this identified package of 
health reforms is consistent with the evi-
dence, which acknowledges that, to over-
come Aboriginal health disadvantage, a 
holistic life-stage approach is required that 
builds sustainable social change and em-
beds system reform. Further, this proposal’s 
effectiveness will be influenced and sup-
ported by the successful implementation of 
other Aboriginal initiatives including early 
childhood reforms, broader health system 
changes and measures to address the un-
derlying social determinants of poor health. 
In addition, this initiative will support life-
style changes by individuals, families and 
communities (Council of Australian Govern-
ments, 2009, p. 4).

In this agreement, initiatives are outlined 
under the following five priority areas:

•	 Preventive health: to reduce the factors 
that contribute to chronic disease through 
effective anti-smoking campaigns and in-
tegrated alcohol, drug and mental health 
services

•	 Primary health care: to significantly ex-
pand access to and coordination of 
comprehensive, culturally secure primary 
health care, allied health services and re-
lated services

•	 Hospital and hospital-related care: to 
deliver better clinical outcomes through 
quality, culturally secure hospital and 
hospital-related services that include reha-
bilitation, allied health care and transition 
care case management

•	 Patient experiences: to ensure access 
by Aboriginal and Torres Strait Islander 
people to comprehensive and coordi-
nated health care, provided by a cultur-
ally competent health workforce within a 
broader health system that is accountable 
for Aboriginal health needs, in genuine 
partnership with the people and com-
munities they target; and to build serv-
ice reach and influence to re-engage the 
most vulnerable Aboriginal people into 
mainstream and targeted health services

•	 Sustainability: to increase the number of 
Aboriginal and Torres Strait Islander peo-
ple in the health workforce; to reform and 
improve the supply of the health work-
force generally, including the adoption 
of complementary workplace reforms; 
to create sustainable program and fund-
ing models; to measure performance and 
ensure that services are responsive both 
to national targets and local community 
needs (Council of Australian Governments, 
2009, pp. 5–6).
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3. Literature review
3.1 Introduction
The literature review involved searching both 
peer-reviewed and non-peer-reviewed litera-
ture from 19953 to mid-2009. Peer-reviewed 
literature was sourced from the following 
databases: Medline, CINAHL, Meditext, Psyc
Info, ATSIhealth and the Cochrane Library 
using combinations of the following search 
terms:

Table 2: Search terms used

Search term Boolean Search term

Substance use

Substance 
abuse

Substance-
related 
disorder

Injecting 
drug use

Intravenous 
drug use

Street drugs

AND Aboriginal

Indigenous

Maori

Native Indian

First Nations

The non-peer-reviewed literature search 
formed an integral part of this review be-
cause many community groups and orga
nisations have conducted a considerable 
amount of research in attempting to identify 
and address Aboriginal substance use issues. 
Non-peer-reviewed literature was sourced 
by accessing the websites of the following 

organisations and research centres, several of 
which have compiled comprehensive refer-
ence lists pertaining to Aboriginal substance 
use and Aboriginal injecting drug use:

•	 Australian Indigenous Health InfoNet

•	 National Centre in HIV Social Research 
(NCHSR)

•	 National Centre in HIV Epidemiology and 
Clinical Research (NCHECR)

•	 National Drug Research Institute (NDRI)

•	 Australian Government Department of 
Health and Ageing (DoHA)

•	 Office for Aboriginal and Torres Strait 
Islander Health (OATSIH)

•	 Australian Institute of Health and Wel-
fare (AIHW)

•	 Australian National Council on Drugs 
(ANCD)

•	 National Indigenous Drug and Alcohol 
Committee (NIDAC), and

•	 State health and human services depart-
ments.

To further ensure the comprehensiveness of 
the literature search, the reference lists of 
key articles and reports were cross-referenced 
to identify additional relevant articles that 
may have been missed through other search 
strategies. By combing both search strategies, 
no additional articles were identified in the 
reference lists.

3	 One article from 1994 was included in this review because it was referred to in numerous articles 
and reports, and may be considered one of the seminal articles attempting to document the 
prevalence of injecting drug use among Aboriginal Australians.
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Articles and reports were identified that were 
not relevant and were therefore excluded 
from the review. Several criteria were used 
to inform the decision to include or exclude 
an article. Articles were excluded if they:

•	 focused specifically on the use of one 
substance, which was not being admin-
istered via injection or which did not dis-
cuss illicit substance use in general

•	 addressed specific harms, risk factors or 
determinants that are associated with 
injecting drug use, but did not discuss 
injecting drug use; for example, articles 
regarding only blood-borne viruses and 
articles discussing suicide or self-harm 
which did not discuss the association with 
injecting drug use

•	 did not answer at least one of the ques-
tions posed in this literature review

•	 related to injecting drug use among Indi
genous peoples in Canada or New Zealand 
but addressed prevalence only or did not 
discuss responses to the associated harms

•	 used the term ‘indigenous’ as a way of de-
scribing peer education, rather than eth-
nicity (i.e. indigenous to the street drug 
scene or to a cluster or network of users).

Based on this search strategy, over 2000 arti-
cles and reports were identified. Using the 
exclusion criteria above, 151 were included 
in this review (including 14 from Canada and 
six from New Zealand). The literature was 
reviewed from the following perspectives:

•	 prevalence of injecting drug use

•	 patterns of drug use

•	 injecting drug use in different settings

•	 gender and age differences

•	 associated harms, and

•	 service responses.

3.1.1 Overview of key studies on 
Aboriginal injecting drug use

Through the literature search, several key 
studies were identified that examined inject-
ing drug use, and other illicit drug use in 
some cases, among Aboriginal Australians. 
These studies are considered seminal studies 
for the purposes of this report; they address 
all or most of the key issues covered within 
this literature review and include a variety 
of data sources or methods of data collec-
tion. Table 3 provides a brief overview of 
each of the studies, as they will be referred 
to continually throughout the remainder of 
this document.
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Table 3: Summary of key research identified

Study (Author) Year Methods Sample Sample size

NDSHS: Urban 
Aboriginal and 
Torres Strait 
Islander Peoples 
Supplement — 
national

(AIHW, 1995)

1994 Cross-sectional 
random selection 
of Aboriginal 
households in 
cities over 1000

Random sample of 
Aboriginal household 
residents, general 
Aboriginal population

2993

NATSISS/
NATSIHS — 
national

(ABS, 2004a; 
2006; 2009)

2002

2005

2008

Triennial

Cross-sectional 
random sample 
of Aboriginal 
households based 
on census

Self-selected 
individuals in non-
remote areas who 
agree to complete 
substance use form, 
general Aboriginal 
population

10 000+ 
(total)

80% 
response rate 
to substance 
use form for 
those in non-
remote areas

IDRS — national

(Black et al., 
2008)

2007

Annual

Cross-sectional 
interviews with 
regular IDUs

Convenience sample of 
regular IDUs recruited 
from a variety of 
locations, primarily 
urban, general IDU 
population

909

15% (137) 
identify as 
Aboriginal or 
Torres Strait 
Islander

ANSPS 

(Buddle et al., 
2003; Iversen 
et al., 2008; 
2010)

Annual Cross-sectional 
interviews with 
IDUs at NSPs

Convenience sample 
of IDUs recruited at 
NSPs, primarily urban, 
general IDU population

1912

11%  (210) 
identify as 
Aboriginal or 
Torres Strait 
Islander

Numerous 
locations

(Coupland 
et al., 2005)

2004–
05

Semi-structured 
interviews and 
focus groups 
with Aboriginal 
IDUs in six urban 
and non-urban 
sites around 
Australia

Convenience sample 
recruited through the 
member organisations 
of two national peak 
bodies – AIVL and 
AFAO, Aboriginal IDU 
population

70
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Study (Author) Year Methods Sample Sample size

New South 
Wales

(Perkins et al., 
1994)

1994 Cross-sectional 
interviews 
with members 
of Aboriginal 
households

Random sample of 
Aboriginal households 
in two NSW 
communities, based on 
census of Aboriginal 
households in NSW, 
general Indigenous 
population

531

Western 
Australia

(Gray et al., 
2001)

2000–
01

Examination 
of prevalence 
indicators, 
semi-structured 
interviews with 
Aboriginal IDUs 
and others

Convenience sample 
of IDUs recruited at 
a variety of locations 
and snowballing in 
5 different cities/ 
towns, Aboriginal IDU 
population

Perth: 42

Broome: 0

Geraldton: 15

Kalgoorlie: 2

Bunbury: 15

= 74

Australian 
Capital 
Territory

(Dance et al., 
2004)

2002–
04

Semi-structured 
interviews with 
Aboriginal or 
Torres Strait 
Islander illicit 
drug users

Convenience sample 
of illicit drug users 
recruited through 
various agencies 
and word of mouth, 
Aboriginal IDU 
population

95 Total

54 IDU 

Victoria, 
Melbourne 
mainly

(Edwards et al., 
1998)

1995–
99

Semi-structured 
interviews and 
focus groups 
with community 
members, 
including those 
who inject

Recruited through 
networks, word of 
mouth, Aboriginal IDU 
population

About 30 
IDUs

About 30 
others

South 
Australia, 
Adelaide

(Holly & 
Shoobridge, 
2004)

2001 Rapid assessment 
procedures 
involving semi-
structured 
interviews with 
key consultants 
and Aboriginal 
IDUs

Convenience sample 
recruited through peer 
interviewers and word 
of mouth, Aboriginal 
IDU population

307 
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3.2 Prevalence of injecting 
drug use 
There are very few studies that have explic-
itly attempted to assess the prevalence of 
injecting drug use among Aboriginal Austral-
ians at a national level. A review of existing 
data sources on drug use among Aboriginal 
Australians revealed that there are over 44 
different national and regional data sources 
(Australian Institute of Health and Welfare, 
2006). However, in spite of the number of 
data sources, the data do not provide a 
meaningful picture regarding substance use 
among Aboriginal Australians (Australian 
Institute of Health and Welfare, 2006).

A study undertaken to estimate the preva-
lence of drug use among Aboriginal Austral-
ians was conducted by AIHW in 1994 as a 
supplement to the National Drug Strategy 
Household Survey (NDSHS) (Australian In-
stitute of Health and Welfare, 1995). The 
National Drug Strategy Household Survey is 
conducted every three years, using a random 
sample of Australian households, to monitor 
substance use among Australians aged 14 
years and older. The supplemental survey, 
Urban Aboriginal and Torres Strait Islander 
Peoples Supplement, was conducted because 
the sampling strategy used for the larger 
survey does not yield sufficient data on 
Aboriginal households to allow for separate 
analysis of the findings (Australian Institute 
of Health and Welfare, 1995). While this sur-
vey is one of the most comprehensive studies 

Study (Author) Year Methods Sample Sample size

South 
Australia, 
Lower Murray

(Shoobridge et 
al., 2000)

1997 Rapid assessment 
procedures 
involving semi-
structured 
interviews with 
key consultants 
and Aboriginal 
IDUs

Convenience sample 
recruited through 
various locations, 
Indigenous IDU 
population

25

Northern 
Territory, 
Darwin only

(Roberts & 
Crofts, 2000)

1998 Repeat cross-
sectional study 
involving survey 
and interview of 
IDUs

Convenience sample 
of NSP service users, 
general IDU population

July: 129

Oct: 121

14% identify 
as ATSI

=18/17

Queensland, 
Brisbane only

(Larson et al., 
1999)

1996 Cross-sectional 
interviews with 
Aboriginal IDUs

Convenience sample 
recruited by peer 
interviewers, Aboriginal 
IDU population

77

Tasmania — — — —
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undertaken to estimate the prevalence of licit 
and illicit substance use, including injecting 
drug use, the supplemental survey in Abor-
iginal Australians has never been repeated.

This supplement, now out of date, found 
that 3 per cent of the respondents had 
injected drugs in their lifetime and 2 per cent 
reported current use (Australian Institute of 
Health and Welfare, 1995). By comparison, 
in the same year, 2 per cent of the general 
population reported ever injecting drugs and 
0.5 per cent reported current use (Australian 
Institute of Health and Welfare, 1995). This 
finding suggests a higher prevalence of 
injecting drug use in Aboriginal communities 
compared to that in the general population 
at that time.

More recent iterations of the NDSHS do not 
report separately on Aboriginal substance 
use. However, Putt and Delahunty (2006), 
in a review of the literature on the extent 
of illicit drug use among Aboriginal Austral-
ians, report that the 2004 NDSHS revealed 
much higher rates of lifetime and recent 
use of illicit substances among Aboriginal 
respondents. They do not report on inject-
ing drug use specifically, but, excluding 
cannabis, nearly 12 per cent of Aboriginal 
respondents had used illicit substances in 
the previous 12 months, compared with 8 
per cent of the general population (Putt & 
Delahunty, 2006). The most commonly used 
substances after cannabis were ecstasy, am-
phetamines and analgesics for non-medical 
purposes (Australian Institute of Health and 
Welfare, 2005).

The first National Aboriginal and Torres Strait 
Islander Health Survey (NATSIHS) was con-
ducted in 2005 and provides more recent 
data. The substance use form, which is com-
pleted separately from the health survey, is 
implemented only in non-remote areas, and 
is voluntary (Australian Bureau of Statistics, 

2006). Eighty per cent of the NATSIHS re-
spondents who were eligible to complete the 
substance use form (i.e. those in non-remote 
areas) answered the substance use questions 
(Australian Bureau of Statistics, 2006). The 
data show that 28 per cent reported illicit 
substance use in the past 12 months (Aus-
tralian Bureau of Statistics, 2006). The most 
commonly reported illicit substances were 
cannabis (23%), amphetamines (7%) and 
analgesics and sedatives for non-medical 
use (6%) (Australian Bureau of Statistics, 
2006). Respondents were not asked specifi-
cally about injecting drug use, nor about the 
method of administration of the substances 
for which use was reported (Australian Bu-
reau of Statistics, 2004).

The National Aboriginal and Torres Strait 
Islander Social Survey (NATSISS) is also con-
ducted every six years and alternates with 
each of the NATSIHSs. The results from the 
NATSISS conducted in 2002 show some-
what lower rates of overall illicit substance 
use in the previous 12 months at 23.5 per 
cent. Cannabis was the most commonly 
reported illicit drug, followed by ampheta-
mine use at 4.7 per cent. In this survey, a 
greater proportion of NATSISS respondents 
who were eligible to complete the substance 
use form did so, with 93 per cent of those 
in non-remote areas completing the ques-
tions (Australian Bureau of Statistics, 2004a).

The most recent NATSISS was conducted in 
2008 and covered remote and non-remote 
areas. The most commonly reported drugs 
ever used (32.5%) and used in the previ-
ous 12 months (15.5%) were categorised as 
‘marijuana, hashish, cannabis’. In terms of 
drugs that are commonly injected through-
out Australia, as evidenced by the annual 
NSP surveys, the 2008 NATSISS found that 
‘amphetamines/speed’ were ‘ever used’ by 
9.9 per cent of respondents and ‘used’ by 3.6 
per cent of respondents in the previous 12 
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months. Painkillers/analgesics, which figure 
prominently as an injectable illicit drug, par-
ticularly in the Northern Territory and Tas-
mania, were ‘ever used’ by 6.7 per cent and 
were ‘used’ by 4.1 per cent of respondents 
in the previous 12 months. This extensive 
survey did not produce data on the most 
commonly injected illicit drug in Australia, 
heroin.

It should be noted that the prevalence of 
the use of other drugs that may be injected 
is not reported separately in either NATSISS 
or NATSIHS. The rates were thought to be 
too low to be considered reliable and there-
fore the use of the data and the ability to 
draw generalisations from them are question-
able (Australian Bureau of Statistics, 2006; 
2004a).

Although not national in scope and dated, 
a study was conducted in two communities 
in New South Wales to estimate the preva-
lence of substance use based on a random 
sample of Aboriginal households (Perkins et 
al., 1994). The study examined the use of 
alcohol, tobacco, marijuana, cocaine, heroin 
and petrol sniffing. The authors found that 
the prevalence of alcohol use was lower than 
that in the general population, although a 
larger proportion of those who did use alco-
hol did so at a more harmful level. They 
also found that the prevalence of smoking 
tobacco and cannabis was much higher than 
within the general population. With respect 
to heroin use, they found a prevalence of 
lifetime use of 6 per cent.

Interestingly, this study also found signifi-
cant differences in the prevalence of drug 
use across the two communities that were 
included. For example, in Community A, life-
time use of heroin was 12 per cent compared 
to 1 per cent in Community B, and lifetime 
use of cocaine was 9 per cent compared to 2 
per cent, respectively. The authors conclude 

that while the prevalence of heroin use is 
significantly higher than that in the general 
population, there may also be significant dif-
ferences across communities and settings. As 
such, generalisations from community level 
samples of Aboriginal people to the broader 
Australian setting are not appropriate (Perkins 
et al., 1994).

It is clear from these studies that there are 
several challenges in attempting to assess 
the prevalence of injecting drug use among 
Aboriginal Australians. The relatively small 
population of Aboriginal people in Aus-
tralia means that it is difficult to obtain a 
large enough sample to allow for a separate 
analysis of the data related to Aboriginal 
respondents (Putt & Delahunty, 2006).

The illegal nature of injecting drug use also 
presents a challenge to reliable assessment 
of its prevalence, due to a reliance on self-
identification as a person who injects drugs. 
This is true in the general population, but 
may be further confounded in the Aboriginal 
population, who may experience distrust 
of government and research bodies due 
to historical precedents (VicHealth, 2000). 
Furthermore, the shame and stigma that 
may be associated with injecting drug use 
present challenges to accessing people who 
inject drugs. As a result, people who inject 
drugs may not self-identify, and responses 
to questions pertaining to injecting drug use 
practices may not be wholly reliable (Edwards 
et al., 1998; Meyerhoff, 2000). Within Abor-
iginal communities, people who inject drugs 
may hide their use from family or community, 
or may become isolated from the community 
(Edwards et al., 1998), and therefore may be 
even more difficult to access.
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3.2.1 Indicators of Aboriginal 
injecting drug use

Other than prevalence estimates based on 
self-reported injecting drug use in national 
surveys (as discussed above), there are sev-
eral other data sources referred to in the 
literature which provide information about 
injecting drug use in Aboriginal Australians. 
Information from these sources includes:

•	 demographic characteristics of those sur-
veyed about substance use monitoring and 
surveillance studies (e.g. National Drug 
Strategy Household Survey; Australian 
Needle and Syringe Program Survey)

•	 hospital admissions for drug-related con-
ditions (other than alcohol or tobacco)

•	 hepatitis C and other blood-borne virus 
notifications

•	 treatment participation

•	 community perceptions

•	 police arrests for drug-related crime and 
prison-based surveys.

Several studies explore the likelihood that 
injecting drug use is more prevalent among 
Aboriginal Australians than in the general 
Australian population.

One study in Western Australia, which focused 
on Aboriginal people in five communities 
(Perth, Bunbury, Kalgoorlie, Geraldton and 
Broome), examined hospital admissions, 
hepatitis C notifications and police arrest 
data (Gray et al., 2001). Changes in these 
three indicators, between approximately 1994 
and 2000 (depending on the availability of 
data), were examined in order to estimate the 
change in prevalence of injecting drug use 
among Aboriginal people in Western Australia 
since the 1994 Urban Aboriginal and Torres 

Strait Islander Peoples Supplement of the 
National Drug Strategy Household Survey 
was conducted. The study found a 122 per 
cent increase in drug-related hospital admis-
sions between 1996 and 2000, including 
opioid-related admissions and drug-related 
psychoses. It also found a substantial increase 
in hepatitis C notifications among Aboriginal 
people between 1993 and 1999, as well as 
increases in the number of Aboriginal people 
charged with drug-related offences and the 
proportion of drug-related offences attrib-
uted to Aboriginal people. Based on the 
study’s analysis, the authors estimate that 
injecting drug use among Aboriginal people 
in Western Australia may have doubled since 
1994. They report that 4.5–6 per cent of 
Aboriginal people in Western Australia over 
the age of 14 have ever injected and that 3–4 
per cent have injected within the past year. 
Based on regional differences in the increases 
in the indicators, the authors estimate that 
the majority (60%) of Aboriginal people who 
inject drugs reside in Perth (Gray at al., 2001).

3.2.1.1 Substance use monitoring and 
surveillance

There are several ongoing studies that moni-
tor trends and patterns in substance use in 
Australia. The National Drug Strategy House-
hold Survey is used to monitor substance use 
in the population as a whole. Two other stud-
ies of note include the Illicit Drug Reporting 
System (IDRS) and the Australian Needle and 
Syringe Program Survey (ANSPS). These stud-
ies, conducted annually, attempt to monitor 
trends more closely within the population 
of people who inject drugs and, for ANSPS, 
those people who inject drugs who access 
needle and syringe programs (NSPs). The IDRS 
focuses specifically on heroin, methampheta-
mine, cocaine and cannabis use in Australia 
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(Black et al., 2008). The ANSPS monitors the 
risks and harms associated with injecting drug 
use (IDU) specifically (Iversen et al., 2008). 
Both studies may provide an indication of 
issues related to Aboriginal IDU. However, it 
is important to note that both studies make 
use of convenience samples and therefore 
may not be considered representative of all 
people who inject drugs.

In the most recent iteration of the IDRS, 15 
per cent of the total sample of 909 self-
identified people who inject drugs regularly 
also identified as Aboriginal or Torres Strait 
Islander (Black et al., 2008). The number in 
each state and territory was: 24 per cent in 
New South Wales; 24 per cent in Queens-
land; 21 per cent in the Northern Territory; 
14 per cent in Tasmania; 11 per cent in 
the Australian Capital Territory; 9 per cent 
in South Australia; 7 per cent in Western 
Australia; and 5 per cent in Victoria (Black 
et al., 2008). This may be an indication of 
a higher prevalence of injecting drug use 
among Aboriginal Australians in some areas, 
or it may simply represent more effective 
engagement and recruitment of Aboriginal 
people who inject drugs in areas of higher 
prevalence. It is interesting to note the rela-
tively high proportion of Aboriginal people 
who inject drugs in Tasmania, where there is 
otherwise a lack of research on injecting drug 
use within this community (see Table 3).

In the 2007 ANSPS, 11 per cent of more 
than 1900 NSP service users identified as 
Aboriginal or Torres Strait Islander (Iversen 
et al., 2008). This was up from 8 per cent 
in 2003 (Iversen et al., 2008), 8 per cent in 
2001, and 5 per cent in 1995 (Buddle et al., 
2003). The ratio had risen to 12 per cent 

by 2009 (Iversen et al., 2010). Once again, 
the increase in the proportion of Aboriginal 
injecting drug users who were surveyed may 
be indicative of an increase in the prevalence 
of injecting drug use among Aboriginal Aus-
tralians, or it may be related to increased 
engagement and recruitment of Aboriginal 
people who inject drugs through NSPs.

Interestingly, an examination of the Abor-
iginal status of respondents in each state 
and territory shows the proportion of Abor-
iginal and Torres Strait Islander respondents 
ranged from none in the Australian Capi-
tal Territory to 97 per cent in the Northern 
Territory in 2007 (Buddle et al., 2003). How-
ever, these proportions represent an anomaly 
compared with the other states, and likely 
require further investigation. Data collected 
by the Northern Territory AIDS and Hepa-
titis C Council, which provides NSP services 
in Alice Springs and Darwin, suggest that 10 
per cent of the clients of the Northern Terri-
tory AIDS and Hepatitis C Council identify as 
Aboriginal.4 Table 4 presents the number and 
proportion of Aboriginal respondents and 
examines changes over a six-year period. It is 
worth noting that in many cases the number 
of people represented is small.

4	 Personal communication, the Northern Territory AIDS and Hepatitis C Council nurse educator, 
21 November 2008.
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3.2.1.2 Hospital admissions

A study examining data in Western Australia 
on first-time hospital admissions for drug-
related problems from 1980 to 1995 found 
an increase of substance use in general 
among Aboriginal people (Patterson et al., 
1999). This analysis revealed a rapid increase 
in first-time admissions, beginning in 1991, 
and a cross-over in the rates of Aboriginal 
and non-Aboriginal first-time admissions. In 
1980, non-Aboriginal people were admitted 
to hospital at a rate of 16.4 per 100 000 
compared to 9.2 per 100 000 for Aboriginal 
people. While rates had increased in both 
populations by 1995, the difference was 95.5 
per 100 000 compared to 180.7 per 100 000, 
respectively (Patterson et al., 1999).

3.2.1.3 Hepatitis C and other 
blood-borne viruses

The prevalence and incidence of blood-
borne viruses where injecting drug use is a 
risk behaviour may also provide an indica-
tion of injecting drug use among Aboriginal 
Australians. In particular, injecting drug 
use is the main risk behaviour for acquir-
ing hepatitis C. Topp (2007) indicates that 
most infections in Australia (89% of 9700) 
in 2005 were attributed to injecting drug 
use. National hepatitis C notifications data 
reveal that, while Aboriginal people make up 
only 2.4 per cent of the Australian popula-
tion, they account for 8.3 per cent of people 
living with hepatitis C (Hepatitis Australia, 
2007). It is estimated that 16 000 Aboriginal 
people are living with chronic hepatitis C 
(McNally & Latham, 2009). In South Aus-
tralia, Western Australia and the Northern 

Table 4: Number and proportion of Aboriginal or Torres Strait Islander respondents in the 
Australian Needle and Syringe Program Survey, by state and territory, 2003–07, 2009

Year

ACT 
n  

(%)

NSW 
n 

 (%)

NT 
n 

(%)

Qld 
n 

 (%)

SA 
n 

(%)

Tas. 
n 

(%)

Vic. 
n 

 (%)

WA 
n 

 (%)

National
n 

(%)

2009 5 
(8)

122 
(15)

10 
(13)

105 
(13)

31 
(13)

15 
(12)

23 
(7)

12 
(5)

323 
(12)

2007 0 105 
(15)

30 
(97)

38 
(10)

16 
(7)

25 
(15)

14 
(6)

5 
(5)

233 
(11)

2006 3 
(6)

87 
(13)

3 
(15)

49 
(10)

18 
(9)

25 
(17)

14 
(7)

4 
(3)

203 
(10)

2005 7 
(18)

115 
(16)

1 
(3)

14 
(5)

17 
(8)

12 
(9)

9 
(5)

10 
(6)

185 
(10)

2004 3 
(11)

81 
(13)

1 
(4)

33 
(6)

21 
(8)

8 
(7)

9 
(4)

9 
(5)

165 
(8)

2003 4 
(7)

91 
(12)

6 
(10)

51 
(7)

25 
(7)

13 
(11)

6 
(3)

7 
(5)

203 
(8)
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Territory, Aboriginal Australians account for 
10 per cent of all new notifications (Hep-
atitis Australia, 2007). However, Hepatitis 
Australia also notes that up to two-thirds 
of new notifications fail to record Aboriginal 
status (Hepatitis Australia, 2007).

The rate of newly diagnosed cases of hep-
atitis C among Aboriginal Australians in-
creased by 34 per cent between 2002 and 
2006 (Ward, 2007). This increase may indi-
cate increases in injecting drug use, but may 
also reflect improvements in testing in this 
population. Nonetheless, in the same time 
period, the rate of newly diagnosed cases in 
the general Australian population remained 
stable (Ward, 2007).

The National Aboriginal and Torres Strait 
Islander Blood Borne Viruses and Sexually 
Transmissible Infections Strategy 2010–13 and 
the National Hepatitis C Strategy 2010–13 
identify Aboriginal people who engage in risk 
behaviours as one of the three main priority 
populations for action. Aboriginal people are 
also disproportionately represented within 
the other two priority populations: people 
in custodial settings; and people who inject 
drugs (McNally & Latham, 2009).

The incidence of hepatitis B virus has re-
mained relatively low in non-Aboriginal Aus-
tralians (Ward, 2007). However, since 2002, 
there has been an increase in the number of 
newly diagnosed cases in Aboriginal Aus-
tralians, despite vaccination programs (Ward, 
2007). Although injecting drug use is a risk 
behaviour for hepatitis B, the route of trans-
mission and injecting status are not recorded 
in this surveillance report.

Injecting drug use is only one risk behaviour 
for human immunodeficiency virus (HIV). 
Owing largely to the comprehensive intro-
duction of NSPs across Australia, the rate 
of HIV among people who inject drugs in 

general has remained low (Health Outcomes 
International, 2002). While the incidence of 
HIV in Aboriginal Australians has remained 
stable or even declined slightly over recent 
years, an unsettling trend has been wit-
nessed in the pattern of transmission (Ward, 
2007). While transmission has primarily been 
through sexual contact between men who 
have sex with men in the general popula-
tion, a higher proportion of transmission in 
Aboriginal Australians occurs through inject-
ing drug use (Ward, 2007). In non-Aboriginal 
cases of HIV, only 3 per cent of new cases 
are in people who inject drugs, and 4 per 
cent are in men who have sex with men who 
also inject drugs (Ward, 2007). In Aboriginal 
cases the proportions are 18 per cent and 8 
per cent, respectively (Ward, 2007). The pro-
portion of cases transmitted via heterosexual 
contact is also much higher in Aboriginal 
Australians at 34 per cent, compared to 19 
per cent in non-Aboriginal people.

The incidence of HIV transmission in Aus-
tralia reflects trends in other countries, where 
harm reduction services for people who 
inject drugs were not introduced as early 
and are not as accessible as in Australia. In 
Canada, for instance, the proportion of HIV 
cases attributable to injecting drug use in 
Indigenous peoples is 53 per cent, while the 
proportion attributable to injecting drug 
use in the general Canadian population has 
seen a decline in recent years to 14 per cent 
(Public Health Agency of Canada, 2006).
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3.2.1.4 Treatment for substance use

The latest annual report (2007–08) of the 
Alcohol and Other Drug Treatment Services 
National Minimum Dataset (NMDS) includes 
information about:

•	 age group by Indigenous status and gender

•	 care provided by Australian Government-
funded Aboriginal and Torres Strait Is-
lander substance use-specific services

•	 Indigenous status and principal drug of 
concern

•	 trends in principal drug of concern by 
Indigenous status

•	 Indigenous status and treatment pro-
grams; and

•	 Indigenous status by geographical loca-
tion (Australian Institute of Health and 
Welfare, 2009).

Bearing in mind that 2.5 per cent of the 
Australian population identifies as being In-
digenous, 11 per cent of treatment episodes 
nationally were for people who identified 
themselves as being Aboriginal and/or Torres 
Strait Islander. However, the ratio was 63 per 
cent in the Northern Territory where amphet-
amines accounted for only 2.4 per cent of 
treatment episodes and heroin accounted for 
1.2 per cent of episodes. This compares with 
11 per cent amphetamines and 11 per cent 
heroin in the national dataset (Australian 
Institute of Health and Welfare, 2009a).

Nationally, the NMDS reports that 66 per cent 
of amphetamine-related treatment involved 
injection, while 91 per cent of heroin-related 
episodes involved injection (Australian Insti-
tute of Health and Welfare, 2009). It is nota-
ble that, in the Northern Territory, morphine 

accounted for 7.1 per cent of treatment epi-
sodes in 2007–08 (compared with 1 per cent 
nationally), with injection attributed to 89 
per cent of those morphine-related episodes.

Treatment episodes were most common among 
those aged 20–29 years for both Indigenous 
and non-Indigenous clients. Similar to all 
episodes reported in the collection, some of 
the episodes involving Indigenous clients may 
have been provided to the same individuals. 
The current collection methodology does not 
allow analysis of this issue. Therefore, direct 
comparisons with the overall Indigenous/non-
Indigenous composition of the Australian 
population are not appropriate.

Episodes were relatively more common among 
Indigenous clients aged 10–19 years (18%) 
than among non-Indigenous clients aged 
10–19 years (11%). These differences may 
reflect the age structures of the two popula-
tions, as Indigenous peoples have a younger 
age profile than non-Indigenous Australians.

Most Australian Government-funded alcohol 
and other drug services for Indigenous peo-
ple are beyond the scope of the NMDS for 
alcohol and other drug treatment services. 
The Drug and Alcohol Service Report (DASR) 
details the activity of Australian Government-
funded Aboriginal and Torres Strait Islander 
substance use-specific services.

Within the 2007–08 DASR (Australian Gov-
ernment Department of Health and Ageing, 
2008), ‘residential treatment and rehabili-
tation’ refers to residential programs where 
clients receive formal rehabilitation for sub-
stance use. In 2007–08, an estimated 3500 
episodes of care were provided to clients in 
residential treatment/rehabilitation services. 
Of these episodes of care, 74 per cent were 
for male clients.
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In 2007–08, an estimated 17 300 episodes 
of care were provided to clients accessing 
sobering-up or residential respite services. 
Sobering-up clients are in residential care 
overnight to sober up and do not receive 
formal rehabilitation, whereas residential 
respite clients spend 1–7 days in residential 
care for the purpose of respite and do not 
receive formal rehabilitation. Approximately 
three in five (62%) episodes of such care 
were for male clients.

‘Other care’ refers to a diverse range of non-
residential programs, including preventative 
care, after-care follow-up and mobile assist-
ance/night patrol. In 2007–08, there were an 
estimated 72 000 episodes for other care, an 
increase from 57 900 episodes in 2006–07. 
The high number of episodes of other care, 
compared with residential or sobering-up 
episodes of care, is due to the short-term 
nature of other care, with some clients re-
ceiving multiple episodes of care over the 
course of the year (see DASR, Appendix 6). 
Three in five (60%) episodes for other care 
were for male clients.

There is currently no national minimum data 
set intended for use in needle and syringe 
programs.

The proportion of Aboriginal people in treat-
ment specifically for opioid or amphetamine 
use may provide an indication of injecting 
drug use prevalence in this population. Com
paring data from four iterations (1990, 1992, 
1995 and 2001) of the National Clients of 
Treatment Services Agencies (NCOSTA) cen-
sus, Shand and Mattick (2002) found that 
the number of Aboriginal people in treatment 
who report injecting drug use has increased 
over the 11 years. At the same time, the pro-
portion of those being treated for alcohol 
problems has decreased and the number of 
those being treated for something other than 
alcohol has tripled (Shand & Mattick, 2002). 

It should be noted that the absolute numbers 
being treated for alcohol-related problems did 
not decrease as the numbers being treated 
for illicit drug-related problems increased.

The National Opioid Pharmacotherapy Statis-
tics Annual Data (NOPSAD) report from 2007 
indicated that there were 38 568 Australians 
receiving opioid pharmacotherapy on the day 
of the survey (Australian Institute of Health 
and Welfare, 2008a). The Aboriginal sta-
tus was available only for 24 256 clients on 
pharmacotherapy because these data are not 
available for Western Australia, Victoria, Tas-
mania or the Northern Territory. Of the total, 
7.3 per cent of clients identified as Abor-
iginal or Torres Strait Islander. Clients iden-
tifying as Aboriginal or Torres Strait Islander 
accounted for 7.8 per cent of methadone 
clients, 5.5 per cent of buprenorphine clients, 
and 6.3 per cent of buprenorphine/naloxone 
clients. These proportions are lower than the 
proportion (11%) of Aboriginal injectors rep-
resented in the NSP survey in 2007.

3.2.1.5 Community perceptions

Community perceptions may be influenced by 
media reports or dominated by the opinions 
of a few or a non-representative group of 
community members. Nonetheless, community 
perceptions may provide some indication of 
the salience of an issue. Studies looking at 
Aboriginal substance use and injecting drug 
use across many jurisdictions in Australia have 
shown increasing community concerns related 
to injecting drug use or the use of commonly 
injected drugs, e.g. heroin, amphetamines, 
morphine (Aboriginal Drug and Alcohol Coun-
cil, 1997; Dance et al., 2004; Western Australia 
Drug and Alcohol Office, 2007; Edwards et 
al., 1998; Holly & Shoobridge, 2004; Larson 
& Currie, 1995; Lehmann & Frances, 1998; 
Shoobridge et al., 2000).
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In Adelaide, community perceptions indi-
cate that injecting drug use has replaced 
alcohol as the substance use issue of most 
concern (Holly & Shoobridge, 2004). In Mel-
bourne, it is estimated that due to the higher 
proportion of Aboriginal people who inject 
relative to the general population, and the 
smaller size of the Aboriginal community, 
every Aboriginal family has been affected 
by injecting drug use (Edwards et al., 1998; 
Lehmann & Frances, 1998).

In Western Australia, consultations in rural 
and remote communities revealed percep-
tions related to amphetamine use ranging 
from ‘not here yet’ to ‘causing a lot of con-
cern but not as much as alcohol or gunja 
[marijuana]’ (Gray et al., 2001, p. 35).

A study in the Australian Capital Territory 
attempted to estimate the number of Abor-
iginal people who inject drugs based on data 
and estimates from Aboriginal health serv-
ices, alcohol and other drugs (AOD) services 
and correctional services, as well as through 
talking to Aboriginal community Elders re-
garding illicit substance use within their fam-
ilies and communities (Dance et al., 2000). 
Based on the findings, it is estimated that 
there are 100–200 young Aboriginal people 
in the Australian Capital Territory using illicit 
substances, with many involved in injecting 
drug use. Some believe that, in the Australian 
Capital Territory, there could be as many as 
500 people of all ages who inject drugs and 
who are Aboriginal, based on presentations 
to health services (Dance et al., 2000).

3.2.1.6 Police arrests and drug-related crime

The Drug Use Monitoring in Australia pro-
gram (DUMA), introduced in 1999, is the only 
nationwide survey of drug use by alleged 
offenders conducted on a routine basis. It 
involves the quarterly collection of information 
from police detainees at various sites (police 
stations or watch-houses) across Australia. 
DUMA comprises two core components: a 
self-report survey of police detainees covering 
both drug use and drug market participation; 
and voluntary urinalysis (within 48 hours prior 
to arrest).

In 2008, a total of 4107 adult detainees were 
interviewed at nine sites: Brisbane and South-
port (Queensland), Bankstown and Parramatta 
(New South Wales), Adelaide (South Australia), 
East Perth (Western Australia), Footscray (Vic-
toria), Darwin and Alice Springs (Northern 
Territory).

Aggregated across all sites, 23 per cent of 
detainees self-identified as Indigenous, with 
detainees from Alice Springs (99%), Darwin 
(68%) and East Perth (32%) most likely to 
identify as Indigenous. Only 3 per cent of 
detainees at the Footscray site identified 
themselves as Indigenous (Gaffney et al., 
2010). The DUMA report does not provide 
data pertaining to the percentage of re-
spondents who have injected illicit drugs in 
the previous 12 months.

Regarding the most commonly injected illicit 
drug nationally, the 2008 DUMA analysis 
reported that urinalysis found that 11 per cent 
tested positive to heroin, compared with 27 per 
cent in 2000. Evidence of methamphetamine 
use was found in 21 per cent of the samples 
nationally. No traces of methamphetamines 
or heroin were found in Alice Springs samples. 
Among males in Darwin, where 68 per cent of 
detainees identified as Indigenous, only 5 per 
cent of samples contained traces of heroin and 
only 2 per cent contained methamphetamines. 



Literature review

25

No traces of either drug were found in the 
women detained in Darwin (n=37). In East 
Perth, where 32 per cent of detainees identi-
fied as Indigenous, the ratio was 30 per cent 
(methamphetamines) and 6 per cent (heroin) 
among males. Notably in East Perth, where 
women comprised 18 per cent of the detainees 
tested, 48 per cent of women tested positive to 
methamphetamines and 9 per cent to heroin.

The Health of Australia’s Prisoners 2009 
report provides a week-long snapshot of 
prison entrants in Australia during 2009 and 
confirms that Aboriginal and Torres Strait 
Islander prisoners are over-represented within 
the prison system, with 26 per cent of prison 
entrants being Indigenous (Australian Insti-
tute of Health and Welfare, 2010).

Further information on prisoners is covered 
in section 3.4.2.

3.2.2 Limitations of existing 
prevalence data

There are several challenges to accessing 
reliable data on illicit drug use, as well as 
limitations to the existing data and hence 
our understanding of the prevalence of 
injecting drug use among Aboriginal Aus-
tralians. National drug-use surveys such as 
the National Drug Strategy Household Survey 
are not based on a large enough sample size 
of Aboriginal households to allow for a dis-
aggregated analysis (Australian Institute of 
Health and Welfare, 1995; 2006). While the 
National Drug Strategy Household Survey: 
Urban Aboriginal and Torres Strait Islander 
Peoples Supplement addressed this issue 
in 1994, it has never been replicated. This 
study is limited to urban areas and relies on 
self-identification.

National surveys focusing on the health 
and social wellbeing of Aboriginal Austral-
ians (i.e. the National Aboriginal and Torres 
Strait Islander Social Survey and the National 
Aboriginal and Torres Strait Islander Health 
Survey) are also limited in their capacity to 
assess illicit substance use among those living 
in rural and remote communities (Australian 
Institute of Health and Welfare, 2006). Fur-
thermore, these surveys report only on the use 
of specific substances and do not specifically 
ask about injecting drug use history or prac-
tices (Australian Bureau of Statistics, 2004). 
As such, only assumptions can be made about 
the route of administration.

The Australian Needle and Syringe Program 
Survey provides some insight into the number 
of Aboriginal people accessing programs spe-
cifically targeting those who inject drugs. 
However, due to a variety of structural issues 
and barriers, Aboriginal people who inject 
drugs may be less likely to access NSPs, and 
those who do may be less likely to partici-
pate in surveys (Ministerial Council on Drug 
Strategy, 2006). The Australian Needle and 
Syringe Program surveys of people who inject 
drugs also rely on convenience samples and 
therefore cannot necessarily be considered 
representative of the entire population (Day 
et al., 2006).

A lack of accuracy and consistency in doc-
umenting Aboriginal status in service use 
records and surveys has also been noted 
(Australian Institute of Health and Welfare, 
2006). The missing data may present limi-
tations to the use of indicator data, such 
as rates of blood-borne viruses and hospi-
tal admissions. Teasdale et al. (2008) also 
argue that interview and survey designs may 
lack attention to the cultural appropriate-
ness needed to elicit accurate self-report 
information.
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3.2.3 Summary

Given the challenges and limitations in as-
sessing the prevalence of injecting drug use 
generally and in the population of Aboriginal 
Australians, there is no clear understanding 
about the prevalence of Aboriginal injecting 
drug use from this literature. However, the 
available evidence suggests that the preva-
lence of injecting drug use is most likely 
higher among Aboriginal Australians than it 
is in the general population, and it has also 
most likely increased over the years (Gray, 
2005; Gray & Morfitt, 1996). The evidence 
also suggests that prevalence may vary sig-
nificantly between different Aboriginal com-
munities (Perkins et al., 1994).

3.2.4 Gaps and ways forward

Based on this review of the literature, sev-
eral gaps become apparent in the current 
understanding of the prevalence of inject-
ing drug use among Aboriginal Australians. 
Most importantly, there appears to be a lack 
of quality data sources to adequately assess 
prevalence. While many data sources do 
exist, there are several limitations to their 
use and the ability to draw generalisations 
from them. There are also numerous chal-
lenges to accurately assess the prevalence of 
injecting drug use, which may be difficult 
to overcome.

Some researchers have examined different 
indicators and attempted to cross-check 
against several data sources in order to es-
timate prevalence (Gray et al., 2001). To date, 
however, there does not appear to be a con-
sistently agreed-upon method for compara-
tive data analysis, nor is there an agreed set 
of indicators for this population.

The increases in the numbers of Aboriginal 
people who inject drugs identified in con-
venience samples of people who inject drugs 
for the Illicit Drug Reporting System and 
the Australian Needle and Syringe Program 
Survey have also not been examined in 
detail. Further examination could help to 
shed light on whether these increases are 
related to increasing rates of injecting drug 
use among Aboriginal people, or improved 
engagement with those Aboriginal people 
who inject drugs. Furthermore, given that 
some of the state-based samples in these 
studies involve relatively high numbers of 
Aboriginal people who inject drugs (Table 4), 
some secondary analyses of these data sets 
may be warranted.

Another gap in the current understanding 
in relation to prevalence is the apparent dif-
ference in prevalence between Aboriginal 
communities. In addition to differences 
between remote, rural and urban commu-
nities, and different jurisdictions, there may 
also be differences between different com-
munities in one urban area (Perkins et al., 
1994). There does not appear to be any lit-
erature addressing the factors contributing 
to these differences. Such an analysis could, 
however, shed light on factors that may sup-
port resilience at a community level and 
support the identification and development 
of culturally appropriate demand reduction 
strategies.
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3.3 Patterns of drug use

3.3.1 Overview of drug use in the 
broad Australian context

It is important to consider injecting drug use 
in Aboriginal communities in the broader 
context of drug use in Australia. The sup-
ply and availability of, as well as trends in, 
drug use have an impact on the way in which 
drugs are consumed. It is also important to 
recognise that drug use has existed in Aus-
tralia and globally for centuries (Lang, 2004). 
For instance, the importation and smoking 
of opium were banned in Australia only in 
1905 following pressure from the Chinese 
business community, as well as changes to 
the global response to opium (Lang, 2004).

The use of opium by Aboriginal Australians 
also predates any current concerns around 
substance use and injecting drug use, and has 
roots in Australia’s colonial past. In northern 
parts of Australia, in particular, white employ-
ers often paid wages in opium to Aboriginal 
workers (Lang, 2004). Spanish colonialists in 
South America used similar practices with 
respect to coca leaves, although the use of 
coca by Indigenous South Americans pre-
dated colonisation (Streatfield, 2002). The 
sale and distribution of opium to Aboriginal 
Australians were first restricted through the 
Aboriginals Protection and Restriction of 
the Sale of Opium Act 1897 in Queensland, 
considered to be instrumental in effecting 
other ostensibly protectionist laws which 
ultimately formed the basis of the control 
and oppression of Aboriginal peoples for 
most of the next century (National Archives 
of Australia, n.d.).

3.3.1.1 General drug use patterns

Several national data sets document and 
monitor the use of licit and illicit substances 
in Australia today. These studies have con-
sistently found that the use of alcohol and 
tobacco is more common than the use of 
illicit substances (Dietz et al., 2004). The 
evidence also indicates that the use of these 
licit substances results in a greater degree of 
harm to individuals and communities (Dietz 
et al., 2004). For example, the vast major-
ity of drug-related deaths in Australia are 
attributable to tobacco and alcohol use, with 
deaths due to illicit drug use accounting for 
less than 5 per cent (Ridolfo & Stevenson, 
2001).

The National Drug Strategy Household Sur-
vey indicates that over one-third of Austral-
ians over the age of 14 years have ever used 
an illicit substance (Australian Institute of 
Health and Welfare, 2008a). However, recent 
use (i.e. in the past 12 months) has shown 
a general decline since 1995, with roughly 
17 per cent of those over 14 years of age 
reporting recent use in 1995 compared with 
13.4 per cent in 2007 (Australian Institute of 
Health and Welfare, 2008a). Among the illicit 
substances, cannabis is the most commonly 
used drug in Australia (Australian Institute 
of Health and Welfare, 2008a). This same 
pattern of substance use is also reflected in 
the Aboriginal population of Australia. The 
use of alcohol and tobacco is much more 
prevalent than the use of illicit drugs, and 
the use of cannabis is much more common 
than other illicit drugs (Australian Bureau of 
Statistics, 2006).

However, in comparing the levels of use 
among Aboriginal versus non-Aboriginal 
Australians, some differences emerge. The 
data indicate that alcohol use is less preva
lent among Aboriginal Australians, but a 
greater proportion of those who do use alco-
hol do so at harmful levels (Australian Bureau 
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of Statistics, 2006). It is important to note 
that the Australian Bureau of Statistics fig-
ures indicating a higher prevalence of ab-
stention from alcohol use among Aboriginal 
Australians hide a significant difference. The 
limited data from the 1994 Aboriginal sup-
plement indicate that the percentages of 
lifetime abstainers in the Aboriginal and 
non-Aboriginal populations are about the 
same. The difference in the frequency of 
total abstinence is accounted for by the 
higher percentage in the Aboriginal popu-
lation who used to drink but no longer do 
so — many have given up because of the 
harm to their health caused by alcohol. The 
rate of smoking in Aboriginal Australians is 
nearly double that in non-Aboriginal people 
(Australian Bureau of Statistics, 2006). The 
rate of cannabis use is higher in Aboriginal 
Australians as well (Putt & Delahunty, 2006).

In a South Australian study, nearly 60 per 
cent of adult Aboriginal people in non-remote 
areas of South Australia had ever used an 
illicit drug or taken a prescription drug for 
non-medical purposes. Approximately 31 per 
cent had recently used (in the last 12 months) 
an illicit drug or taken a prescription drug 
for non-medical purposes. The most com-
mon illicit drug recently used was cannabis 
(27.5%) followed by amphetamines (6.9%) 
(Richards, 2008).

Interestingly, this trend of a higher prevalence 
of cannabis use relative to the use of other 
illicit substances is also reflected in people 
who inject drugs in Australia. For example, 
in the 2007 Illicit Drug Reporting System, 81 
per cent of those interviewed who inject drugs 
reported cannabis use in the last six months, 
compared to 74 per cent reporting ampheta-
mine use and 54 per cent reporting heroin use 
(Black et al., 2008). In this study, the use of 
tobacco, alcohol and benzodiazepines was 
also very common (Black et al., 2008).

3.3.1.2 Injecting drug use

Injecting drug use is most closely associated 
with the use of heroin and other opioids, 
but may also involve the use of ampheta-
mines, benzodiazepines, cocaine and even 
alcohol. The reported rate of recent and 
lifetime injecting drug use in Australia has 
remained low and the prevalence of heroin 
use is consistently among the lowest of all 
illicit drugs (Australian Institute of Health 
and Welfare, 2007). The prevalence of heroin 
use in Australia is roughly similar to that in 
other industrialised nations, including New 
Zealand, the United States of America and 
Canada, and slightly lower than that in the 
United Kingdom (Australian Institute of 
Health and Welfare, 2007).

The use of all types of amphetamines is 
comparatively high in Australia relative to 
other countries (Australian Institute of Health 
and Welfare, 2007). Amphetamines can be 
snorted, swallowed or smoked, as well as 
injected (Australian Institute of Health and 
Welfare, 2007). As the population prevalence 
of amphetamine use is higher than the popu-
lation prevalence of injecting drug use, most 
amphetamine users are not people who inject 
drugs (Degenhardt et al., 2007). Indeed, while 
the use of amphetamines has increased 
among people who inject drugs, their use is 
also prevalent among young Australians and 
regular ecstasy users, who are more likely to 
swallow or smoke amphetamines (Degenhardt 
et al., 2008).

Evidence of the number of opioid-related 
deaths in Australia suggests that its use has 
increased since the 1970s, peaking in the late 
1990s (Dietz et al., 2004). Although there is 
some debate whether Australia experienced 
a heroin glut or a drought, evidence sug-
gests that the availability of heroin peaked in 
1999 and had dropped dramatically by 2001 
(Degenhardt et al., 2007). Evidence from the 
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drug use patterns of people who inject drugs 
and from overdose data suggests that the 
drop in heroin availability affected the rate of 
its use (Degenhardt et al., 2007) and the rate 
of heroin use among people who inject drugs 
in Australia has not completely returned to 
levels seen in the late 1990s (Degenhardt et 
al., 2007). However, injecting drug use has 
continued and use seems to have shifted to 
increased injection of amphetamines, ben-
zodiazepines and, to a lesser extent (and 
primarily in Sydney), cocaine (Degenhardt 
et al., 2007).

As such, changes in the availability of heroin 
appear to have had generalised implications 
for the trends in injecting drug use in Aus-
tralia, which is likely reflected in the trends 
among Aboriginal people who inject drugs, 
although this conclusion does not appear to 
have been comprehensively examined.

3.3.2 Patterns of injecting drug 
use among Aboriginal Australians

This section examines in more detail the 
patterns of drug use among Aboriginal peo-
ple who inject drugs. To provide context, 
comparative data on the patterns of non-
Aboriginal injecting drug use are provided 
followed by available data related to Abor-
iginal people who inject drugs. In general, 
this analysis, as well as others (Urbis, 2008), 
indicates that the patterns and types of 
drugs used by Aboriginal people who inject 
drugs are not dissimilar to those of non-
Aboriginal drug users.

As for non-Aboriginal people who inject 
drugs, the literature seems to suggest that 
poly-drug use is the most common pattern 
of substance use among Aboriginal people 
who inject drugs (Correll et al., 2000; Dance 
et al., 2004; South Australia Department of 
State Aboriginal Affairs, 2002; Franks, 2006; 

Gray et al., 2001; Holly, 2001; Holly & Shoo-
bridge, 2003; 2004; Meyerhoff, 2000; Putt 
et al., 2005; Shoobridge et al., 2000; Teas-
dale et al., 2008; Urbis, 2008). In Aboriginal 
people who inject drugs, most studies vary 
between showing amphetamines and heroin 
as the drug of choice or most frequently 
injected drugs (Holly, 2001).

Based on interviews and focus groups con-
ducted with Aboriginal people who inject 
drugs across Australia, commonly reported 
injected drugs included heroin, ampheta-
mines, cocaine, methadone, benzodiazepines 
and morphine (Coupland et al., 2005). How-
ever, other substances injected included 
alcohol, ‘tablets’, ecstasy and buprenorphine 
(Coupland et al., 2005). The National Drug 
Strategy Household Survey: Urban Aboriginal 
and Torres Strait Islander Peoples Supple-
ment 1994 found that, of those reporting 
injecting drug use, 81 per cent were inject-
ing amphetamines, 20 per cent heroin, 5 
per cent cocaine and 11 per cent other 
drugs (Australian Institute of Health and 
Welfare, 1995). Among those who reported 
using amphetamines (6%), just under half 
(49%) reported injecting it, while among 
those reporting cocaine use (2%), 73 per 
cent reported injecting it (Australian Insti-
tute of Health and Welfare, 1995). These 
findings suggest that heroin and cocaine are 
commonly injected and not necessarily con-
sumed via other routes of administration, 
while amphetamines are likely to be injected 
or administered in other ways.

The most recent annual Drug Use Monitor-
ing in Australia report covers the 2008 survey 
conducted among people whose arrest was 
processed at the following police stations: 
Adelaide (South Australia), Alice Springs, Dar-
win (Northern Territory), Bankstown, Parra
matta (New South Wales), Brisbane, Southport 
(Queensland), East Perth (Western Australia) 
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and Footscray (Victoria). Detainees are invited 
to complete a survey and provide a urine sam-
ple, which is tested for traces of drugs (Gaffney 
et al., 2010).

The analysis of individual sites does not dis-
aggregate data by ethnicity or drug type. 
However, some insights can be gleaned to 
shed light on drug use among those tested 
in, for example, Darwin and Alice Springs. 
In Darwin, 290 detainees (37 females) pro-
vided a sample of urinalysis. Seventy per cent 
of males and 53 per cent of females tested 
positive to an illicit drug. The most com-
mon drug type was cannabis (males 65%; 
females 53%). Only 5 per cent of males and 
no women tested positive to the drug that 
would almost certainly be injected, heroin.

3.3.2.1 First drug injected

A series of semi-structured interviews and 
focus groups with Aboriginal people who 
inject drugs revealed several reasons or fac-
tors that lead to injecting drugs for the first 
time. These factors include the lack of avail-
ability or difficulties in obtaining the usual 
drug of choice (e.g. alcohol or cannabis); 
the perceived economic benefits of inject-
ing versus other routes of administration in 
terms of the amount of a substance used 
relative to the resultant effects; exposure 
through social networks or family members; 
boredom; problems at home; and a coping 
mechanism to escape from trauma or reality 
(Coupland et al., 2005).

Among non-Aboriginal people who inject 
drugs, amphetamines are most commonly 
the first drug injected among the general 
population of people who inject drugs, with 
47 per cent of Illicit Drug Reporting System 
participants reporting as such (Black et al., 
2008). This is followed by heroin at 41 per 
cent of participants (Black et al., 2008). These 
figures are consistent across all jurisdictions, 

except New South Wales where heroin is much 
more commonly the first drug injected (Black 
et al., 2008). In Tasmania, the Northern Terri-
tory, Western Australia and to a lesser extent 
Queensland, morphine is a more commonly 
reported drug at first injection (16%, 13%, 
10% and 5%, respectively), compared to other 
jurisdictions where only 1 per cent of people 
who inject drugs report morphine use at first 
injection (Black et al., 2008). This likely reflects 
drug markets in these jurisdictions, where 
heroin in particular may be less available.

The first drug injected among Aboriginal 
people who inject drugs is not dissimilar to 
that among non-Aboriginal people who in-
ject drugs. In an Australian Capital Territory 
study of Aboriginal people who inject drugs, 
heroin was the most common first drug in-
jected, at 64 per cent of those who had ever 
injected (Dance et al., 2004). Amphetamines 
followed, at 35 per cent (Dance et al., 2004). 
By contrast, in a Brisbane study of Aboriginal 
people who inject drugs, the most common 
first drug injected was amphetamines, re-
ported by over 80 per cent of respondents 
(Larson et al., 1999). In a Western Australian 
study of Aboriginal people who inject drugs, 
91 per cent reported amphetamines as their 
first drug injected, with only 9 per cent re-
porting heroin (Gray et al., 2001).

In South Australia, there was a more even 
split between heroin and amphetamines as 
the first drug injected: in Adelaide, 48 per 
cent and 45 per cent of Aboriginal people 
who participated in the study first injected 
heroin and amphetamines, respectively (Holly 
& Shoobridge, 2004). It has been noted in 
this study and elsewhere that, while heroin 
was often the first drug injected, ampheta-
mines are often administered by other routes 
of administration (e.g. inhaling) before pro-
gression to injecting (Holly & Shoobridge, 
2004; Larson et al., 1999). In the lower Mur-
ray region of South Australia, amphetamines 
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were the first drug injected by 48 per cent 
of the participants, followed by heroin by 32 
per cent of the participants (Shoobridge et 
al., 2000). This study also reported that mor-
phine was the first drug injected by 12 per 
cent of participants, as well as cocaine (4%) 
and diazepam (Valium) (4%) (Shoobridge et 
al., 2000).

In summary, the literature suggests that am-
phetamines and heroin are most commonly 
the first drugs injected among Aboriginal 
people who inject drugs. Heroin appears to 
be more commonly the first drug injected 
in the Australian Capital Territory (Dance 
et al., 2004), while amphetamines are more 
commonly the first drug injected in Brisbane 
(Larson et al., 1999) and Western Australia 
(Gray et al., 2001). There is a more even split 
between Aboriginal people who inject drugs 
who report first injecting heroin and those 
who report first injecting amphetamines in 
rural and urban South Australia (Holly & 
Shoobridge, 2004; Shoobridge et al., 2000). 
Amphetamines are more likely to have been 
administered by some other method, prior 
to starting injecting.

3.3.2.2 Drug most injected

The drug most injected among the gen-
eral population of people who inject drugs 
is reported in several sources. In the 2007 
Illicit Drug Reporting System sample, the 
drugs most injected were heroin (36%), 
methamphetamine (26%), morphine (18%), 
methadone (8%), buprenorphine (4%) and 
cocaine (3%) (Black et al., 2008). Changes 
over time in the drugs most injected are most 
likely affected by the availability of certain 
drugs (Black et al., 2008). For instance, in the 
2000 Illicit Drug Reporting System, 58 per 
cent reported heroin as the most frequently 
injected drug and this figure dropped to 36 
per cent in 2001 following the reported her-
oin drought (Black et al., 2008). As previously 

noted, cannabis use, although not injected, 
is also reported by a high proportion of the 
general injecting population.

In contrast to the general injecting popu-
lation, Aboriginal people who inject drugs 
seem to most commonly inject ampheta-
mines, although there may be some regional 
variations. However, this trend could also be 
reflective of the time period when some of 
the studies in Aboriginal people who inject 
drugs were conducted, corresponding with 
the heroin drought in Australia. Furthermore, 
some studies of Aboriginal people who inject 
drugs have looked more broadly at the use 
of all illicit substances and have found, like 
the general injecting population, that the 
drug most used appears to be cannabis given 
its higher prevalence, recency and frequency 
of use, even among those who inject drugs 
(Dance et al., 2004; Gray et al., 2001; Holly 
& Shoobridge, 2004).

In Brisbane and in the Lower Murray region 
of South Australia, the drug most com-
monly injected by Aboriginal people who 
inject drugs was amphetamines, followed by 
heroin (Larson et al., 1999; Shoobridge et al., 
2000). However, a variety of other drugs was 
also noted as the most commonly injected by 
some respondents, including cocaine, meth-
adone, other opiates, benzodiazepines and 
hallucinogens (Shoobridge et al., 2000). In 
Western Australia, the most common drug 
injected was the amphetamine class, with 
regular heroin use reported by only a few 
participants (Gray et al., 2001). A study based 
in the Australian Capital Territory found that, 
while amphetamines were more commonly 
used, heroin was more commonly injected 
than amphetamines (Dance et al., 2004). 
Although amphetamines were commonly 
injected, they were not always adminis-
tered via this means and over 17 per cent of 
amphetamine users reported oral and intra-
nasal administration (Dance et al., 2004).
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In contrast to the findings of these studies, 
an analysis of data from three New South 
Wales studies suggests that heroin is the 
main drug injected by Aboriginal people who 
inject drugs in Sydney (Day & Dolan, 2001). 
In the three studies, 87 per cent, 85 per cent 
and 77 per cent of Aboriginal respondents 
reported heroin as the most commonly used 
drug. This was higher than that reported by 
non-Aboriginal people who inject drugs in 
the same surveys, at 76, 78 and 69 per cent, 
respectively. However, only the first study 
showed a statistical difference that was sig-
nificant (87% versus 76%) (Day & Dolan, 
2001). Similarly, in Adelaide, the drug most 
injected was heroin as well as amphetamines, 
benzodiazepines and prescribed or diverted 
methadone (Holly & Shoobridge, 2004).

In summary, the drug most used appears to 
be cannabis, while the drug most injected 
appears to be an amphetamine. This appears 
to be the case in most jurisdictions where 
a specific analysis has been conducted of 
the drug-use histories of Aboriginal peo-
ple who inject drugs, except in Sydney and 
Adelaide where heroin has been found to be 
the drug most injected. It should be noted 
that the data analysed for the Sydney study 
pre-dated the heroin drought. Data collected 
for the Adelaide study were collected after 
the heroin drought, but some authors have 
noted that the availability of heroin does 
not appear to have returned to levels wit-
nessed prior to the drought (Degenhardt et 
al., 2007).

3.3.2.3 Drug of choice versus last drug or 
drug most injected

The most common drug of choice among 
the general population of people who in-
ject drugs is heroin, at 52 per cent (Black 
et al., 2008). This first choice is followed by 
methamphetamine (21%), morphine (10%), 
cannabis (6%) and cocaine (3%) (Black et 
al., 2008). The preference appears to have 
changed since 2000, corresponding with the 
heroin drought, when 63 per cent of users 
nominated heroin as their drug of choice, 
followed by 16 per cent for amphetamines, 
7 per cent for cannabis, 3 per cent for mor-
phine, and 3 per cent for cocaine (Black et 
al., 2008).

The drug of choice may differ from the drug 
most injected and may be less influenced 
by availability than the drug most injected 
(Coupland et al., 2005). A study of NSP serv-
ice users in Darwin, Northern Territory, found 
that heroin was the drug of choice, followed 
by amphetamines; this pattern was consist-
ent across Aboriginal and non-Aboriginal 
service users (Roberts & Crofts, 2000). How-
ever, in this study, morphine was the last 
drug used by 75 per cent, which likely re-
flects the unavailability of heroin in the Dar-
win area at the time of the study (Roberts 
& Crofts, 2000).

In a rural South Australian Aboriginal com-
munity, the main drugs of choice were heroin 
and cannabis, reported by 36 per cent of 
the participants (Shoobridge et al., 2000). 
While amphetamines constituted the drug of 
choice for only 8 per cent of the participants, 
they were the most commonly injected sub-
stance (Shoobridge et al., 2000). An Adelaide 
study of Aboriginal people who inject drugs 
found that heroin was the most common 
drug of choice among those reporting one 
primary drug of choice, followed by am-
phetamines and cannabis, but amphetamines 
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were the most common drug reported as 
the last drug injected (Holly & Shoobridge, 
2004). Among the participants in this study, 
32 per cent reported more than one drug 
of choice, with some nominating up to five 
(Holly & Shoobridge, 2004). Among these 
participants, cannabis was most commonly 
reported (Holly & Shoobridge, 2004).

A Western Australian study found very few 
Aboriginal people who inject drugs reported 
heroin as their drug of choice (Gray et al., 
2001). In fact, in this sample many who had 
injected heroin at some point reported am-
bivalence or distaste for the drug. However, 
by contrast, heroin was the most common 
drug of choice among non-Aboriginal people 
who inject drugs in Western Australia (Gray 
et al., 2001).

To summarise, the primary drug of choice 
among Aboriginal people who inject drugs 
appears to be heroin, which is consistent with 
non-Aboriginal people who inject drugs. The 
exception is in Western Australia, where the 
most common drug of choice appears to be 
an amphetamine. It should be noted that 
cannabis is also a common drug of choice, 
suggesting that some Aboriginal people who 
inject drugs may primarily be cannabis users 
before being injecting drug users. The pri-
mary drug of choice differs from the last 
drug injected or the most commonly injected 
drug in some cases, most likely due to avail-
ability and cost factors.

3.3.2.4 Frequency of injecting

In the 2007 Illicit Drug Reporting System and 
the Australian Needle and Syringe Program 
Survey, most participants (i.e. the general pop-
ulation of people who inject drugs) reported 
injecting daily (46% and 47%, respectively) 
(Black et al., 2008; Iversen et al., 2008). In 
the Australian Needle and Syringe Program 
Survey, 25 per cent reported injecting weekly 
but not daily, 18 per cent reported injecting 
less than weekly, and 8 per cent reported no 
injections in the last month (Iversen et al., 
2008). In the Illicit Drug Reporting System, 
36 per cent reported injecting more than 
weekly but less than daily, 17 per cent reported 
injecting weekly or less, and less than 1 per 
cent reported no injections in the last month 
(Black et al., 2008). This may vary by jurisdic-
tion, given that in the Illicit Drug Reporting 
System study participants from Victoria and 
New South Wales had the highest propor-
tions reporting injecting daily (Black et al., 
2008). In most other jurisdictions, the majority 
reported injecting more than weekly but less 
than daily (Black et al., 2008). As the IDRS 
is a convenience sample, it is more likely to 
capture daily users than other surveys.

There is some evidence to suggest that Abor-
iginal people who inject drugs may inject more 
frequently. According to Correll, MacDonald 
and Dore (2000), Aboriginal respondents to 
the Australian Needle and Syringe Program 
Survey between 1995 and 1998 reported more 
frequent injecting. The authors found that 57 
per cent of Aboriginal respondents reported 
daily use, which was significantly higher than 
the 49 per cent of non-Aboriginal respondents 
who did so. Aboriginal respondents were also 
significantly less likely to report injecting less 
than daily or to report not injecting in the 
last month (Correll et al., 2000).
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An Adelaide-based study found that two-
thirds (66%) of participants had injected 
the day of or the day before the interview 
(Holly & Shoobridge, 2004). In this study, 
19 per cent had injected in the last week 
and 7 per cent in the last month (Holly & 
Shoobridge, 2004). There were still 5 per cent 
who reported no injections in the last month, 
but who had injected between the last one 
to three months (Holly & Shoobridge, 2004). 
The study also looked at the frequency of use 
based on different drugs and found that 85 
per cent of heroin users reported daily use, 
while only 32 per cent of amphetamine users 
did so (Holly & Shoobridge, 2003). Of those 
reporting cannabis use, 90 per cent reported 
daily use (Holly & Shoobridge, 2003).

In the Northern Territory, researchers found 
no difference in the drug patterns between 
Aboriginal and non-Aboriginal NSP service 
users (Roberts & Crofts, 2000). In this study, 
two-thirds of respondents reported inject-
ing daily, 22.5 per cent of whom reported 
injecting two to three times per day (Roberts 
& Crofts, 2000). This is in contrast to other 
data, which show less frequent injecting 
among Aboriginal people who inject drugs. 
A Brisbane study found that only 38 per cent 
reported current daily injecting, while 77 per 
cent reported injecting less than daily but at 
least once per week5 (Larson et al., 1999). 
In this study, 16 per cent reported that they 
had not injected in the past month.

A Western Australian study of Aboriginal 
injecting drug use found that only 24 per 
cent of the participants reported injecting 
daily (Gray et al., 2001). In this sample, most 
(43%) reported injecting less than daily but 
more than twice per week, and nearly one-
third (32%) reported injecting no more than 

once per week (Gray et al., 2001). Interest-
ingly, in this sample where heroin was not 
very common, only one participant reported 
having injected heroin on one or two occa-
sions in the one to four weeks prior to the 
interview (Gray et al., 2001). By contrast, 9 
per cent of respondents reported daily am-
phetamine use, and 30 per cent reported 
more than twice a week but less than daily 
use in the previous week (Gray et al., 2001). 
Eight per cent reported using amphetamines 
once or twice in the one to four weeks prior 
to their interview (Gray et al., 2001). Canna-
bis was the most regularly used drug, with 
54 per cent reporting daily use in the week 
prior to their interview (Gray et al., 2001).

One study of Aboriginal people from across 
Australia who inject drugs reported on peri-
ods of abstinence from injecting drug use 
(Coupland et al., 2005). Such occasions may 
be prompted by a variety of factors, includ-
ing the lack of availability of the drug of 
choice and job searching (Coupland et al., 
2005). Connecting with land or ‘going bush’ 
was also a factor in promoting or support-
ing a period of abstinence (Coupland et al., 
2005; Dance et al., 2004).

Table 5 summarises information on the 
types and patterns of drugs injected, where 
this information is available for different 
jurisdictions.

This table demonstrates that there are many 
jurisdictions for which information is not 
available. It also demonstrates that, for those 
jurisdictions where information is available, 
there is no consistency in the type of infor-
mation that is available, making it challeng-
ing to compare between jurisdictions and 
settings (i.e. rural versus urban).

5	 Note that, based on the wording of the question, participants may have indicated more than one 
answer, and therefore the responses total more than 100 per cent.
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Table 5: Summary of the patterns and types of drugs injected, by jurisdiction

Jurisdiction
First drug 
injected

Drug most 
injected

Drug of 
choice

Last drug 
injected

National 
2007 IDRS 

(General IDU)

Speed 47%

Heroin 41%

Heroin 36%

Speed 26%

Morphine 18%

Methadone 8%

Buprenorphine 4%

Cocaine 3%

Heroin 53%

Speed 21%

Morphine 
10%

Cannabis 6%

Cocaine 3%

Heroin 34%

Speed 28%

Morphine 19%

Methadone 7%

Buprenorphine 4%

Cocaine 3%

Bupe-Naloxone 1%

National 
2007 ANSPS

(General IDU) 

— — — Heroin 31%

Speed 30%

Morphine/other 
14%

Methadone 10%

Subutex/Bupe 5%

More than one 3%

Other 3%

Cocaine 2%

Steroids 1%

Australian 
Capital 
Territory

Heroin 64%

Speed 35%

Brisbane Speed 83% Speed

Heroin

Others

Speed 56%

Heroin 21%

Western 
Australia

Speed 91%

Heroin 9%

Speed
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Jurisdiction
First drug 
injected

Drug most 
injected

Drug of 
choice

Last drug 
injected

Adelaide Heroin 48%

Speed 45%

Morphine 2%

Cocaine <2%

Speed ball <1%

Ecstasy <1%

Methadone <1%

Opium <1%

Heroin 

Speed 

Benzos 

Methadone

Heroin 56%

Speed 33%

Cannabis 11%

Benzos 2%

Methadone 1%

Speed

Lower 
Murray

Speed 48%

Heroin 32%

Speed

Heroin

Cocaine

Methadone

Other opiates

Benzos

Hallucinogens

Heroin 36%

Cannabis 36%

Speed 8%

Speed

New South 
Wales

— Heroin 77-87%

Darwin — Heroin

Speed

Morphine 75%

ANSPS: Australian Needle and Syringe Program Survey

IDRS: Illicit Drug Reporting System

IDU: injecting drug user
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Table 6: Frequency of injecting, by jurisdiction

Jurisdiction Frequency of injecting Opioid (%) Speed (%) 

National 2007 IDRS

(General IDU)

Daily

>Weekly, <daily

Weekly or less

Not in last month

46

36

17

1

National 
2007 ANSPS

(General IDU)

Daily

Weekly, <daily

<Weekly

Not in last month

47

25

18

8

National 
1995–98 ANSPS

Daily Indigenous

Daily non-Indigenous

57

49

Australian Capital 
Territory

Always daily

Daily, or less, or none

3–6 times/week

2–4 times/week, or none

Binges

1–2 times/week

>Occasionally, <weekly

Occasionally/once only

Stopped over 4 months ago

12

57

2

5

—

7

12

5

2

2

21

4

8

2

16

6

33

6

Brisbane Daily

<Daily, >once/week

Not in past month

38

77

16

Western Australia Daily

<Daily, >twice/week

<Once/week

24

43

32
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Table 6 summarises the frequency of injecting 
in each jurisdiction where such information 
is available. This table also demonstrates the 
gaps in the information available for many 
jurisdictions. More importantly, it demon-
strates the lack of consistency in the surveys, 
so that the data between these jurisdictions 
are difficult to compare.

3.3.2.5 Injecting practices and 
risk behaviours

This section examines the available evidence 
on some of the injecting practices and risk 
behaviours of Aboriginal people who inject 
drugs, including re-using practices, location 
and context of use, and knowledge of risk 
behaviours.

Assessing the re-using practices of people 
who inject drugs is inherently challenging, 
as individual, community and contextual 
perspectives on what constitutes ‘sharing’ 
may vary. Additionally, respondents may pro-
vide what they believe to be more socially 
desirable answers, thereby skewing the data 
collected. In some cases, several questions 

Jurisdiction Frequency of injecting Opioid (%) Speed (%) 

Adelaide Day of or before survey

In the last week

In the last month

Not in last month but 
in last 2–3 months

66

19

7

 
5

Lower Murray 5 times weekly to daily

4 times weekly

2–4 times/week

Weekly

Weekly to monthly

Fortnightly

Monthly or less

35

12

—

—

18

—

35

—

—

26

5

—

16

53

Darwin Daily

of whom, 2–3 daily

66

22

ANSPS: Australian Needle and Syringe Program Survey

IDRS: Illicit Drug Reporting System

IDU: injecting drug user
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addressing the notion of sharing and re-
use of injecting equipment may be asked 
in order to allow for the cross-checking of 
the responses. Based on responses to several 
questions, a Brisbane-based study of Abor-
iginal people who inject drugs determined 
that re-use was very high, with 39 per cent 
of respondents reporting re-using injecting 
equipment in the past month and 63 per 
cent of those who were under 20 reporting 
re-using (Larson et al., 1999).

Some studies comparing the injecting prac-
tices in the general population of people 
who inject drugs in rural and urban areas 
have found no difference in the level of use 
of non-sterile injecting equipment (Aitken et 
al., 1999; Day et al., 2006; Gray et al., 2001). 
However, others have noted differences in re-
using practices between people who inject 
drugs in urban and rural areas (Lawrinson 
et al., 2005). In an Adelaide-based study of 
Aboriginal people who inject drugs, two-
thirds reported that they almost always used 
a new syringe, while only 12 per cent had 
used a syringe after use by someone else in 
the past three months (Holly & Shoobridge, 
2004). By contrast, in rural South Australia, 
48 per cent of surveyed Aboriginal people 
who inject drugs reported having ever re-
used injecting equipment, with 28 per cent 
doing so in the past 12 months and 8 per 
cent doing so in the past week (Shoobridge 
et al., 2000). In yet another South Aus-
tralian study, the proportion of people who 
inject drugs who reported re-using injecting 
equipment other than needles increased from 
2006 (27%) to 2007 (32%). This increase 
follows a decrease in the re-use of injecting 
equipment other than needles from 2004 
through to 2006 (Richards, 2008).

In Western Australia, higher levels of shar-
ing were also reported. Forty-three per cent 
of Aboriginal people who inject drugs inter-
viewed acknowledged that they normally 
re-use injecting equipment (Gray et al., 
2001). Of those who reported normally shar-
ing, 14 per cent said they share only after 
they have injected (i.e. lending of injecting 
equipment), while 30 per cent reported they 
have shared injecting equipment after others 
had injected (Gray et al., 2001). However, the 
majority who re-used injecting equipment 
reported doing so only with a partner or 
with certain people (e.g. siblings) (Gray et al., 
2001). Ten per cent insisted that they never 
re-use injecting equipment, but may do so 
in prison if there is no alternative (Gray et al., 
2001). Other studies have also reported that 
re-using injecting equipment is most likely to 
occur while in prison (Coupland et al., 2005).

In the same Western Australian study, par-
ticipants more commonly reported re-using 
other injecting paraphernalia, such as bags 
for mixing drugs, spoons, filters and water 
(Gray et al., 2001). This finding is consistent 
with the general literature on people who 
inject drugs, which has found higher rates of 
re-using other injecting-related equipment 
(Black et al., 2008). Studies have also found 
higher rates of re-using one’s own equip-
ment (Holly & Shoobridge, 2004; Shoobridge, 
2000).

One of the earlier studies of Aboriginal 
people who inject drugs, conducted in the 
Lower Murray in 1997, reported a concern 
emerging from consultations that Aboriginal 
cultural values of sharing within kinship and 
community ties may affect the practices of 
re-using injecting equipment (Shoobridge et 
al., 2000). Interestingly, it was noted in the 
course of conducting this literature review 
that this notion of a ‘culture of sharing’ 
among Aboriginal people who inject drugs is 
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often referred to in the literature and seems 
to have potentially become accepted as fact 
despite the apparent lack of any attempt to 
systematically test this hypothesis. Gray et 
al. (2001) note that, in their study involv-
ing interviews with 74 Aboriginal people 
who inject drugs in urban and rural set-
tings, this notion never emerged through the 
exploration of the dimensions of re-using 
injecting equipment. Similarly, the authors 
of a study of 307 Aboriginal people who 
inject drugs in Adelaide indicated that they 
found no evidence that the cultural value 
of sharing among Aboriginal peoples had 
any impact on injecting practices (Holly & 
Shoobridge, 2004). Indeed, the practice of 
limiting re-using injecting equipment only 
to one’s partner or close friends or relations 
has been consistently found in the litera-
ture on injecting drug use practices within 
the general population of people who inject 
drugs (Iversen et al., 2008; Ross et al., 1994). 
Therefore, this practice may be found in gen-
eral, and may not be unique to Aboriginal 
cultures.

Studies of Aboriginal people who inject drugs 
suggest that, while some tend to inject alone, 
it may be more common to inject within a 
group (Coupland et al., 2005; Gray et al., 
2001). There are risks inherent in both prac-
tices. Injecting alone may reduce the risk 
of blood-borne virus transmission, but it is 
also a risk factor for overdose morbidity and 
mortality (Darke et al., 1999). Conversely, 
using within groups or networks of people 
who inject drugs may be associated with 
increased sharing of the drug injected, lead-
ing to potential contamination of injecting 
equipment (Koester et al., 2005).

In Western Australia, of the surveyed Abor-
iginal people who inject drugs 12 per cent 
usually injected alone, 12 per cent with a 
partner, and 69 per cent reported they usu-
ally inject with friends, family members or 
partners (Gray et al., 2001). In this study, 
most participants indicated that they nor-
mally inject in their home or the home of a 
friend or family member. However, over one-
quarter reported that they usually inject in 
public spaces such as toilets or parks, and 
an additional 23 per cent reported that they 
inject anywhere. This practice was more 
common with younger Aboriginal people 
who inject drugs (Gray et al., 2001). Injecting 
in public spaces may reduce the likelihood 
of using safer injecting practices (Southgate 
et al., 2003). Common locations of inject-
ing include homes, parks, public toilets and 
stairwells, with privacy playing an important 
factor (Coupland et al., 2005).

Knowledge of risks related to blood-borne 
viruses among Aboriginal people who inject 
drugs seems to be generally low, but it is basi-
cally consistent with the general population 
of people who inject drugs (Gray et al., 2001; 
Roberts & Crofts, 2000). There is also a low 
level of sophistication of knowledge related to 
risks for hepatitis B, HIV and particularly hepa-
titis C (Coupland et al., 2005; Edwards et al., 
1998; Gray et al., 2001; Larson et al., 1999). 
There is also some evidence that, among Abor-
iginal people who inject drugs, hepatitis C 
may be considered inevitable and essentially 
unavoidable (Coupland et al., 2005), a finding 
which is consistent among other populations 
of people who inject drugs, given the rela-
tively high prevalence and association with 
injecting drug use (Coupland et al., 2005; 
Roy et al., 2007; Wozniak et al., 2007). This 
has implications for harm reduction messages 
for hepatitis C.
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3.3.3 Summary

The literature suggests that there is no one 
particular drug or class of drugs that is pre-
dominantly used by Aboriginal people who 
inject drugs. As with the general population 
of people who inject drugs, poly-drug use 
emerges as the most important pattern of 
use, including a significant use of substances 
that may not be injected, such as cannabis, 
alcohol and tobacco. In terms of drugs most 
injected, amphetamines and heroin appear 
to be most common, but this is affected by 
drug availability. Heroin appears to be the 
most common first drug injected, although 
amphetamines are often ingested via other 
routes of administration before transition-
ing to injection.

The evidence suggests that use of non-sterile 
injecting equipment may be high and that 
the re-use of other injecting parapherna-
lia is very common. Re-use of non-sterile 
injecting equipment and other risk practices 
may be influenced by the setting in which 
injecting occurs, such as a group of people, 
alone, while in prison, or with a partner. 
Knowledge of risk behaviours and the level 
of sophistication of understanding related to 
blood-borne virus transmission may be low, 
but not necessarily inconsistent with that 
of the general population of people who 
inject drugs.

3.3.4 Gaps and ways forward

Based on this review of the literature, there 
appear to be several apparent gaps and 
issues to be addressed with respect to our 
understanding of the types of drugs and pat-
terns of drug use among Aboriginal people 
who inject drugs. Most importantly, there 
are many inconsistencies in data collection 
tools and the types of questions asked when 
examining patterns of drug use. This means 
that most of the data available from different 

jurisdictions and sources are not compara-
ble, making it difficult to gain an accurate 
assessment of Aboriginal people who inject 
drugs across jurisdictions and settings. Estab-
lishing a clear set of information needs with 
respect to drug use patterns may help to 
provide a framework for researchers exam-
ining this issue. Furthermore, developing a 
data collection tool for gathering such infor-
mation could help to ensure consistency in 
the data collected in different studies and 
facilitate the comparability of the findings. 
Such inconsistencies have been noted else-
where (Australian Institute of Health and 
Welfare, 2005).

Another limitation to our understanding of 
the patterns of Aboriginal injecting drug use 
is the reliance, in some cases, on commu-
nity perceptions and consultations with key 
stakeholders. Community perceptions may 
not reflect the real experiences, contexts 
and histories of people who inject drugs. In 
several jurisdictions, the best indication of 
people who inject drugs among Aboriginal 
communities is based only on community 
perceptions. However, some authors have 
noted inconsistencies between community 
perceptions and the reports of Aboriginal 
people who inject drugs. Some have noted 
a lack of data to support an oft-cited per-
ception that Aboriginal cultural traditions 
of sharing may impact on the re-using of 
injecting equipment (Gray et al., 2001; Holly 
& Shoobridge, 2004). Gray et al. (2001) also 
note other inconsistencies related to the 
harms associated with Aboriginal injecting 
drug use and the initiation to injecting within 
a prison setting, both of which are explored 
in later sections. This issue highlights the 
importance of the direct inclusion of Abor-
iginal people who inject drugs in research, 
programming and policy development.
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3.4 Injecting drug use in 
different settings

3.4.1 Regional, rural and remote 
differences

3.4.1.1 Prevalence of injecting drug use

Several studies have attempted to assess in-
jecting drug use in rural and remote areas. 
However, there are numerous challenges in-
herent in doing so, which have been dis-
cussed in detail in section 2.2. In rural and 
remote Aboriginal communities, very few 
studies have attempted to assess the preva-
lence of injecting drug use. In fact, in the 
case of the National Aboriginal and Torres 
Strait Islander Social Survey and of the 
National Aboriginal and Torres Strait Islander 
Health Survey, the substance use form is not 
included in remote areas (Australian Bureau 
of Statistics, 2006; 2004a). Furthermore, the 
National Drug Strategy Household Survey: 
Urban Aboriginal and Torres Strait Islander 
Peoples Supplement 1994, which provides 
some of the best detail on the prevalence of 
injecting drug use among Aboriginal Austral-
ians, included populations that were based 
only in urban areas6 (Australian Institute of 
Health and Welfare, 1995). This study did, 
however, find that the use of cannabis was 
more frequently cited by respondents living 
beyond capital cities, while drugs such as 
heroin, cocaine and amphetamines, as well 
as needle use, were more commonly cited by 
those living in capital cities.

Studies of the general population of people 
who inject drugs, including national surveys, 
tend to focus on urban samples, as recruit-
ment is often facilitated through NSPs in 
higher density areas of use (Aitken et al., 
1999; Day et al., 2006). However, these stud-
ies have attempted to compare data between 
regional cities and capital cities (Aitken et 
al., 1999; Day et al., 2006).

A few studies have been conducted on sub-
stance use in remote communities in the 
Northern Territory. One study involved a 
random sample of over 300 participants 
from Arnhem Land (Clough et al., 2004). 
It focused specifically on cannabis use and 
how it may interact with other substance 
use, but the authors noted isolated inci-
dents of the use of speed. However, it is not 
noted whether these incidents involve in-
jecting; and the available data suggest that 
amphetamines are not always injected (Holly 
& Shoobridge, 2004; Larson et al., 1999). 
Another study in the same remote region, 
which focused on patterns and changes in 
substance use, did not include a discussion 
of injecting drug use (Clough et al., 2002). 
In this study, the researchers and the com-
munity chose to focus on the use of sub-
stances that were capturing media attention, 
including alcohol, kava, cannabis and petrol.

A Western Australian study conducted in 
Perth and four other towns in the state was 
unsuccessful in recruiting Aboriginal people 
who inject drugs in the Broome area (Gray 
et al., 2001). The authors cite the low evi-
dence of injecting drug use in remote areas, 
despite substantial evidence of illicit drug 
use by other modes of administration. Other 
challenges to recruitment may have included 
the stigmatised nature of illicit drug use, 

6	 It should be noted that the Australian Bureau of Statistics definition of ‘urban’ used for this 
study included areas with population clusters of 1000 or more people.
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such that people may not want to iden-
tify as injectors. This may particularly be the 
case given that interviews were conducted 
by Aboriginal interviewers. In this study, 
the authors did find that the prevalence of 
various indicators of injecting drug use was 
lower in non-urban areas, and concluded 
that much of the increase in Aboriginal in-
jecting drug use in Western Australia was 
concentrated in Perth.

A study conducted in New South Wales 
attempted to examine patterns of drug use 
and harms among people who inject drugs in 
two different communities — one was rural 
and one was urban, although it was not con-
sidered an area of high drug use. The sample 
was a convenience sample of self-identified 
people who inject drugs and therefore can-
not be considered representative (Day et al., 
2006). Nonetheless, 22 per cent of the par-
ticipants identified as Aboriginal — 25 per 
cent of the rural sample and 18 per cent of 
the urban sample. In a similar study con-
ducted in Victoria, 19.5 per cent of the rural 
sample identified as Aboriginal, compared 
to only 1.6 per cent of the urban sample7 
(Aitken et al., 1999). Given the limitations of 
the convenience sampling, no analysis was 
conducted on data from Aboriginal people 
who inject drugs; instead, the study focused 
on rural versus urban injecting drug use 
practices. One interesting finding in the New 
South Wales study was that less than half of 
the rural people who inject drugs were ini-
tiated into injecting in their rural area, but 
rather had done so in a variety of locations 
(Day et al., 2006). Both of the rural sample 
populations also reported less frequent drug 
use than their urban counterparts (Aitken et 
al., 1999; Day et al., 2006).

In Victoria, the Well Person’s Health Check 
is conducted across 11 Aboriginal commu-
nities to provide education, early detection 
and treatment for a range of health issues 
(Waples-Crowe, 2005). Based on data col-
lected between 1999 and 2002, as many as 
9.6 per cent of over 1200 respondents had 
ever injected or currently injected drugs.

A study using rapid assessment methodology 
of Aboriginal injecting drug use, conducted 
in a rural South Australian community, iden-
tified a convenience sample of 25 Aboriginal 
people who inject drugs (Shoobridge et al., 
2000). Another study in the regional South 
Australian community of Gallinyalla (the 
local Aboriginal name for the area around 
Port Lincoln) found that the use of heroin 
and amphetamines, as well as the misuse of 
prescription medication, was a common con-
cern to the Aboriginal community, although 
not necessarily at the top of their list of 
concerns (Franks, 2006). In a series of com-
munity focus groups, injecting drug use was 
raised as an issue contributing significantly 
to community breakdown (Franks, 2006). 
Similarly, a series of community consulta-
tions in seven other rural and regional towns 
in South Australia revealed that injecting 
drug use was of particular concern in nearly 
all of the communities (Aboriginal Drug and 
Alcohol Council, 1997). Most indicated the 
use of heroin and amphetamines, as well as 
other potentially injected substances (includ-
ing a variety of prescription medications and 
methadone) (Aboriginal Drug and Alcohol 
Council, 1997).

7	 Note: based on differences in sample sizes, this equates to approximately only seven urban and 
nine rural individuals.
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The Australian Institute of Criminology con-
ducted a survey of police stationed in urban 
and non-urban areas in Queensland, the 
Northern Territory, Western Australia and 
South Australia. The survey revealed police 
perceptions that injecting drug use is occurring 
in non-urban as well as urban areas (Putt & 
Delahunty, 2006). Amphetamines, in particu-
lar, were identified as being widely available 
in both urban and non-urban communities, 
with police indicating that existing networks 
in non-urban communities that coordinate 
the supply of cannabis may facilitate a ready 
supply of amphetamines (Putt & Delahunty, 
2006).

3.4.1.2 Patterns of drug use

Some of the literature suggests different 
patterns of drug use in rural and regional 
areas versus urban centres, particularly larger 
capital cities. In a New South Wales study 
comparing rural and urban injecting drug 
use, where one-quarter of people who inject 
drugs in rural areas identified as Aboriginal, 
both groups reported using and injecting a 
wide variety of drugs. However, morphine 
was much more commonly used among 
people who inject drugs in rural areas, and 
amphetamine use was also more frequent 
among people who inject drugs in rural areas 
(Day et al., 2006). There was a similar find-
ing of greater use of morphine in Darwin 
(Roberts & Crofts, 2000). Although Darwin is 
a capital city, the relative size and geographi-
cal location may render it more comparable 
to regional centres than to other capital cit-
ies. The greater use of pharmaceutical opi
oids may be due to lack of availability of 
other drugs, such as heroin, in regional and 
rural areas and may be as much an issue for 
non-Aboriginal people who inject drugs as 
for Aboriginal people who inject drugs.

In a study comparing rural and urban inject-
ing drug use (including both Aboriginal and 
non-Aboriginal injecting drug use) in Vic-
toria, where 1.6 per cent of urban and 19.5 
per cent of rural participants identified as 
Aboriginal, the injection of amphetamines 
was more commonly reported among rural 
people who inject drugs (80%) (Aitken et al., 
1999). By contrast, people who inject drugs 
in urban areas reported more use of heroin 
(Aitken et al., 1999). In this study, people 
who inject drugs in rural areas had injected 
a smaller range of drugs (Aitken et al., 1999).

In the lower Murray region of South Australia, 
amphetamines and misuse of prescription 
medication seem to be more common than 
heroin use, despite heroin being the drug of 
choice. In Gallinyalla, in rural South Australia, 
alcohol and cannabis were of primary concern 
to the community, but amphetamines were 
also considered prevalent in the community, 
and heroin to a lesser extent (Franks, 2006).

In terms of injecting practices and risk factors, 
there does not seem to be a clear distinction 
between rural and urban-based injecting drug 
use. Some studies have found no difference 
in re-use of non-sterile injecting equipment 
practices (Aitken et al., 1999; Day et al., 
2006; Gray et al., 2001), while others have 
documented riskier practices in one setting 
or another (Lawrinson et al., 2005).

Urban-based Aboriginal people who inject 
drugs appear to inject more frequently than 
those in non-urban areas (Coupland et al., 
2005). This has also been noted in other 
studies comparing rural and urban-based 
injecting drug use (Aitken et al., 1999; Day 
et al., 2006). One study found high levels 
of testing for hepatitis B among rural and 
urban injecting drug users in New South 
Wales (Day et al., 2006). However, urban 
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participants reported having been tested 
more recently than rural-based people who 
inject drugs (Day et al., 2006). This study 
also found that, while almost half of the 
population studied had received the hepatitis 
B vaccination, more rural-based people who 
inject drugs than urban-based reported not 
being aware of the vaccine (17% and 7%, 
respectively; this difference is not statisti-
cally significant).

What is important to note, with respect to 
our understanding of rural versus urban 
injecting drug use, is that much of the 
available data is based on studies involving 
Aboriginal and non-Aboriginal respondents. 
Given the challenges of study recruitment in 
rural areas, sample sizes tend be relatively 
small, with the resulting representation of 
Aboriginal people who inject drugs being 
even smaller. Specific analyses of data related 
to Aboriginal people who inject drugs in 
rural settings are therefore limited by these 
small sample sizes.

3.4.2 Prisons

Despite comprising 2.5 per cent of the overall 
Australian population, Indigenous Austral-
ians account for 25 per cent of the ap-
proximately 30 000 people incarcerated in 
Australian prisons at any one time (Australian 
Bureau of Statistics, 2009). The ratio was 
lowest in Victoria (5.5%), but was as high as 
40.5 per cent in Western Australia and 81.8 
per cent in the Northern Territory.

Drug use may be a common factor leading to 
criminal behaviour and incarceration. Recent 
research has found that 71 per cent of prison 
entrants had used illicit drugs within the 
12 months prior to incarceration (Australian 
Institute of Health and Welfare, 2010). The 

Australian Institute of Criminology reports 
that Aboriginal male offenders report higher 
levels of drug use and dependency compared 
to non-Aboriginal offenders (Putt et al., 
2005). However, Aboriginal offenders were 
more likely than non-Aboriginal offenders to 
attribute their criminal behaviour to alcohol 
than to illegal drugs (Putt et al., 2005). This 
is consistent with only 1.5 per cent of In-
digenous Australians’ ‘most serious offence/
charge’ being ‘illicit drug offences’ (Australian 
Bureau of Statistics, 2009).

In their study of Aboriginal male offenders, 
Putt, Payne and Miller (2005) found that 
heroin, amphetamines, street methadone, 
cocaine, benzodiazepines, ecstasy and hal-
lucinogens were the most common recently 
used substances prior to incarceration. Abor-
iginal offenders were more likely to inject 
amphetamines than their non-Aboriginal 
counterparts, while injection rates of heroin 
were similar. Although the rates of recent 
cocaine and street methadone (i.e. diverted 
methadone) use were relatively low among 
Aboriginal male offenders, a substantial pro-
portion of those who had used them re-
ported injecting these drugs (59% and 73%, 
respectively).

Despite the illicit nature of drug use and 
the ostensibly secure nature of prisons, illicit 
substances appear to be present and used by 
prisoners. The most recent Australian Needle 
and Syringe Program Survey found that, of 
the 254 participants who had been in prison 
in the year prior to the survey, more than 
one-third (93 people) indicated that they had 
injected while in prison (Iversen et al., 2008).
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Several of the key studies of Aboriginal peo-
ple who inject drugs have found similar indi-
cations of injecting drug use within prisons. 
An Adelaide study found that over 50 per 
cent of the participants had been incarcer-
ated, of whom 44 per cent had injected while 
they were in prison (Holly & Shoobridge, 
2004). A similar study conducted in a rural 
South Australian community found that a 
higher proportion of participants (84%) had 
been in prison, with just over half reportedly 
injecting while incarcerated (Shoobridge et 
al., 2000).

Studies have noted that sharing commonly 
occurs within the context of prison and may 
in fact be limited to this setting in some 
instances (Coupland et al., 2005; Gray et al, 
2001; Holly & Shoobridge, 2004). One study 
found that, of those reporting injecting while 
in prison, 52 per cent reported that they 
always shared (Holly & Shoobridge, 2003).

A Brisbane study found that the occurrence 
of injecting drugs in prison was common 
in the study sample of Aboriginal people 
who inject drugs, as was re-using non-
sterile injecting equipment while incarcerated 
(Larson et al., 1999). It also found that five 
of the study participants reported that their 
first initiation to injecting had occurred 
while in prison (Larson et al., 1999). The 
study reported that injecting was relatively 
rare among people who had been in juve-
nile detention centres. However, when it did 
occur, it usually seemed to involve re-using 
non-sterile injecting equipment (Larson et 
al., 1999).

In a study of people who inject drugs in 
Western Australia (Perth, Bunbury, Kalgoor
lie, Geraldton and Bunbury), 43 out of 74 
participants (58%) had spent time in prison 
(Gray et al., 2001). However, less than one-

quarter reported that they had injected while 
incarcerated and only one reported injecting 
for the first time while incarcerated (Gray et 
al., 2001). Another study noted that only 
two participants reported injecting for the 
first time while in prison (Shoobridge et al., 
2000).

In an analysis of interviews and focus 
groups with Aboriginal people who inject 
drugs across Australia, several factors or 
contexts emerged as contributing to initi-
ation into injecting; however, exposure in 
a prison setting does not appear to have 
been noted (Coupland et al., 2005). Gray et 
al. (2001) note a common perception, par-
ticularly among community members and 
service providers, that initiation to injecting 
among Aboriginal Australians often occurs 
while they are incarcerated. However, this 
hypothesis does not appear to have been 
systematically tested, nor does it seem to be 
supported by the available literature on the 
drug-use histories of Aboriginal Australians.

3.4.3 Movement between settings

Although not systematically covered in the 
literature, the mobility of the Aboriginal 
population (e.g. between urban and remote 
communities or between prisons and commu-
nity settings) and the mobility of Aboriginal 
people who inject drugs are often referred to. 
Community members have raised concerns 
about people being initiated into inject-
ing while in regional centres or prison, and 
then returning to communities or remote 
settlements, effectively importing injecting 
practices and potentially subsequent harms 
such as blood-borne viruses (Aboriginal Drug 
and Alcohol Council, 1997; Putt & Delahunty, 
2006). This was found to be the case in 
the New South Wales study of urban versus 
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rural-based people who inject drugs, where 
less than half of the rural injectors were initi-
ated into injecting in their rural community 
(Day et al., 2006).

A survey of police in urban and non-urban 
communities across several Australian states 
suggested that illicit substances used in 
remote communities are primarily brought 
in and distributed by those returning from 
urban and regional centres (Putt & Delahunty, 
2006). In some cases, drugs may be brought 
in by Aboriginal community members, and in 
other cases by non-Aboriginal people (Putt 
& Delahunty, 2006).

A Canadian study aimed to assess the impact 
of the mobility of Indigenous people who 
inject drugs in Canada. It did this by exam-
ining medical charts and data on place 
of residence in a cohort of self-identified 
Indigenous people who inject drugs over a 
seven-year period. The study found high rates 
of movement between on-reserve (Indige-
nous communities) and off-reserve (town or 
urban centre) settings, effectively moving the 
harms associated with injecting drug use and 
infectious diseases between these settings 
(Callaghan et al., 2007).

There does not appear to be any research in 
Australia that has examined this issue, par-
ticularly with respect to Aboriginal people 
who inject drugs. However, given the limited 
understanding of rural and remote injecting 
drug use, in particular, and the incidence of 
hepatitis C and HIV among Aboriginal peo-
ple who inject drugs, such research may be 
warranted.

3.4.4 Summary

This section highlights some of the particular 
contextual factors that may impact on Abor-
iginal people who inject drugs. The literature 
suggests that the patterns and practices of 
people who inject drugs may differ between 
urban and rural settings, and between prison 
and community settings.

Injecting drug use appears to be much more 
prevalent in urban settings and may be associ-
ated with riskier injecting practices. Similarly, 
injecting practices in prison place Aboriginal 
people who inject drugs at an increased risk 
of contracting blood-borne viruses. Movement 
between these settings may have important 
implications with respect to risk practices and 
associated harms; however, this aspect is not 
well understood in the Australian context.

3.4.5 Gaps and ways forward

Given the challenges in accessing Aboriginal 
people who inject drugs, particularly with 
respect to anonymity, few studies have been 
able to focus specifically on injecting drug 
use in rural and remote Aboriginal commu-
nities. However, those that have may pro-
vide methodological examples that could be 
replicated in other areas, particularly where 
there is concern in relation to, or evidence of, 
injecting drug use. A significant gap appears 
to be our understanding of the implications 
of the mobility patterns of Aboriginal people 
who inject drugs, as they transition between 
urban and rural settings, or prison and com-
munity settings. Movement may be necessary 
in order to access treatment services, respite 
from drug using or drug markets. A better 
understanding of this issue and its implica-
tions is warranted.
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3.5 Gender and age 
differences

3.5.1 Gender differences

Most available data suggest that injecting 
drug use is more common among men. The 
National Drug Strategy Household Survey 
has consistently revealed more males who 
inject drugs than females (Australian Insti-
tute of Health and Welfare, 2008a). Similarly, 
populations of people who inject drugs in 
the Illicit Drug Reporting System and the 
Australian Needle and Syringe Program Sur-
vey consistently have a higher proportion 
of males injecting drugs (Black et al., 2008; 
Iversen et al., 2008).

This pattern seems to be consistent among 
Aboriginal people who inject drugs as well. 
The National Drug Strategy Household Sur-
vey found that Aboriginal males were more 
likely to have injected and to have used 
illicit substances including cannabis, speed 
and hallucinogens (Australian Institute of 
Health and Welfare, 1995). Similarly, sam-
ples of Aboriginal people who inject drugs 
represented in the Illicit Drug Reporting Sys-
tem and the Australian Needle and Syringe 
Program Survey appear to consistently have 
a higher proportion of males (Black et al., 
2008; Iversen et al., 2008).

However, while the proportion of Aboriginal 
females involved in injecting drug use may 
be consistently lower than that of Aboriginal 
males, it appears as though Aboriginal females 
who inject drugs may be more prevalent than 
their non-Aboriginal female counterparts, 
relative to non-Aboriginal males who inject 
drugs. For example, the Australian Needle and 
Syringe Program Survey data from 2003–07 
suggest that the proportion of Aboriginal 

female respondents, while lower than that of 
Aboriginal male respondents, is higher than 
that of non-Aboriginal female respondents8 
(Iversen et al., 2008).

Gray et al. (2001) came to a similar conclu-
sion, based on their research in Aboriginal 
people who inject drugs in Western Aus-
tralia. They suggest that injecting drug use is 
increasing rapidly among Aboriginal people 
in Western Australia and that the differ-
ence in prevalence between Aboriginal and 
non-Aboriginal females is widening more 
rapidly than that between Aboriginal and 
non-Aboriginal males (Gray et al., 2001).

An analysis of the demographic characteristics, 
drug-use histories and current use patterns 
of the Sydney-based Illicit Drug Reporting 
System data from 1996–2003 was conducted 
by Breen, Roxburgh and Degenhardt (2005). 
This analysis revealed that females who inject 
drugs were more likely to identify as Aboriginal 
Australian and that this has steadily increased 
over time. The authors also found that females 
injecting drugs were more likely to engage 
in high-risk behaviour such as re-using non-
sterile injecting equipment and engaging in 
sex work (Breen et al., 2005).

In a Brisbane-based study of Aboriginal peo-
ple who inject drugs, the gender distribution 
was 69 per cent male and 31 per cent female 
(Larson et al., 1999). In an Adelaide-based 
study, the distribution was 60 per cent male 
and 40 per cent female (Holly & Shoobridge, 
2003), whereas in the Lower Murray region 
of rural South Australia the distribution was 
76 per cent male and 14 per cent female 
(Shoobridge et al., 2000). In Western Aus-
tralia, 57 per cent of a sample of Aboriginal 
people who inject drugs were male and 
43 per cent were female (Gray et al., 2001). 

8	 Note: there are limitations to these data as a convenience sample and this trend has not been 
tested for statistical significance.
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A study in the Australian Capital Territory of 
Aboriginal people who inject drugs found a 
gender distribution of 65.3 per cent male and 
34.7 per cent female (Dance et al., 2004).

3.5.2 Age differences

Based on recent data from the Australian 
Needle and Syringe Program Survey, the av-
erage age of first injection among the gen-
eral population of people who inject drugs 
has remained relatively stable at 18 years of 
age, ranging from about 10 years old to over 
50 years9 (Iversen et al., 2008). The average 
age of Australian Needle and Syringe Pro-
gram Survey respondents has increased from 
31 years in the 2003 survey to 35 years in 
2007 (Iversen et al., 2008). This is similar to 
the average age of participants in the Illicit 
Drug Reporting System of 35.8 years, which 
has also increased since 2000 when the aver-
age age was 28.8 years (Black et al., 2008).

Community perception suggests that people 
who inject drugs may begin earlier among 
Aboriginal Australians, and that the age of 
first injection has decreased over the years 
(Holly & Shoobridge, 2003). The National 
Drug Strategy Household Survey: Urban 
Aboriginal and Torres Strait Islander Peoples 
Supplement 1994 found that the average 
age of first trying most illicit substances was 
younger than that within the general pop-
ulation (Australian Institute of Health and 
Welfare, 1995). The average age of first use 
of heroin by Aboriginal people who inject 
drugs was 17.5 years compared to 20.2 
years for the general population (Australian 
Institute of Health and Welfare, 1995). For 
cocaine, which was injected by 73 per cent 
of those reporting its use, the average age 
of first use was 18.5 years compared to 21.6 

years in the general population (Australian 
Institute of Health and Welfare, 1995). Con-
versely, for amphetamines the average age 
of first use was slightly older at 19.5 years 
compared to 19.0 years for the general pop-
ulation (Australian Institute of Health and 
Welfare, 1995).

More recently, in an analysis of differences 
in demographic characteristics, drug-use 
histories and current use patterns of the 
2006 Illicit Drug Reporting System data, the 
authors found that people who inject drugs 
who were under 25 years of age were more 
likely to identify as Aboriginal (Degenhardt 
et al., 2008a). Younger people who inject 
drugs were also more likely to be engaged 
in higher risk behaviours associated with 
injecting, including injecting daily and more 
often, providing used injecting equipment to 
others, and engaging in drug dealing and 
property crime (Degenhardt et al., 2008a). 
This is consistent with a study conducted 
in New South Wales of 336 people under 
the age of 25 years who inject drugs, which 
found that early onset injecting (under 17 
years) was associated with identifying as 
Aboriginal, as well as other characteristics 
such as homelessness and having a family 
member who injected (Abelson et al., 2006). 
This study also concluded that earlier onset 
injecting was associated with increased vul-
nerability to risk taking.

In a Brisbane-based study of Aboriginal peo-
ple who inject drugs, the age of participants 
ranged from 13 years to 44 years, 50 per cent 
of whom were under 21 years (Larson et al., 
1999). Based on this same sample, the aver-
age age of first injection was 17.8 years and 
39 per cent of the sample had injected be-
fore the age of 16 years (Larson et al., 1999).

9	 One case of initiating into injecting at the age of 3 years and another at the age of 5 years are 
also documented. However, these cases appear to be anomalies.
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In the Northern Territory, Meyerhoff (2000) 
suggests that the average age of Aboriginal 
people who inject drugs may be relatively old, 
at 33 years. However, this finding is based on 
Australian Needle and Syringe Program Sur-
vey data collected at one NSP and therefore 
may be a better reflection of those accessing 
that particular NSP, rather than the broader 
Aboriginal population of people who inject 
drugs (Meyerhoff, 2000).

Studies in South Australia of Aboriginal 
people who inject drugs have found vary-
ing results. The age and gender distribution 
of an Adelaide-based sample was similar to 
the general population of people who inject 
drugs, based on the sample of people who 
inject drugs in the Illicit Drug Reporting Sys-
tem (Holly & Shoobridge, 2004). However, 
Shoobridge et al. (2000) found a slightly 
younger average age and a much smaller 
proportion of female participants among rural 
Aboriginal people who inject drugs from the 
Lower Murray region. The average age of first 
injection was 17 years for the rural sample 
(Shoobridge et al., 2000) and 18 years for the 
urban sample (Holly & Shoobridge, 2004).

Holly and Shoobridge (2004) noted that the 
participants in both the Adelaide and the 
Lower Murray studies in South Australia were 
much older than a Western Australian sample 
of Aboriginal people who inject drugs. The 
South Australian sample had an average age 
of 26.5 years (Holly & Shoobridge, 2004). 
In the Western Australian study, Gray et al. 
(2001) report that the age of first injection 
ranged from 8 years to 42 years, with 34 per 
cent injecting by 14 years of age and 40 per 

cent injecting for the first time between the 
ages of 15 years and 19 years. There was no 
difference in age of first injection by gender 
or location (metropolitan or regional setting) 
(Gray et al., 2001). In an Australian Capi-
tal Territory study of Aboriginal people who 
inject drugs, Dance et al. (2004) report that 
the mean age of their sample was 27 years, 
with 31 per cent falling under the age of 21 
years. The average age of first injecting in 
this sample was 20 years (Dance et al., 2004).

In a study of Aboriginal male offenders, the 
average age of first use for amphetamines, 
cocaine and heroin ranged from 18 years 
to 22 years (Putt et al., 2005). This did not 
differ significantly from the age of first use 
for non-Aboriginal male offenders (Putt et 
al., 2005).

Health survey data of young offenders be-
tween the ages of 12 years and 19 years 
reveal that young Aboriginal offenders ex-
perience a slightly higher rate of hepatitis C 
infection than young non-Aboriginal offend-
ers (7.3% and 5.3%, respectively), although 
the difference is not statistically significant 
(van der Poorten et al., 2008). There was 
also no statistically significant difference in 
the reported rate of injecting drug use, al-
though it was slightly higher at 18.6 per 
cent among young Aboriginal offenders 
compared to 13.4 per cent among young 
non-Aboriginal offenders (van der Poorten 
et al., 2008). For both populations, injecting 
drug use and heroin use were the only statis-
tically significant risk factors for hepatitis C 
(van der Poorten et al., 2008).
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3.5.3 Summary

The evidence provides some indication of 
a potential increase in the prevalence of 
injecting drug use among Aboriginal fe-
males and that the proportion of female 
Aboriginal people who inject drugs may be 
slightly higher than that of non-Aboriginal 
females who inject drugs. The literature also 
seems to indicate that Aboriginal people 
who inject drugs may be more likely to be 
younger and may be initiated into injecting 
at a younger age. There is some evidence to 
suggest that younger injecting drug users 
engage in riskier injecting practices; however, 
there also appear to be regional variations 
in age and gender distribution. Some sug-
gest that regional differences may be more 
significant than cultural background (Holly 
& Shoobridge, 2004).

3.5.4 Gaps and ways forward

Once again, based on challenges in access-
ing Aboriginal people who inject drugs, it 
may be more difficult to access women and 
those who are younger, as they are com-
monly a more challenging group to access 
among the general population of injecting 
drug users. Coupland et al. (2005) point out 
that the specific risk behaviours of Aboriginal 
females who inject are not well understood.

3.6 Associated harms
Based on the literature, numerous harms 
associated with injecting drug use among 
Aboriginal Australians have been identified. 
There is often an overlap between harms 
associated with injecting drug use and the 
factors that may contribute to it (Holly, 
2001; Larson et al., 1999). For instance, fac-
tors such as poverty and lack of employment 
opportunities may contribute to injecting 
drug use, but also may be confounded by 
injecting drug use (Holly, 2001). A study in 
Brisbane sampled Aboriginal people who 
inject drugs and found that illicit drugs were 
reported to be used often to help cope with 
problems and worries, but in turn contrib-
uted to problems with family and friends, 
work or school, health and the criminal jus-
tice system (Larson et al., 1999).

Van der Sterren, Anderson and Thorpe (2006) 
have classified the harms into three broad 
categories:

•	 harms to the individual — such as prob-
lems related to health, finances, rela-
tionships, employment or studies, and 
criminal behaviour

•	 harms to the family — such as personal 
safety, financial security and the long-
term welfare of the family

•	 harms to the community — such as inter-
generational impacts and community 
breakdown.

This section examines the literature related 
to each of these categories.
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3.6.1 Harms to the individual

Harms to the individual associated with in-
jecting drug use include harms related to 
health, relationships, finances, work or study, 
and criminal behaviour.

3.6.1.1 Health-related harms

Harms range from general health issues to 
specific diseases or conditions such as blood-
borne viruses, mental health problems, sui-
cide and overdose. In Western Australia, 67 
per cent of Aboriginal people who inject 
drugs reported health problems other than 
blood-borne viruses (Gray et al., 2001). Gen-
eral health problems include weight loss, loss 
of fitness, withdrawal symptoms, vein dam-
age, hot and cold sweats, lack of appetite, 
mood swings, track-marks, thirst, lack of en-
ergy, heart problems and difficulties sleeping 
(Gray et al., 2001; Holly & Shoobridge, 2003; 
Shoobridge et al., 2000; van der Sterren et 
al., 2006).

The transmission of blood-borne viruses en-
tails significant consequences associated with 
injecting drug use generally. The prevalence 
of blood-borne viruses within the Aboriginal 
Australian population of people who inject 
drugs has been discussed previously in sec-
tion 3.2.1. Also of note is the association 
between injecting drug use and two hepatitis 
A outbreaks in northern Queensland in the 
late 1990s (Merritt et al., 1999). Injecting 
drug use was found to be a significant risk 
factor in these outbreaks.

A range of mental health issues has been 
noted in the literature, some of which may be 
actual mental health conditions while others 
are self-perceived effects on one’s mental 
wellbeing. In a sample of Aboriginal people 
from rural South Australia who inject drugs, 
two-thirds reported self-perceived mental 
health problems associated with their drug 

use (Shoobridge et al., 2000). In a Melbourne 
study involving interviews with Aboriginal 
people who inject drugs, most interviewees 
focused on the harms related to emotional 
and spiritual wellbeing (van der Sterren et 
al., 2006). For example, Aboriginal people 
who inject drugs have noted concerns about 
their mental health, mood swings, reduced 
enjoyment of life, loss of self-worth, memory 
problems and erratic behaviour, as well as 
depression and paranoia (Gray et al., 2001; 
Holly & Shoobridge, 2003; Shoobridge et al., 
2000; van der Sterren et al., 2006).

Related to the issue of mental health is the 
association between injecting drug use and 
suicide. In a study of Aboriginal people who 
inject drugs undertaken in the lower Murray 
region of South Australia, over half of the 
sample had attempted suicide on at least two 
occasions (Shoobridge et al., 2000). Of those 
who had attempted suicide, most reported 
that they were intoxicated on at least one 
of those occasions and noted that this had 
played a role in facilitating the decision to 
action suicidal ideation (Shoobridge et al., 
2000).

One study conducted in the Northern Territory 
examined data from the National Coroners 
Information System (NCIS) and the Confiden-
tialised Uniform Record File (CURF) from 2001 
to 2005. The CURF data confirmed the role 
alcohol and other substance use and comorbid 
mental, physical and behaviour disorders play 
in contributing to suicides (Hanssens, 2007). 
The author identified suicide clusters in remote 
communities, where a number of suicides 
would occur within a limited timeframe. Thus 
suicide, whether prompted by substance use 
or not, may have an effect within communi-
ties leading to broader implications (Hanssens, 
2007).
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Some have suggested that the rate of over-
dose among Aboriginal illicit drug users is 
very high and that most families may be 
affected by an overdose death (Holly, 2001). 
An Adelaide study involving Aboriginal peo-
ple who inject drugs found that 21 per cent 
had overdosed at some point, and that 37 
per cent of those who had overdosed indi-
cated that they had done so intentionally 
(Holly & Shoobridge, 2004).

A Western Australian study of Aboriginal 
people who inject drugs found that 24 per 
cent reported overdosing, but the study noted 
that this was less than half that reported 
among the general injecting population in 
Perth (Gray et al., 2001). However, 28 per 
cent claimed to know what to do in the event 
that someone overdosed, while 20 per cent 
‘sort of’ knew what to do. Only about 12 per 
cent of respondents reported that they had 
a first aid certificate and could resuscitate 
if an overdose occurred (Gray et al., 2001).

3.6.1.2 Implications for relationships

For people who inject drugs, the implications 
for familial and personal relationships have 
also been noted in the literature (Franks, 
2006; Gray et al., 2001; Holly & Shoobridge, 
2004). In Western Australia, 44 per cent of 
Aboriginal people who inject drugs reported 
difficulties maintaining the relationship with 
their partner due to behaviours associated 
with drug use and the impact on sexual 
performance (Gray et al., 2001). A study of 
substance use in a rural South Australian 
community found that people who inject 
drugs were often stigmatised and not ac-
cepted by the community (Franks, 2006). 
Others have also noted the isolation that 
can result from engaging in injecting drug 
use (van der Sterren et al., 2006). The as-
sociation between criminal behaviour and 

injecting drug use may further jeopardise 
familial relationships and isolate individuals 
from their families as a result of the poten-
tial for negative implications for the safety 
of the family (van der Sterren et al., 2006).

3.6.1.3 Criminal behaviour

The South Australian Department of State 
Aboriginal Affairs (2002) notes a strong link 
between property taking, property crime, 
drug dealing and illicit substance use. Abor-
iginal prisoners have been found to be dis-
proportionately represented in some offence 
categories that may have a drug compo-
nent, such as property crime, minor drug 
offences, home invasions and assaults (South 
Australia Department of State Aboriginal 
Affairs, 2002). Indeed, legal problems have 
been noted in studies of Aboriginal inject-
ing drug use (e.g. Gray et al., 2001; Holly 
& Shoobridge, 2003; van der Sterren et al., 
2006). Of Aboriginal people who inject drugs 
surveyed in Western Australia, half indicated 
that they had resorted to crime in order to 
buy drugs, including stealing, fraud, assault, 
armed robbery and drug dealing (Gray et 
al., 2001).

In a study of the substance-use histories 
of prisoners and police detainees, a higher 
proportion of Aboriginal offenders reported 
using alcohol and illicit drugs prior to the 
commission of an offence for which they 
were arrested (Putt et al., 2005). However, 
their non-Aboriginal counterparts were more 
likely to report only using illicit drugs prior 
to the commission of an offence (Putt et 
al., 2005). Half of Aboriginal male prisoners 
attributed their most recent serious offence 
to drug use and intoxication (Putt et al., 
2005).



In
je

ct
in

g 
dr

ug
 u

se
 a

nd
 a

ss
oc

ia
te

d 
ha

rm
s 

am
on

g 
Ab

or
ig

in
al

 A
us

tr
al

ia
ns

54

3.6.1.4 Implications for finances, 
employment and study

Finally, harms to the individual associated 
with injecting drug use also include those 
related to financial problems and employ-
ment and studies. As noted above, crimes 
may be committed in order to support sub-
stance use and financial problems are com-
monly noted among Aboriginal people who 
inject drugs, as are the loss of employment 
or a lack of motivation to pursue studies or 
seek employment (Gray et al., 2001; Holly & 
Shoobridge, 2003; Shoobridge et al., 2000; 
van der Sterren et al., 2006). In Western Aus-
tralia, 42 per cent of surveyed Aboriginal 
people who inject drugs reported difficulties 
maintaining employment or education (Gray 
et al., 2001). Lehmann and Frances (1998) 
also noted that some injecting drug users 
may become involved in sex work in associa-
tion with their injecting drug use. This may 
have further implications for blood-borne 
virus transmission and sexual health.

3.6.2 Harms to family

Most studies of Aboriginal injecting drug use 
note the significant harms to families, as well 
as to the individual (Franks, 2006; Gray et al., 
2001; Holly & Shoobridge, 2004; Larson et 
al., 1999; Lehmann & Frances, 1998; Putt & 
Delahunty, 2006). Injecting drug use appears 
to contribute to the breakdown of family by 
interfering with parental responsibilities and 
causing considerable distress, instability and 
shame (Western Australia Drug and Alco-
hol Office, 2007; Holly & Shoobridge, 2004; 
Lehmann & Frances, 1998). In a Western 
Australian study involving Aboriginal peo-
ple who inject drugs, 13 per cent had lost 
custody of their children at one time (Gray 
et al., 2001).

Families may also experience theft of goods 
by the drug user in order to support substance 
use (Lehmann & Frances, 1998). Furthermore, 
in some cases the family economy may be 
dependent on drug dealing, the funds from 
which may also support the drug use of one 
or more family members (Lehmann & Frances, 
1998). Lehmann and Frances (1998) estimate 
that in Melbourne, due to the high preva-
lence of injecting drug use among Aboriginal 
people and the small size of the community, 
all Aboriginal families may be affected by 
injecting drug use in some way.

In rural areas, injecting drug use has been 
seen as contributing to the psychological 
and spiritual breakdown of families, with 
implications for intergenerational substance 
use as a result of negative role modelling 
(Franks, 2006; van der Sterren et al., 2006). 
Extra burden may be placed on grandpar-
ents or other relatives who may have to care 
for the children of people who inject drugs 
(van der Sterren et al., 2006). Some have 
also associated illicit substance use in rural 
and remote areas with family violence, child 
neglect and the sexual exploitation of young 
people (Putt & Delahunty, 2006).

Interestingly, Gray et al. (2001) gathered the 
perceptions of the most significant harms 
associated with injecting drug use from the 
perspectives of Aboriginal people who in-
ject drugs, as well as from service providers 
and community members. The authors noted 
a discrepancy between these perspectives. 
While service providers identified perceived 
health and criminal behaviour to be the most 
significant harms to the individual, Abor-
iginal people who inject drugs felt that the 
harms to their relationships with family and 
other relatives were most significant (Gray et 
al., 2001). These were followed by criminal 
behaviour and financial harms, with health-
related harms coming last (Gray et al., 2001). 
This finding has interesting implications for 
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program planning and messages intended 
for Aboriginal people who inject (Gray et 
al., 2001). These findings also highlight the 
importance of including the perspectives of 
Aboriginal people who inject drugs in serv-
ice planning.

3.6.3 Harms to community

It has been suggested that injecting drug use 
among Aboriginal Australians has harmful 
implications, not just for the individual and 
their family, but also for the broader commu-
nity (Dance et al., 2004; van der Sterren et al., 
2006). As a result of the negative implications 
for relationships with families and friends, 
the loss of children who may be removed 
from their drug-using parents, the isolation 
of Aboriginal people who inject drugs from 
their families, community and culture, and 
the finding that few Aboriginal families may 
be unaffected by injecting drug use, there is 
evidence to suggest that Aboriginal ‘cultural 
health is under threat’ (van der Sterren et al., 
2006, p. 221; Dance et al., 2004; Ministerial 
Council on Drug Strategy, 2006).

Some have noted that injecting drug use 
and illicit substance use in general may lead 
to a reduction in community participation 
and involvement in sport, family, work and 
cultural activities (Western Australia Drug 
and Alcohol Office, 2007; Putt & Delahunty, 
2006). Substance use and harms may also 
contribute to a loss in respect for Elders 
(Western Australia Drug and Alcohol Office, 
2007). Furthermore, future social structures 
may be affected due to a reduction in the 
next generation of Elders (van der Sterren et 
al., 2006). This has the potential to under-
mine Aboriginal culture and the strength of 
the community (Dance et al., 2004; van der 
Sterren et al., 2006). Injecting drug use can 
also contribute to ongoing grief and loss 
within the community (Holly & Shoobridge, 
2004; van der Sterren et al., 2006).

Finally, illicit drug use may divert funds from 
the community into the illicit drug market, 
having implications for local community 
economic development (Western Australia 
Drug and Alcohol Office, 2007). Increases in 
social disadvantage in the broader commu-
nity may result (Holly & Shoobridge, 2004).

3.6.4 Summary

Within Aboriginal communities, injecting 
drug use has implications not just for the 
individual and the family, but also for the 
cultural safety of the broader community. 
Individual harms are experienced in relation 
to health and wellbeing, interpersonal rela-
tions, criminal behaviour, and employment 
and study opportunities. It has been sug-
gested that harms to families and commu-
nities threaten the social fabric and cultural 
health of Aboriginal communities, and that 
approaches to minimising the harms associ-
ated with injecting drug use must take these 
broader harms into consideration (see the 
following section).

3.6.5 Gaps and ways forward

Based on this literature review, the harms 
associated with injecting drug use among 
Aboriginal Australians appear to be well 
documented and understood. What is not 
understood is the most effective and appro-
priate way to move forward. This is explored 
more fully in the following section on service 
responses. Based on the inconsistencies noted 
between the perceptions of community and 
service providers and those of Aboriginal 
people who inject drugs with respect to the 
most significant harms (see Gray et al., 2001), 
it is apparent that the perspectives of people 
who inject drugs must also be included in 
order to ensure the appropriateness and 
effectiveness of responses.
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3.7 Service responses
This section explores how services have re-
sponded to Aboriginal people who inject 
drugs and to alcohol and other drugs issues, 
including the factors for, and barriers to, 
the success of such services. Responses have 
ranged from specific harm reduction services 
for Aboriginal people who inject drugs, to 
family and home support services, detoxi-
fication programs, primary health care and 
other health services. Responses also include 
alcohol and other drugs counselling, cultural 
involvement, alternatives to criminal justice 
approaches (e.g. diversionary programs), pre-
vention and abstinence.

The service responses discussed below relate 
to the predominant services referenced in the 
literature. The issues and barriers to access-
ing existing services are also discussed.

3.7.1 Harm reduction approaches

Harm reduction is discussed extensively in 
the literature. Harm reduction was generally 
conceived of broadly and covered a range 
of interventions. The Australian Government 
Department of Health and Ageing (2007) 
notes that 76 per cent of Aboriginal-specific 
substance-use services offer some form of 
harm reduction. In fact, Gray (2005) claims 
that harm reduction has received greater 
emphasis in Australia than elsewhere in the 
world. However, while it may seem contra-
dictory, 89 per cent of Aboriginal-specific 
substance-use services reportedly work 
within an abstinence model of treatment, 
and simultaneously provide harm reduction 
services (Australian Government Department 
of Health and Ageing, 2007).

Despite the seemingly widespread imple-
mentation of harm reduction services, the 
need for more services is frequently noted 

(Aboriginal Drug and Alcohol Council, 1997; 
Edwards et al., 1998; Lehmann & Frances, 
1998; Gray et al., 2001). Gray et al. (2001) 
particularly emphasise the need for a com-
prehensive state-wide strategy on drug use in 
Aboriginal communities, specific harm reduc-
tion information and education materials for 
distribution in needle packs, and more serv-
ices in prisons. The Western Australia Drug 
and Alcohol Office (2007) reports on the need 
to expand NSPs to rural and remote areas.

Holly and Shoobridge (2004) note that alter-
natives to injecting need to be provided and 
more harm reduction information is required. 
Van der Sterren, Anderson and Thorpe (2006) 
note that few mainstream harm reduction 
interventions effectively include family and 
community in an Aboriginal context. Gray, 
Haines and Watts (2004) discuss the impor-
tance of increasing Aboriginal health worker 
training to provide harm reduction due to 
their increased involvement in the provision 
of harm reduction services.

3.7.1.1 Needle and syringe programs

An Aboriginal needle and syringe program in 
South Australia, Nu-Hit, is described in some 
detail (Gray & Morfitt, 1996; South Australia 
Department of State Aboriginal Affairs, 2002). 
This was reportedly the first service of its 
kind in Australia. It offers a range of services 
including fixed-site and outreach NSP serv-
ices, education, opioid substitution treatment, 
and support for homeless people, as well 
as prison and sexual health services. While 
this approach is considered to be culturally 
appropriate, confidentiality concerns may be 
apparent for some Aboriginal people who 
inject drugs, particularly if such an NSP were 
established in a rural or remote area (Western 
Australia Drug and Alcohol Office, 2007).
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3.7.1.2 Opioid substitution treatment

Some opioid substitution treatment and 
methadone maintenance therapy programs 
have been established particularly for Abor-
iginal people who inject drugs (Holly, 2001; 
Ministerial Council on Drug Strategy, 2006; 
Teasdale et al., 2008; Aboriginal Drug and 
Alcohol Council, 1997; Holly & Shoobridge, 
2004), although Shoobridge et al. (2001) 
suggest there is a significant need for more 
access to methadone for Aboriginal pop-
ulations. Williams et al. (2008) describe a 
specific program for Aboriginal users, deliv-
ered through a partnership approach. The 
program was first implemented without the 
community’s approval due to poor percep-
tions and understanding of the benefits of 
the program; acceptability of the program 
subsequently improved with time.

3.7.1.3 Peer approaches

A need for broader implementation of peer 
approaches has been noted (Holly, 2001; 
Holly & Shoobridge, 2004). Consideration 
must be given to community perceptions 
and awareness to ensure support for such 
approaches and adequate support for peer 
educators (Holly, 2001). Interestingly, the 
literature suggests some support within 
Aboriginal communities for additional harm 
reduction services which may typically be 
considered controversial, such as safe inject-
ing facilities (Holly & Shoobridge 2004; Gray 
et al., 2001) and heroin trials (Holly, 2001; 
Aboriginal Drug and Alcohol Council, 1997; 
Holly & Shoobridge, 2004).

3.7.1.4 Sobering-up centres and night patrols

Finally, a significant body of literature exists 
related to sobering-up centres and night 
patrols (e.g. Dawe et al., 2006; Gray, 2005; 
Gray et al., 2001; Gray & Morfitt, 1996). 
Such programs were established in response 
to harms resulting from alcohol use; how-
ever, they provide important examples of 
harm reduction strategies developed by and 
for Aboriginal communities (Gray & Morfitt, 
1996). While most of these programs likely 
service people also affected by illicit sub-
stances, consideration should be given to 
their capacity to respond to the issues par-
ticular to injecting drug use. Gray (2005) 
has suggested that there is good evidence 
for the effectiveness of such services, and 
notes the need for broader implementation 
(Gray & Morfitt, 1996).

3.7.2 Family and home supports

General reference to the provision of a broad 
set of support services is frequently noted 
(Black et al., 2007; Krieg, 2006; Shoobridge 
et al., 2000; Gray & Morfitt, 1996; Williams 
et al., 2008). This includes support both for 
individuals experiencing substance use and 
for their families and communities. Holly 
(2001) identified the need for support for 
Aboriginal mothers and families of users in 
particular. Teasdale et al. (2008) cite that 
broader support is needed to break the cycle 
of substance use and incarceration. Abor-
iginal women’s support groups are also 
raised (Teasdale et al., 2008), as is the need 
to provide assistance for families, includ-
ing parents and grandparents (Putt et al., 
2005; Aboriginal Drug and Alcohol Council, 
1997; Western Australia Drug and Alcohol 
Office, 2007).
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The Australian Government Department of 
Health and Ageing (2007) states that 89 per 
cent of government-funded Aboriginal and 
Torres Strait Islander substance-use services 
provide family or community support, and 
97 per cent of services offer support once 
clients have returned home after receiving 
residential treatment. Some of these serv-
ices include the Nunga Way Out program 
and Grannies Group for grandparents of 
substance-using grandchildren (South Aus-
tralia Department of State Aboriginal Affairs, 
2002). Other examples include support for 
families at Wu Chopperen Health Service in 
Cairns (Dawe et al., 2006), support to get off 
drugs, non-judgmental support for users and 
families, accurate information about drugs 
and their effects for users and families, and 
help to stay drug-free in the community 
(Edwards et al., 1998).

3.7.3 Detoxification and 
rehabilitation programs

A number of studies make reference to the 
need for detoxification services, as those 
currently available may be culturally inap-
propriate or inaccessible for Aboriginal 
users (Gray & Morfitt, 1996; Franks, 2006; 
Edwards et al., 1998; Lehmann & Frances, 
1998; Western Australia Drug and Alcohol 
Office, 2007). There is also a significant lack 
of suitable residential rehabilitation services 
that are culturally appropriate and support-
ive (Lehmann & Frances, 1998). However, 
there appear to be some existing examples of 
detoxification programs in particular, such as 
the Council for Aboriginal Alcohol Programs 
Services in Darwin, which provides residential 
withdrawal (Dawe et al., 2006). Williams et 
al. (2008) report on the establishment of a 
detoxification group in a particular commu-

nity, which developed a home detoxification 
kit. However, the kit was poorly used due to 
lack of safe houses at which to undertake 
detoxification (Williams et al., 2008).

3.7.4 Primary health care and 
other health services

A need for a variety of health services is 
noted in the literature, including primary 
health care, health promotion and alternative 
healing approaches. While many examples of 
primary health services for Aboriginal people 
may exist, there may be specific challenges 
and barriers to access for Aboriginal people 
who inject drugs. These challenges and bar-
riers will be explored more fully in a later 
section.

Some examples of existing services include 
the Winnunga Nimmityjah Aboriginal Health 
Service in the Australian Capital Territory 
(Black et al., 2007), the Nunga Way Out pro-
gram (South Australia Department of State 
Aboriginal Affairs, 2002), and the Wu Chop-
peren Health Service in Cairns, all of which 
work within a health promotion approach 
(Dawe et al., 2006).

In one opioid substitution treatment pro-
gram, general practitioners (GPs) and ante-
natal care are provided for pregnant women 
accessing the service (Williams et al., 2008). 
Williams et al. (2008) also noted healing days 
run by individual services which included 
alternative and traditional therapies, such 
as crystals and meditation, to support heal-
ing for substance users. While the efficacy 
of such approaches may be debated in the 
wider medical literature, it seems that pro-
viding a diversity of services is important 
in meeting the variety of needs present in 
a community, whether it be an Aboriginal 
community or not.
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3.7.5 Cultural involvement

The Australian Government Department of 
Health and Ageing (2007) reports that 100 
per cent of Aboriginal services provide cul-
tural involvement of some kind as a key treat-
ment approach. A particular example is the 
Aboriginal Kinship Program in South Australia 
(South Australia Department of State Abor-
iginal Affairs, 2002).

The approach of employing cultural methods 
as a form of treatment may include explor-
ing awareness of physical, mental, emotional, 
spiritual, cultural and social effects of alco-
hol and other drugs, as occurs at the Council 
for Aboriginal Alcohol Programs Services in 
Darwin (Dawe et al., 2006). The Aboriginal 
Drug and Alcohol Council (1997) advocates 
the need for healing centres that can address 
individual aspects of treatment for alcohol 
and other drugs in combination with re-
sponding to transgenerational cultural issues.

3.7.6 Alternatives to criminal 
justice approaches

The Western Australia Drug and Alcohol Of-
fice (2007) recommends that drug diversion 
programs should be promoted and expanded. 
In South Australia, 6.7 per cent of drug di-
version services are provided to Aboriginal 
and Torres Strait Islander clients (South Aus-
tralia Department of State Aboriginal Affairs, 
2002). Aboriginal courts and other criminal 
justice programs are also discussed (South 
Australia Department of State Aboriginal 
Affairs, 2002; Western Australia Drug and 
Alcohol Office, 2007). Williams et al. (2008) 
describe a partnership between a mainstream 
health service with an Aboriginal-specific 
component, drug courts, Aboriginal courts 
and corrections services, which enables cli-
ents to continue opioid substitution treat-
ment uninterrupted if they are incarcerated.

3.7.7 Additional alcohol and other 
drugs services

Additional alcohol and other drugs services 
discussed in the literature include counsel-
ling and drug prevention programs. Edwards, 
Frances and Lehmann (1998) make refer-
ence to counselling as an intervention for 
Aboriginal alcohol and other drugs serv-
ices. Dawe et al. (2006) report that the Wu 
Chopperen Health Service in Cairns provides 
counselling; the South Australia Department 
of State Aboriginal Affairs (2002) identifies 
the Nunga Way Out program as providing 
counselling; and Williams et al. (2008) note 
that the Aboriginal Kinship Program also 
does so. Gray and Morfitt (1996) identify 
a particular need for life skills counselling 
which can minimise harms without neces-
sarily requiring abstinence.

Gray et al. (2005) note that more significant 
investment is needed in prevention programs 
among Aboriginal communities. Such pro-
grams need to focus not only on education, 
but also on broader community programs that 
provide opportunities for community involve-
ment, recreation and leadership development.

Williams et al. (2008) describe the provision 
of education on opioid substitution treat-
ment for community leaders and its potential 
benefits in order to build trust in and under-
standing of the treatment over time. Edwards, 
Frances and Lehmann (1998) outline the 
importance of providing clear information 
to the broader Aboriginal community about 
drugs and their effects, and where and how 
to access services.
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3.8 Issues and barriers 
to access
Several barriers to accessing existing services 
are commonly noted in the literature. These 
issues are often interrelated, and include a 
lack of cultural sensitivity and appropriate-
ness of mainstream services, a lack of ex-
pertise within Aboriginal-specific services, 
confidentiality, shame and discrimination, 
negative perceptions of services, and physi-
cal barriers.

3.8.1 Cultural sensitivity and 
appropriateness

It is commonly stated that Aboriginal peo-
ple may find mainstream services culturally 
inappropriate or insensitive to their needs 
(Edwards et al., 1998; Holly, 2001; Meyerhoff, 
2000; Ministerial Council on Drug Strategy, 
2006). Furthermore, mainstream harm reduc-
tion strategies are not always transferable 
to Aboriginal communities (Gray & Morfitt, 
1996; van der Sterren et al., 2006). Teasdale 
et al. (2008) suggest that there has been little 
research on the acceptability of mainstream 
treatment services among Aboriginal people. 
In particular, traditional Western models of 
psychotherapy or behaviour interventions 
may be inappropriate as they do not take 
into account family and community, are 
uninviting and impersonal, and may require 
highly clinical environments to operate (South 
Australia Department of State Aboriginal 
Affairs, 2002; Holly & Shoobridge, 2004; 
Teasdale et al., 2008). These issues may be 
further compounded by a lack of integra-
tion and coordination between mainstream 
and Aboriginal services (Gray, 2005; Holly & 
Shoobridge, 2004).

Youth services may be lacking in knowledge 
of drug use and especially in culturally ap-
propriate responses (Holly, 2001; Holly & 
Shoobridge, 2004). Similarly, alcohol and 
other drugs services may not have appro-
priate knowledge or capacity to work specifi-
cally with youth or Aboriginal young people 
(Holly, 2001; Holly & Shoobridge, 2004). This 
means there is likely to be a particular gap in 
service provision for young Aboriginal people 
who inject drugs (Western Australia Drug and 
Alcohol Office, 2007; Ministerial Council on 
Drug Strategy, 2006; Teasdale et al., 2008).

3.8.2 Capacity of Aboriginal-
specific services

There are a number of references to the 
possibility that staff in Aboriginal services 
may be under-skilled and under-resourced 
to respond to drug issues (Gray et al., 2001; 
2004; Larson et al., 1999; Ministerial Council 
on Drug Strategy, 2006; Shoobridge et al., 
2000). This may be due to a traditional focus 
on alcohol, rather than illicit drugs (South 
Australia Department of State Aboriginal 
Affairs, 2002; Ministerial Council on Drug 
Strategy, 2006; Shoobridge et al., 2000). 
Holly (2001) reports that often little harm 
reduction or peer education training has been 
provided to workers in Aboriginal services and 
any training given has tended to focus on 
abstinence. There are also reports of a lack of 
amphetamine-specific services or training for 
workers (Western Australia Drug and Alcohol 
Office, 2007; Holly & Shoobridge, 2004).

The Aboriginal Health and Medical Research 
Council (2004) also found that many Abor-
iginal health workers acknowledged less than 
optimal knowledge of blood-borne viruses 
and the need for training surrounding blood-
borne viruses (e.g. alcohol and other drug 
workers and mental health workers unaware 
of NSP locations). Many workers were also 
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unaware of the key guiding policies and 
strategies steering blood-borne virus edu-
cation, prevention, health promotion, treat-
ment and care.

3.8.3 Confidentiality

The literature notes issues and concerns re-
lated to the potential lack of confidentiality 
or anonymity for Aboriginal people who inject 
drugs in accessing harm reduction services, 
for fear of being identified as an injector (Day 
et al., 2006; Edwards et al., 1998; Holly, 2001; 
Meyerhoff, 2000). These concerns extend to 
both mainstream and Aboriginal-specific serv-
ices (Holly & Shoobridge, 2004; Larson et 
al., 1999; Shoobridge et al., 2000). Syringe 
vending machines have often increased access 
to sterile injecting equipment for particu-
larly marginalised people who inject drugs; 
however, poor placement of some syringe 
vending machines has also been raised as an 
issue (Day et al., 2006). The literature sug-
gests that Aboriginal people who inject drugs, 
particularly those in rural settings, tend to 
use pharmacies or other users as their most 
common sources of injecting equipment (Day 
et al., 2006; Larson et al., 1999). However, 
costs may then become a barrier when ac-
cessing pharmacies.

3.8.4 Shame and discrimination

Many Aboriginal people may not access 
services because of the potential for or expe-
riences of discrimination (Day et al., 2006; 
Gray et al., 2001; Holly & Shoobridge, 2004). 
This may occur in services that specifically 
provide treatment for drug users (Day et al., 
2006). Meyerhoff (2000) notes that many 
staff in mainstream services claim that they 
prefer to refer Aboriginal people who inject 
drugs to Aboriginal-specific services, which 
may be perceived by Aboriginal clients as 
discriminatory.

Any discrimination or stigma that may be 
experienced can further compound feelings 
of shame (Edwards et al., 1998; Holly, 2001; 
Holly & Shoobridge, 2004; Meyerhoff, 2000; 
Shoobridge et al., 2000). These feelings of 
shame may also prevent Aboriginal people 
from accessing Aboriginal-specific services 
(van der Sterren et al., 2006).

McNally and Latham (2009) found that the 
connection between hepatitis C and drug use 
is often a cause of discrimination. Shame and 
shyness can make reaching and supporting 
drug users a challenge for Aboriginal people 
and for people providing support and care. 
There is often a heightened sense of shame 
that accompanies everyday experiences of 
drug users.

3.8.5 Perceptions of harm 
reduction approaches

A number of specific issues with harm reduc-
tion are reported in the literature. In par-
ticular, tensions between harm reduction 
and abstinence approaches may be apparent 
(Shoobridge et al., 2000). This may result in 
varying levels of support for using harm reduc-
tion interventions in Aboriginal community-
controlled spaces (van der Sterren et al., 2006) 
or the belief that a new definition of harm 
reduction is needed (Gray & Morfitt, 1996; 
van der Sterren et al., 2006).

Similarly, policing practices that target 
Aboriginal drug users can actually increase 
drug-related harms, despite being associated 
with the broader approach of harm minimi-
sation through undertaking supply reduction 
strategies (Holly & Shoobridge, 2004; Maher 
et al., 2004).
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There may also be a lack of community un-
derstanding of addiction (Aboriginal Drug 
and Alcohol Council, 1997). In particular, 
Lehmann and Frances (1998) identify a lack 
of understanding of harm minimisation 
within many communities. In some cases, 
this can put Aboriginal health workers as 
well as alcohol and other drugs workers at 
odds with the community (Holly, 2001). Gray 
and Morfitt (1996) identify poor community 
support for NSPs due to fear that they will 
encourage injecting drug use. However, after 
four years of operating Nu-Hit (an Abor-
iginal NSP), some concerns appear to have 
been resolved.

In relation to opioid substitution treatment, 
there have been particular difficulties with 
the validity of this treatment type. This has 
resulted in: reluctance to admit to residential 
treatment those clients who are on opioid 
substitution treatment (Ministerial Council 
on Drug Strategy, 2006); limited community 
and familial support for those undertak-
ing opioid substitution treatment (Holly & 
Shoobridge, 2004); and implementation of 
a poorly used detoxification service rather 
than opioid substitution treatment (Williams 
et al., 2008). Day et al. (2006) report that, 
even in services providing opioid substitution 
treatment, there may be stigma associated 
with such treatment among staff. Teasdale 
et al. (2008) discuss perceptions that opioid 
substitution treatment may affect a person’s 
‘Dreaming’.

3.8.6 Physical barriers

A real barrier to successful interventions may 
be that services are difficult to access (Day et 
al., 2006; Holly & Shoobridge, 2004). Phys-
ical barriers to services may include their 
geographical location and their hours of 
operation.

Geographical access may be a concern for 
those in remote areas (Australian Government 
Department of Health and Ageing, 2007) and 
can be worsened by historical allocations of 
funding which can lead to an imbalance 
in the spread of interventions available in 
particular places (Gray, 2005). In particular, 
lack of access to drug diversion programs in 
non-urban areas was raised as an issue (van 
der Poorten et al., 2008; Putt & Delahunty, 
2006) and may be evidenced through under-
representation of Aboriginal people in these 
services (South Australia Department of State 
Aboriginal Affairs, 2002).

Dawe et al. (2006) discuss concerns that many 
treatment centres place people out of their 
communities while they are receiving treat-
ment, isolating them from family and com-
munity healing processes. Restricted hours of 
operation may be another barrier to access 
(Holly, 2001), as is lack of access to prescribers 
for opioid substitution treatment and cost 
of services (Holly & Shoobridge, 2004; Day 
et al., 2006). Lack of awareness of services 
available may be another issue (Holly, 2001; 
Day et al., 2006; Holly & Shoobridge, 2004). 
Public transport may be completely lacking, 
meaning that travel to services — where they 
exist — can be difficult and, in some cases, 
impossible (Teasdale et al., 2008).
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3.9 Factors for successful 
interventions
The literature cites numerous factors that 
may contribute to more successful interven-
tions for Aboriginal people who inject drugs. 
These are discussed in the following sections.

3.9.1 Community originated and 
controlled

Some measure of control by the commu-
nity in the planning and implementation of 
services was identified as an important fac-
tor for success (Dawe et al., 2006; Holly & 
Shoobridge, 2004). Gray (2005) and Strempel 
et al. (2003) describe Aboriginal community 
control as relating to social accountability 
to the broader community. The importance 
of Aboriginal-specific and controlled treat-
ment services has been specifically identified 
by Aboriginal people who inject drugs (Holly, 
2001).

Some have argued that services developed 
with the community are essential to their 
success (Shoobridge et al., 2000). Opportu-
nities for Aboriginal people who inject drugs 
to be involved in addressing substance use 
in their communities are viewed as essential 
to the success of community-wide interven-
tions (Teasdale et al., 2008). This is evident 
particularly given the discrepancies noted 
earlier in relation to community and service 
provider perceptions and the experiences of 
Aboriginal people who inject drugs.

Interestingly, some authors highlight that an 
increasingly more positive perception and 
understanding of harm reduction within 
Aboriginal communities seem to be emerging 
and this trend may contribute to community 
support for and participation in interventions 
(Holly, 2001; Ministerial Council on Drug 
Strategy, 2006).

3.9.2 Cultural elements

Some have identified the need to focus on 
strengthening cultural identity and connec-
tions (Western Australia Drug and Alcohol 
Office, 2007; Ministerial Council on Drug 
Strategy, 2006). Services should offer a place 
of cultural safety to all community members, 
including people who inject drugs (van der 
Sterren et al., 2006).

Gray and Morfitt (1996) recognise that 
there are skills in Aboriginal communi-
ties for responding to substance use in 
culturally appropriate ways and these can 
be drawn upon by service providers. The 
Western Australia Drug and Alcohol Office 
(2007) considers that services have a role 
in strengthening Aboriginal culture and 
employing it as a protective factor in pre-
venting substance use. Dawe et al. (2006) 
cite the example of the Council for Abor-
iginal Alcohol Programs Services in Darwin 
using culturally appropriate styles of preven-
tion and treatment by integrating Aboriginal 
culture into the treatment process, rather 
than considering it as an ‘add-on’.
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3.9.3 Flexibility

Employing strategies that are flexible and 
allow for response to local and individ-
ual conditions is paramount to success, 
according to Gray (2005). Gray and Morfitt 
(1996) expand on such strategies, includ-
ing the need to allow for community-based 
identification of harms, the adaptation of 
appropriate strategies to respond to these 
harms, and the provision of support to the 
community to implement the strategies.

At a more practical level, flexibility is described 
in terms of broadening of opioid substitu-
tion treatment dosing hours (Teasdale et al., 
2008); operation outside normal business 
hours (South Australia Department of State 
Aboriginal Affairs, 2002); having a booking 
system as well as a drop-in clinic (Teasdale et 
al., 2008; Williams et al., 2008); and providing 
syringe vending machines with 24-hour access 
(Gray et al., 2001). Within mainstream serv-
ices, offering priority assessment to Aboriginal 
clients after referral may be another way to 
provide flexible services which are also timely 
(Teasdale et al., 2008).

3.9.4 Family and community focus

Strengthening and supporting families to 
cope with illicit drug use (South Australia 
Department of State Aboriginal Affairs, 2002) 
and targeting harm reduction interventions 
towards families and communities (van der 
Sterren et al., 2006) are recommended as 
ways to address harms comprehensively. Putt, 
Payne and Miller (2005) suggest that offer-
ing educational and vocational opportunities 
through alcohol and other drugs treatment 
may further assist with addressing family and 
community harms.

3.9.5 Partnerships

Partnerships are needed between mainstream 
and Aboriginal-specific services where strong 
collaboration and communication occur 
and capacity is built to provide appropriate 
service responses within Aboriginal services 
(Ministerial Council on Drug Strategy, 2006; 
Teasdale et al., 2008; van der Sterren et al., 
2006).

Williams et al. (2008) provide a number of 
examples for how this partnership could 
occur. One service raised the possibility of an 
opioid substitution treatment program with 
the community, and subsequently developed 
this service in partnership with them. Another 
key partnership occurred between a main-
stream health service with an Aboriginal-
specific component, drug courts, Aboriginal 
courts and corrections. The Western Australia 
Drug and Alcohol Office (2007) considers 
that partnerships improve continuity of care 
between services and reduce structural bar-
riers to clients getting assistance.

3.9.6 Consumer choice

While Aboriginal-specific services are clearly 
integral to the provision of culturally appro-
priate and accessible services (Gray & Morfitt, 
1996), mainstream services must also be ac-
cessible to Aboriginal people (Edwards et al., 
1998; Ministerial Council on Drug Strategy, 
2006). While many Aboriginal people will 
prefer Aboriginal-run services (Shoobridge et 
al., 2001), having a choice of service provider 
helps to cater for those who do not neces-
sarily feel comfortable to access Aboriginal 
services to address substance use issues (van 
der Sterren et al., 2006).
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Teasdale et al. (2008) cite the implementation 
of an Aboriginal-specific opioid substitution 
treatment program within a mainstream 
health service. Williams et al. (2008) report 
that the use of a mainstream health serv-
ice to introduce an Aboriginal alcohol and 
other drugs program meant confidentiality 
for Aboriginal community members but also 
the feeling that the service had a degree of 
community ownership.

A strategy that may assist with improving 
the accessibility of mainstream services, and 
therefore providing greater choice to those 
in need of services, is to employ Aboriginal 
workers (Teasdale et al., 2008; Gray et al., 
2001; Williams et al., 2008; Australian Gov-
ernment Department of Health and Ageing, 
2007). Offering choice within a service is also 
important (Shoobridge et al., 2000; South 
Australia Department of State Aboriginal Af-
fairs, 2002; Holly, 2001). Offering a number 
of treatment options such as opioid substitu-
tion treatment, counselling, support, educa-
tion and harm reduction rather than a cure 
allows users the opportunity to access the 
best service for their needs (Shoobridge et 
al., 2000; Williams et al., 2008).

3.9.7 Responding to diversity

Gray and Morfitt (1996) highlight the need 
to recognise the diversity across and within 
Aboriginal communities and to resist defining 
harm reduction narrowly or providing one 
service for everyone. Strempel et al. (2003) 
point out that what works in one community 
may not work in another, and local histories 
and culture need to be taken into account 
in planning services and treatment options.

3.9.8 Workforce development 
and training

Accessible training and workforce devel-
opment opportunities for workers in both 
mainstream and Aboriginal-specific serv-
ices are one aspect of successful interven-
tions (Ministerial Council on Drug Strategy, 
2006; Teasdale et al., 2008). Van der Sterren, 
Anderson and Thorpe (2006) identify a need 
to resource Aboriginal services to provide 
drug programs, while the South Australia De-
partment of State Aboriginal Affairs (2002) 
considers that this is particularly important in 
remote communities due to the importance 
of retaining health staff. Non-Aboriginal 
staff may need specific training to develop 
an appropriate level of cultural sensitivity 
and understanding (Teasdale et al., 2008; 
Western Australia Drug and Alcohol Office, 
2007).
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3.10 A culturally appropriate 
model of harm reduction
The importance of developing services that 
address underlying causes or contributing 
factors to substance use is highlighted by a 
number of authors (South Australia Depart-
ment of State Aboriginal Affairs, 2002; 
Lehmann & Frances, 1998; Putt et al., 2005). 
This may have implications for the current 
conceptualisation of harm reduction within 
a mainstream context (Dawe et al., 2006). 
That is, the concept of harm reduction may 
need to be expanded or reconceptualised 
with Aboriginal communities (Dawe et al., 
2006; van der Sterren et al., 2006).

Van der Sterren, Anderson and Thorpe (2006) 
have developed a model of harm reduction 
that incorporates Aboriginal values and ex-
plicitly acknowledges the ‘range of con-
flicting values, and reflects the need for a 
breadth of services and programmes that 
address these tensions’ (p. 219). They argue 
that an appropriate harm reduction model 
for Aboriginal communities needs to:

•	 address broader harms, including those 
to the family and community

•	 promote drug-free lifestyles and prevent 
initiation to injecting

•	 provide support and choices to people 
who inject and want to stop (van der Ster-
ren et al., 2006). 

An Aboriginal model for harm reduction has 
also been developed in Canada by the Cana-
dian Aboriginal AIDS Network (2007).

The need to go beyond the individual to the 
family and community in reducing the harms 
in all domains is identified in the National 
Drug Strategy: Aboriginal and Torres Strait 
Islander Complementary Action Plan (Minis-
terial Council on Drug Strategy, 2006). This 
strategy appears to incorporate many of the 
recommendations that have emerged from 
the literature on Aboriginal substance use 
over the years.

The need for a whole-of-government ap-
proach to address structural factors that can 
be considered as contributing to problem-
atic substance use within Aboriginal com-
munities has also been noted (Gray, 2005). 
Furthermore, Gray (2005) suggests that serv-
ices themselves need to become more holistic 
in their approaches by employing multi-
pronged strategies and programs (Aboriginal 
Drug and Alcohol Council, 1997; Teasdale et 
al., 2008). Strempel et al. (2003) define ho-
listic approaches as being collaborative and 
involving a range of formal and informal 
aspects which include local-level represen-
tation and involvement.
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4. Consultation findings
This chapter outlines the key findings iden-
tified during the consultation phase of the 
project. The consultations aimed to explore 
more deeply the themes, issues, opportuni-
ties and gaps in knowledge identified in the 
literature review.

A number of themes emerged during the 
key informant interviews, which have been 
categorised as:

Gaps in knowledge and responses

•	 Data — including data collection, sample 
sizes, national data sets, purpose of data 
and quality of data

•	 Policy — frameworks and structures

•	 Aboriginal drug use — including issues 
of stigma, denial and shame, drug types 
used, rates of use

•	 Research — including barriers to under-
taking research, ethics approval, funding, 
health economics research, Aboriginal 
researchers.

Opportunities available to improve services

•	 Service delivery — including accessing in-
jecting equipment, confidentiality, Medi-
care rebates, service models and work-
force.

Priority areas to target

•	 Subpopulations — geographical location, 
prisoners, dual-diagnosis and comorbidity, 
men who have sex with men, sex work-
ers, and homeless and displaced people.

Where possible, the key themes identified 
above have been considered in the context 
of differences across urban and rural and 
remote parts of Australia.

4.1 Gaps in knowledge 
and responses

4.1.1 Research methods

Key informants discussed a range of issues 
and approaches to conducting research with 
Aboriginal people who inject drugs. A number 
of key issues that emerged were research 
methodology, ethics approval and research 
personnel. These will be discussed below.

There was no clear consensus among key 
informants as to an appropriate methodo-
logical approach to conducting research with 
Aboriginal people who inject drugs. Many 
key informants suggested that researchers 
should follow the National Health and Medi-
cal Research Council (NHMRC) road map for 
research with Aboriginal communities, par-
ticularly when writing research proposals and 
funding submissions. The NHMRC road map 
was designed as a ‘strategic framework for 
the development of a health research agenda 
which engages Aboriginal and Torres Strait 
Islander communities with researchers, health 
service delivery and policy makers’ (National 
Health and Medical Research Council, 2002). 
The road map includes the development of 
research theme criteria that must be met in 
order to ensure that research conducted will 
lead to significant improvements to Abor-
iginal and Torres Straight Islander people’s 
health.
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On this note, some key informants high-
lighted the process of seeking ethics approval 
as a barrier in researching Aboriginal inject-
ing drug use. Although acknowledged as an 
important aspect of research accountability, 
ethics approval was cited by key inform-
ants as a lengthy and often costly process 
when conducting research. Further, some 
key informants felt that the barriers associ-
ated with obtaining ethics approval were so 
great that Aboriginal people who inject drugs 
were often excluded from research samples 
in order to avoid the delays associated with 
obtaining approval.

I have certainly been part of research 
projects where people will take out ask-
ing an Aboriginality question because it 
has to go through ethics approval and it 
takes too long.

Some key informants highlighted disparities 
between states in the approach to ethics ap-
proval and, in particular, their focus on the 
methodological approach of the research 
rather than the potential harms that may 
arise through conducting the research. Con-
versely, other key informants were very sup-
portive of the ethics requirements needed to 
research Aboriginal injecting drug use. Ethics 
approval ensures that the Aboriginal com-
munity will benefit from the research under
taken and the methodology is approved prior 
to conducting research.

Key informants also highlighted the impor-
tance of using Aboriginal researchers as well 
as peer researchers to collect data. Peers in 
this context include people who inject drugs, 
Aboriginals working with people who inject 
drugs, and Aboriginal people. Key informants 
stressed the importance of researchers fol-
lowing cultural protocols including speaking 
to Elders and community members prior to 
entering the community. In particular, key 
informants discussed the benefits of using 

peers in research, suggesting that peers will 
develop ownership over the research project 
and a consequent desire to make a mean-
ingful contribution to the health of their 
community. Peer-led research can also lead 
to the development of more appropriate and 
relevant research questions and ensure that 
these questions will be answered with hon-
est and meaningful responses.

The use of peers is highly valued within the 
Aboriginal community. However, the evidence 
base for this approach could be strengthened 
to ensure rigour and validity in research 
outcomes.

4.1.2 Data

A number of clear issues emerged relating 
to data during the key informant interviews. 
These included: lack of available accurate 
and representative data; the methods used 
to collect Aboriginal illicit and injecting drug 
use data; data sources; the focal point of data 
collection; and the purpose of data collection. 
These issues are discussed below.

Key informants regularly highlighted the lack 
of available data as a key gap in the knowl-
edge base in order to make evidence-informed 
decisions about Aboriginal injecting drug use. 
Many key informants highlighted the impor-
tance of developing a clear evidence base con-
cerning Aboriginal injecting drug use and the 
associated harms. Key informants stated the 
current evidence base is incomplete, fractured 
and often lacking in basic quantitative and 
qualitative information. Anecdotal evidence 
was noted as often being the source of, and 
measure for, Aboriginal injecting drug use. 
Further, because the collection of data on 
Aboriginal injecting drug use is so poor, esti-
mates and anecdotal evidence of injecting 
drug use are often taken as fact.
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Key informants highlighted an urgent need 
for definitive, nationally representative infor-
mation around patterns and prevalence of 
Aboriginal injecting drug use. These data are 
essential for the development of evidence-
informed programs and policies that can 
better address the needs of Aboriginal peo-
ple who inject drugs. In particular, data on 
prevalence of HIV and hepatitis at a local 
and national level are required.

4.1.3 Data collection

While there are some data sources available 
that examine Aboriginal injecting drug use, 
there are limitations to their value and use. 
Many key informants highlighted that cur-
rent data collection and data sets are not 
transferable across jurisdictions and there-
fore do not provide an accurate picture of 
Aboriginal injecting drug use at a national 
level. There is, therefore, a reduced ability to 
compare and benchmark these data.

Key informants working at both mainstream 
and Aboriginal health services stressed a 
need for data on Aboriginal injecting drug 
use and associated harms to be collected at a 
local and state level. A greater understanding 
of Aboriginal injecting drug use at a local 
level would better prepare such services to 
respond to the issues and needs of Abor-
iginal people who inject drugs and therefore 
provide appropriate services to this group.

While national data collections do exist, 
many indicated that these existing data col-
lections are inadequate. The first National 
Aboriginal and Torres Strait Islander Health 
Survey, conducted in 2005, is one example 
where a separate substance use form was 
completed on a voluntary basis but was im-
plemented only in non-remote areas. 

Many of the current methods of data collec-
tion are inadequate and often exclude key 
groups, including those Aboriginal peo-
ple who inject drugs who live in rural and 
remote areas, as well as those who don’t 
access mainstream health services. The Aus-
tralian Needle and Syringe Program Survey 
was highlighted as one such example where 
data are limited to those Aboriginal peo-
ple who inject drugs who actually access 
NSPs in each jurisdiction. The National Drug 
Strategy Household Survey: Urban Aboriginal 
and Torres Strait Islander Peoples Supple-
ment 1994 is an example where data were 
collected specifically on Aboriginal illicit drug 
use, but data collection has not been con-
tinued on a regular or routine basis.

Key informants suggested that ascertaining 
Aboriginal and Torres Strait Islander sta-
tus should be part of the core set of data 
collected from all mainstream health serv-
ice clients. These informants noted that all 
research with people who inject drugs should 
record Aboriginal and Torres Strait Islander 
status. Often people prefer to guess rather 
than ask about Aboriginal status, as they are 
afraid asking will be offensive.

It should just be standard data collection 
as part of the core sort of minimum data 
set in terms of accessing health services 
or whatever; and where it’s then part of 
specific research within research, where 
it’s a specific Aboriginal health project or 
where it’s something else, you know.
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4.1.4 Data sources

Key informants stated that, by improving the 
sensitivity of data collection tools, service re-
sponses could be further refined. This would 
involve the inclusion of indicators such as 
the cultural identification of a person, and 
if respondents identified as Aboriginal or 
Torres Strait Islander, further questions could 
be asked in relation to drug-taking history 
and behaviours. This step would improve 
the depth of data collected on the issues of 
injecting drug use among Aboriginal Aus-
tralians. However, key informants also high-
lighted that, although the Australian Needle 
and Syringe Program Survey is a good source 
of data collection, conducting a review of 
data over a period of time is labour-intensive 
and costly. The resources required to sys-
tematically review the data over time would 
require extensive funding commitments.

We have got a lot of data from the 
Australian NSP Survey, but having the 
resources to actually be able to system-
atically go back to have a look at that 
… very labour-intensive … we’re just not 
kind of well resourced to be able to get 
the most out of that data set because 
there’s not enough people.

Other key informants emphasised the value 
in using a variety of data sources to com-
pile a picture of injecting drug use rates and 
associated harms in Aboriginal communities. 
The use of hospital and police records was 
suggested as a way of obtaining valuable 
information from unorthodox data sources. 
The 2001 study conducted by Gray et al. 
at the National Drug Research Institute at 
Curtin University of Technology in Western 
Australia is one such example where data 
from traditional data sources were combined 

with data from hospital morbidity data, hep-
atitis C notification data and drug offences 
data to estimate prevalence of injecting drug 
use among Aboriginal Australians.

4.1.5 Data topics

Key informants also suggested using these 
existing data sources as a means to meas-
ure incidence and prevalence of Aboriginal 
injecting drug use over a period of time. 
This would provide a better understanding 
of injecting drug use in Aboriginal com-
munities. Again, key informants identified 
the Australian Needle and Syringe Program 
Survey as one possible survey where data 
on incidence and prevalence of Aboriginal 
inject drug use could be measured over a 
long period of time.

There’s all kinds of things that you can 
do, we’re looking at the moment, not with 
Aboriginal injectors, but creating a pseudo 
cohort and looking at incidence, estimat-
ing incidence from prevalence of different 
time periods … you can look at anyone 
and anything as long as they’re attending 
an NSP in Australia in that survey.

Some key informants said that the harms 
associated with injecting drug use, and in 
particular the harms that individual Abor-
iginal injecting drug use may cause to the 
family, are largely unknown. One key inform-
ant suggested that more research is needed 
to document the harms and costs of inject-
ing drug use.

One of the big gaps I think is actually 
documenting the harms to families and 
the costs to families. We have some idea, 
we know it’s a problem, but how much of 
a problem? And then what supports can 
we put in place for those families and the 
people that are bearing the brunt?
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In particular, key informants suggested that 
the economic cost of injecting drug use for 
Aboriginal communities needs to be doc-
umented and analysed. According to one 
key informant, a better understanding of 
the economic cost of injecting drug use on 
the family and the individual, who may turn 
to crime to support the habit, is needed so 
that services can be designed to address and 
support families.

People who do drugs of this nature, and 
can’t afford them, find the money some-
where and they’ll either go and steal it 
from someone else that they don’t know, 
but more often than not they’re stealing 
it from people they know. So we need 
to know that sort of impact on families 
as well. What is the absolute immediate 
economic cost of providing a drug user’s 
habit, and how are they getting it?

Key informants also spoke of the importance 
of data collection on injecting drug use in 
prison populations. One key informant noted 
a lack of qualitative data on the learned be-
haviour of injecting in prison and the impli-
cations this learned behaviour may have once 
prisoners are released. Injecting practices that 
involve quick administration to avoid being 
caught by prison officers were highlighted as 
an example of learnt behaviour that, upon 
release, may be passed on to the broader 
community of people who inject drugs. Im-
provements to qualitative data, including 
documenting learned injecting behaviours, 
would improve the understanding of health 
risks experienced by Aboriginal prisoners.

4.1.6 Data usage

Research findings can be used in a really 
derogatory way, so what you find is that 
there can be some really punitive re-
sponses from that research.

Many key informants highlighted the col-
lection of data and its subsequent use as 
a concern for Aboriginal communities. The 
reluctance of Aboriginal people who inject 
drugs to be involved in research was linked 
to apprehension over how collected data will 
be used. In particular, there are concerns over 
who owns it, access to the data, who con-
trols it, how it is analysed, and the potential 
impact of data analysis on the community. 
The way in which the Aboriginal community 
might be portrayed in research was another 
key concern. Many key informants suggested 
that the continued negative publicity many 
Aboriginal communities face concerning 
illicit and injecting drug use has caused 
many Aboriginal people who inject drugs 
to be apprehensive about research.

There is always negative publicity about 
the Aboriginal community. To go and do 
research that has negative connotations is 
really, you know, hard for the community.

In order to alleviate these concerns, key 
informants suggested that Aboriginal peo-
ple who inject drugs and who participate in 
research must be ensured anonymity during 
the research, as well as being provided with 
research outcomes that Aboriginal people 
who inject drugs understand and can trans-
late into positive reasons for participating 
in the research.
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4.2 Opportunities available to 
improve quality and access
This section discusses service responses to 
Aboriginal people who inject drugs. Key 
informants highlighted a number of issues 
and challenges inherent in delivering services 
as well as offering suggestions for improve-
ments to current service response. These 
issues fall into four distinct categories: work-
force capacity; access to services; Aboriginal 
input into service planning and evaluation; 
and police. These issues are discussed below.

4.2.1 Workforce capacity

Key informants highlighted workforce-related 
issues as a major barrier in providing appro-
priate services to Aboriginal people who inject 
drugs. The two main issues highlighted were: 
staff training and education, and variance 
in training levels; and staff retention within 
both Aboriginal health services and main-
stream health services.

Key informants stressed the need for staff 
working in both Aboriginal health services 
and mainstream services to be better equipped 
to deal with the specific needs of Aboriginal 
people who inject drugs. While some staff 
have the requisite knowledge and skills, further 
improvements need to be made in the area 
of injecting drug use and associated harms, 
as well as general harm reduction principles. 
Further, some key informants suggested that 
staff knowledge of the processes and referral 
pathways into treatment also needs further 
development.

Identified training needs included: the im-
portance of client confidentiality; exploring 
the issue of stigma and discrimination as-
sociated with injecting drug use; and the 
benefits of harm reduction and services such 
as those provided by NSPs.

Some key informants recommended that 
Aboriginal-specific drug and alcohol train-
ing be provided for staff working in both 
mainstream and Aboriginal health services 
through a nationally accredited course which 
would provide staff with a recognised qual-
ification. This formal qualification would 
ultimately increase the capacity of services 
to respond to drug and alcohol issues in 
Aboriginal communities.

Key informants also discussed the need for 
staff working in mainstream services, and 
who work directly with Aboriginal people 
who inject drugs, to undergo cultural sensi-
tivity training before working with Aboriginal 
clients. Further, some key informants sug-
gested that all non-Aboriginal staff, in either 
mainstream or Aboriginal health services, 
must complete cultural sensitivity training 
prior to visiting any Aboriginal community.

Staff retention was also highlighted as a 
problem within both Aboriginal health serv-
ices and the mainstream health sector. Reten-
tion of qualified health workers is particularly 
important in the Aboriginal health service sec-
tor as familiarity and trust of staff members 
are crucial when building relationships with 
Elders and key community members within 
Aboriginal communities. When staff turnover 
is high in an organisation, these trust relation-
ships are often lost and take time to rebuild. 
Further, because of the sensitive nature of 
the topic, some key informants urged the 
need for consistency in the approach of staff 
where issues of illicit and injecting drug use 
are discussed with Aboriginal communities.

The constant change in staff at a mainstream 
service was identified as affecting the service’s 
capacity to provide culturally appropriate care 
to Aboriginal clients. Mainstream services 
often lack the capacity to provide continu-
ous cultural sensitivity training. Subsequently, 
when staff turnover in the organisation is 
high, organisational knowledge can be lost.
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The role of Aboriginal health workers in main-
stream services is of particular importance. 
These positions have the capacity to focus 
on the specific needs of Aboriginal clients 
and facilitate relationships and interaction 
between other health workers who may have 
contact with these clients. Retention of these 
staff is problematic, as there are often unmet 
training needs as well as insufficient funded 
positions to meet demand and little support 
or understanding for the role. As a conse-
quence, levels of job satisfaction are low and 
turnover is high. Aboriginal health workers 
in mainstream services are often not sup-
ported culturally by their organisation. The 
cultural norms within Aboriginal communi-
ties, to which people in these positions are 
expected to adhere, may not be recognised 
by mainstream workplaces and, consequently, 
this may have an adverse effect on attraction 
of staff and their retention in these positions.

4.2.2 Aboriginal input into 
service planning and evaluation

Key informants proposed that Aboriginal 
input into service planning and evaluation, 
particularly from Elders and key community 
shareholders, is integral to ensuring service 
responses are culturally appropriate. Com-
munity engagement in all aspects of serv-
ice design and delivery would ensure that 
more successful responses are likely to be 
developed.

4.2.3 Improving access

Key informants identified access as a key 
issue of concern during the consultations. 
Access to diverse and culturally appropri-
ate services was seen by many as the most 
important component needed in service re-
sponse, in order to ensure the needs of Abor-
iginal people who inject drugs are met in 

both mainstream and Aboriginal health serv-
ices. A number of related issues that key in-
formants identified include: general access to 
services; access to injecting equipment; and 
service choice, including diversity of services 
available. These issues are discussed below.

Key informants highlighted the lack of access 
to appropriate services as a key gap in serv-
ice response to Aboriginal people who inject 
drugs. Of particular concern was the lack 
of access to sterile injecting equipment and 
related health services to Aboriginal people 
who inject drugs living in rural and regional 
areas of Australia. The difficulty in accessing 
harm reduction and drug treatment services 
in terms of geographical location and clinic 
opening hours was seen as a major gap in 
service response. Further, certain jurisdictions 
place limits on the number of NSPs allowed 
to operate in particular areas, which can in 
turn reduce the availability and access to 
harm reduction services for Aboriginal peo-
ple who inject drugs. The absence of syringe 
vending machines in particular jurisdictions 
was also highlighted as an issue of concern.

The lack of available and appropriate services 
for Aboriginal people who inject drugs is not 
only an issue confined to rural and regional 
parts of Australia. Many key informants high-
lighted access as a key gap in service response 
in capital cities across Australia. Major issues 
of concern include: lack of after-hours access 
to NSPs; lack of Aboriginal-specific rehabili-
tation and detoxification centres; and lack 
of access to sterile injecting equipment in 
some Aboriginal health services. However, 
where there is lack of access, referral to other 
agencies was reported.
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Some key informants also raised access to 
safe injecting facilities in urban areas. Access 
to this type of facility would benefit Abor-
iginal people who inject drugs through pro-
viding access to trained medical staff and 
counsellors, medical facilities on location 
that reduce the possibility of death resulting 

from overdose, access to appropriate health 
promotion and safe injecting education, and 
access to sterile injecting equipment. There 
is currently one supervised injecting facil-
ity operating within Australia. Some key in-
formants proposed that this number should 
increase to include safe injecting facilities 

Port Hedland, 
Western Australia
Port Hedland is an isolated, remote mining 
town situated in the north-west of West-
ern Australia, 1800 km north of Perth. Port 
Hedland is a transient town, used by many 
of the fly-in, fly-out workers as a base. 
Its population can range from 15 000 to 
20 000 and is made up of a wide multicul-
tural mix, including approximately 15 per 
cent Aboriginal Australians.

The Hedland Well Women’s Centre

The Hedland Well Women’s Centre is a main-
stream community-based women’s health 
service situated in Port Hedland. Opened in 
1990, the Centre aims to enhance the health 
and wellbeing of women in the Port Hedland 
area. This unique service provides support 
and assistance to women in all aspects of 
their lives. The Centre offers a large selec-
tion of free services including: information, 
referral and advocacy in all areas of wom-
en’s health; counselling; support groups; 
women’s health promotion; home away from 
home; educational courses; and a successful 
needle and syringe program.

Needle and syringe program

The Hedland Well Women’s Centre has ac-
tively operated an NSP since 2000. An en-
hanced secondary NSP, the service is run 
through grants from the Western Australia 

Health Department. A total of 1406 clients 
visited the NSP between 2008 and 2009, 
with 15 530 syringes distributed during this 
period. Aboriginal clients represent 53 per 
cent of the NSP client profile. Male inject-
ing drug users are the majority of clients, 
with 30 per cent Aboriginal males and 39 
per cent non-Aboriginal males.

Men are always welcome at the Hedland 
Well Women’s Centre. At times when it is 
difficult to protect the confidential nature 
of a visit, i.e. during women’s gatherings 
and meeting times, the Centre informs male 
clients through its Fit News newsletter and 
on the day through signage and verbal 
communication. This ensures the best out-
come for all clients, with the NSP becoming 
part of a holistic women’s health service. 
Although the Hedland Well Women’s Cen-
tre’s core business is women’s health, the 
NSP has been incorporated into the Centre 
with no disruption to other services and 
no conflict between clients. The NSP has 
proven to be so successful that many of the 
female and some male partner NSP clients 
now use other services at the Centre.

The Hedland Well Women’s Centre is a dem-
onstrated model of service delivery that 
successfully engages with male and female 
Aboriginal people who inject drugs. Through 
incorporating an NSP into a community-
based mainstream women’s health service, 
the Centre provides a successful model that 
could be adapted to, or incorporated into, 
other services.



Consultation findings

75

in other states. One key informant said that, 
in an area known for high rates of Abor-
iginal injecting drug use, a safe injecting 
facility would benefit not only Aboriginal 
people who inject drugs but also the local 
community.

I think there needs to be a safer inject-
ing centre there, not right there, maybe 
up the road a bit. I think there are people 
in the community that also think that.

Key informants also highlighted the poor 
uptake of drug treatment services, including 
opioid maintenance treatment, by Aboriginal 
people who inject drugs. Aboriginal people 
who inject drugs have less treatment epi-
sodes compared to non-Aboriginal people 
who inject drugs and are less likely to have 
been on opioid maintenance treatment pro-
grams. Lack of access to opioid maintenance 
treatment, particularly in regional, rural and 
remote areas, could reduce the number of 
Aboriginal people who inject drugs accessing 
treatment. The strong Aboriginal community 
support for abstinence was also suggested 
as a possible contributing factor for poor 
uptake of opioid maintenance treatment, 
with key informants stating that some com-
munity members believe it condones drug 
use. Although ready access to opioid mainte-
nance treatment programs does not assume 
condoning drug use, services are prevented 
from being delivered in all instances.

There is part of a prevailing, I guess, un-
derstanding in the Indigenous community 
that abstinence is the only way and that 
harm reduction … is saying it’s OK. So 
their view around methadone and bupe 
is that you are just maintaining a drug 
habit … I think the other thing is access 
to services. So those who aren’t in city 
areas, you know, their access to services 
is quite limited, particularly some of those 
really remote communities.

Other themes highlighted by key informants 
included the need for some Aboriginal health 
services to be more ‘injector friendly and drug 
familiar’. Many felt that Aboriginal health 
services are not closely enough involved in 
the delivery of services to Aboriginal people 
who inject drugs, particularly in their capac-
ity to provide sterile injecting equipment, 
hepatitis treatment and pharmacotherapy. 
Other key informants believed that Aboriginal 
health services need to provide more educa-
tion about safe injecting and prevention of 
blood-borne viruses. 

If Aboriginal health services were to increase 
specific health and education services to Abor-
iginal people who inject drugs, the potential 
for improvements to access and choice for 
Aboriginal people who inject drugs would 
be achieved. However, limited funding, the 
range of services provided, the ability to obtain 
prescribing doctors and the cost of provid-
ing pharmacotherapy services, including the 
medication cost, may affect an Aboriginal 
health service’s ability to provide these services.

Alternatively, some key informants held the 
view that some Aboriginal people who inject 
drugs preferred to access equipment from 
mainstream services due to confidentiality 
issues.

When people didn’t have a problem, they 
wanted to sort of keep their use under 
wraps, they would go to non-Indigenous 
services, but once they had a problem, 
once they thought that their drug use was 
a problem, that’s when they wanted an 
Indigenous service. They didn’t want to 
go to a mainstream service then.

While both Aboriginal health services and 
mainstream services have developed policies 
and procedures around client confidential-
ity, as well as a code of conduct with which 
staff must comply, confidentiality was still 
highlighted by many key informants as a 
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potential barrier for Aboriginal people who 
inject drugs to access services. That is, be-
cause of the nature of Aboriginal commu-
nities and families, clients were likely to be 
known to the personnel of Aboriginal health 
services, particularly in smaller settings. This 
local familiarity may prevent Aboriginal peo-
ple who inject drugs from accessing services 
because they are concerned that they will 
be identified.

Concern around stigma and anonymity may 
lead Aboriginal people who inject drugs to 
seek alternative means to obtain sterile in-
jecting equipment. Key informants noted 
that some Aboriginal people who inject drugs 
will access equipment through the National 
Diabetes Service Scheme or through family 
members who are diabetic patients. Abor-
iginal people who inject drugs will some-
times obtain equipment from pharmacies or 
pharmacy NSPs on the pretext that they have 
diabetes. This means that this subgroup of 
Aboriginal people who inject drugs may miss 
out on vital health promotion and safe in-
jecting education. In order to improve access 
to health messages, one key informant sug-
gested eliciting the support of Diabetes Aus-
tralia to provide safer injecting messages. It 
was acknowledged that this would be chal-
lenging and that other means may need to 
be employed including using peer networks 
to ensure health messages are reaching this 
subpopulation.

It would be a big step getting Diabetes 
Australia on board with safer injecting 
messages because it’s not really their gig 
in a sense, but there might be some other 
ways, specially through peer work, that 
information can be shared.

In essence, the issues highlighted all go to-
wards identifying diversity of service response 
as integral to ensuring that the needs of 
Aboriginal people who inject drugs are met. 

Many key informants suggested a range of 
service delivery models is needed to increase 
access for Aboriginal people who inject 
drugs. These include: primary sites; second-
ary sites; mobile outreach; syringe vending 
machines; hospitals; pharmacies; and Abor-
iginal health services.

I don’t think one shoe is going to fit all. 
You have got to have choices for people. 
Some people will choose Aboriginal serv-
ices, some people won’t choose Aboriginal 
services, and if they choose not to use the 
Aboriginal services, then we need to make 
sure that the other services are meeting 
their needs in an appropriate way, and 
things like that.

4.2.4 Police

Some key informants expressed concern over 
the reluctance of Aboriginal people who inject 
drugs to carry used equipment until it can be 
disposed of safely because of concerns that 
used equipment may be used by police officers 
as a basis for further searching.

Aboriginal people [are also] more likely to 
get struck by police and if they’re carrying 
injecting equipment, then that can be used 
[against them]. So then they have more in-
centive to want to dump equipment.

Key informants discussed the importance of 
the police force and police officers maintain-
ing an understanding of the issues relating 
to injecting drug use and harm reduction. 
Increased training for police officers on the 
principles of harm reduction, including the 
importance of NSP services, was considered 
to be critical to ensuring police awareness 
and understanding of harm reduction prin-
ciples. This would be relevant to all people 
who inject drugs and not just those from 
Aboriginal communities.
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4.3 Improving service models
Within the current service delivery system there 
is debate about what the ideal model of service 
delivery should be for Aboriginal people who 
inject drugs. Key informants had competing 
ideas on what constitutes an appropriate 
method of service delivery. Many key inform-
ants believed there is no ideal approach or 
model, and nor should there be. Rather, cur-
rent service models are more than capable of 
addressing the needs of Aboriginal people who 
inject drugs. Conversely, some key informants 
believed Aboriginal health services are best 
placed to provide a holistic model of service 
delivery that will meet the needs of Aboriginal 
people who inject drugs. These competing 
perspectives are discussed below. This section 
will also suggest a model of service delivery 
that is best equipped to deal with the needs 
of Aboriginal people who inject drugs.

4.3.1 Service models

Currently a variety of service approaches exists 
to respond to the needs of Aboriginal people 
who inject drugs. These fit roughly into two 
categories: those that exist within Aboriginal 
health services; and those that exist within 
mainstream health services. Within each of 
these models is a variety of approaches to 
service delivery, some of which overlap. While 
Aboriginal health services predominantly 
address health in a holistic way, mainstream 
services tend towards delivering more special-
ised services focusing only on the drug use 
of the individual.

Aboriginal community-controlled health 
services are the only services that provide 
a holistic approach to health issues. [They 
are] not just addressing injecting drug use 
but it’s also social and emotional well-
being issues that go hand in hand with 
this. You can’t isolate one and not deal 
with the other.

Key informants discussed a variety of service 
models designed to respond to the needs of 
Aboriginal people who inject drugs. Many 
models, within both Aboriginal health serv-
ices and mainstream services, often place 
clients in silos. This was reinforced by the 
view that current service models rarely offer 
a smooth and supported transition between 
harm reduction and treatment-based serv-
ices. Key informants suggested that services 
should be designed to be flexible and should 
be able to cope with the diversity of needs 
that clients bring to the service. In essence, 
a more seamless approach to service delivery 
is required. Achieving this is likely to require 
significant changes to current models and 
will also require different funding mecha-
nisms to be put in place.

Many key informants believed that Abor-
iginal health services are best placed to offer 
the support needed by family members and 
communities. Further, many suggested that 
the family and the community must be con-
sidered alongside the spiritual and healing 
needs of the Aboriginal people who inject 
drugs and cannot be considered in isolation. 
Some key informants criticised mainstream 
health services for inadequately addressing 
the broader needs of Aboriginal people who 
inject drugs, including family and spiritual 
needs. This is clearly stated by the follow-
ing key informant who believed the broader 
social determinants of Aboriginal health 
must be considered when delivering serv-
ices to Aboriginal people who inject drugs.

It’s having a look at the whole person and 
surroundings. It’s not just the one issue 
that the person is dealing with — main-
stream services do not understand this. 
There are overlapping issues that need 
to be dealt with, i.e. housing, unemploy-
ment, children, prison, injecting drug use. 
It’s just one of a number of competing 
issues.
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However, Aboriginal health services often have 
competing service priorities and therefore 
injecting drug use is not seen as a priority 
compared to more important health issues, 
e.g. chronic diseases such as heart disease and 
diabetes. Aboriginal community-controlled 
health services, like other non-government 
organisations, are guided by policy priorities 
and funding availability largely dictated by 
government bodies. In order to continue 
delivering a viable service, organisations will 
therefore prioritise based on available funding 
which can restrict the type of programs they 
can deliver. The COAG agenda (see section 
2.3) is one example where the focus for fund-
ing is primarily aimed at chronic disease and 
does not prioritise harm reduction programs.

[In Aboriginal health services] it’s difficult 
to get any kind of attention or coverage 
for this particular issue [injecting drug 
use] when there’s somebody who has lost 
their legs from diabetes and Uncle Fred’s 
had a heart attack and he is probably not 
likely to live another week or two and the 
whole family is all upset, and the health 
worker is trying to deal with that. There 
are so many competing issues that a virus 
that could potentially become deadly in 
five or ten or twenty years time is not 
necessarily the immediate thing that they 
want to deal with.

One key informant suggested that providing 
Aboriginal health services with incentives to 
engage with Aboriginal people who inject 
drugs may be one way of getting injecting 
drug use on the agenda of Aboriginal health 
services. This would, however, require a na-
tional review of existing funding arrange-
ments and health priorities within Aboriginal 
health services.

In terms of engaging or having better re-
lationships with local communities with 
people who inject drugs, there might be 
some way of incentivising them to do that.

Many key informants felt that there was lim-
ited diversity in mainstream service delivery 
models, suggesting that the one approach 
is often repeated across the state with lit-
tle contemplation of the local factors that 
may impinge on the appropriateness of this 
model. Given this generic approach to service 
delivery, mainstream services need to become 
expert at linking up with the various other 
components of the service and support sec-
tors such as housing, income support, and 
employment placement. In the absence of 
service diversification, there needs to be a 
broadening of service provider connections 
to enable clients to access those services 
offered by external organisations, but which 
may not be readily accessible by clients.

Key informants spoke of the importance of 
the types of messages that are given to peo-
ple who inject drugs and who access services, 
whether they are Aboriginal health services 
or mainstream health services. It was seen as 
particularly important to provide clients with 
alternatives to the abstinence-based model.

[When] we talk about abstinence in sex 
or in drugs, we talk about abstinence, 
that’s the highest thing. The reality is that 
people aren’t going to do that. So if we 
continue to beat that drum … we’re miss-
ing a whole group of people that aren’t 
going to listen to that, so what the dis-
cussions now in this … what is achievable 
and what’s real for those people on the 
street? So for people who inject drugs, 
what does that mean? Is it that we talk 
more around, and we already do the stuff 
around, how to inject properly? If you 
don’t want to inject, you’re smoking or 
doing whatever, but is that a reality? … 
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it’s about trying to really be real about 
the message we’re now giving. I mean 
you always aim for the top. What we’re 
finding is that message is getting lost, 
because if that’s your message, then peo-
ple aren’t going to be listening to it, so 
with harm reduction what really is going 
to get through, what’s real?

Other key informants, however, spoke of the 
importance of not seeing harm reduction and 
abstinence as mutually exclusive. Services can 
and do place abstinence in a hierarchy of 
harm reduction, which would include infor-
mation on other accepted ways to reduce the 
harms associated with injecting drug use.

I believe people get mixed up sometimes 
and sometimes deliberately … around 
what actually is harm reduction for dif-
ferent areas of drug use. Harm reduction 
isn’t in competition with abstinence at all, 
and that’s another big thing. Abstinence 
is a form of harm reduction, it’s the ulti-
mate form of harm reduction. You can’t 
have any harm if you don’t use anything.

Some key informants identified the impor-
tance of including peers and peer educators 
in service models, in both Aboriginal health 
services and mainstream services. Many sug-
gested that peer education is a powerful 
tool for providing information, particularly 
as there is inadequate infrastructure within 
mainstream services to ensure that culturally 
appropriate support is provided to Aboriginal 
people who inject drugs. However, it could 
be difficult to actually recruit Aboriginal 
peers, as they may not want to be publicly 
identified. As with peer-based research, im-
provements could be made around the use 
of peers; in particular, ensuring peer educa-
tors receive adequate training for their role 
and have access to up-to-date information.

Although Aboriginal health services and 
mainstream health services usually exist in-
dependently of one another, there is often 
some form of partnership between services 
in their responses, and delivery of service, to 
Aboriginal people who inject drugs.

Many key informants suggested that main-
stream services are in a good position to offer 
support to Aboriginal health services wishing 
to implement harm reduction services, such 
as NSP and pharmacotherapy. This included 
the recommendation that mainstream services 
offer support to develop their capacity to deal 
with other needs that may arise, including 
hepatitis A and B vaccinations and hepatitis C 
treatment and counselling. However, in most 
jurisdictions, these mainstream health services 
are secondary NSPs; as such, they are not 
necessarily funded to provide NSP services. 
Therefore, the likelihood of such mainstream 
services providing support to Aboriginal health 
services in the absence of funding and dedi-
cated personnel is improbable.

Notwithstanding existing partnerships, key 
informants generally considered that there 
could be better collaboration between Abor-
iginal health services and mainstream serv-
ices. Many key informants believed that 
collaboration or partnership between the two 
sectors would improve both services’ abil-
ity and capacity to respond to the needs of 
Aboriginal people who inject drugs. One key 
informant suggested this service method be 
thought of as: ‘a collaboration between two 
services, meeting halfway or meeting at a 
central point’.
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Partnership model between 
Gippsland Lakes Community 
Health and Lakes Entrance 
Aboriginal Health Association
In January 2005, a community meeting 
was held between Gippsland Lakes Com-
munity Health (GLCH) and local Aboriginal 
community members. There was concern 
within the community regarding access to 
health services provided by GLCH. Histori-
cally, the Aboriginal community had missed 
out on funding for health and commu-
nity support services, and members of the 
community had become more isolated over 
the years.

From this meeting, agreement was reached 
committing GLCH to supporting and resourc-
ing a range of initiatives including the estab-
lishment of the Lakes Entrance Koori Elders 
Group, now the Lakes Entrance Aboriginal 
Health Association (LEAHA). This was sup-
ported by the GLCH Board and Executive 
team. The GLCH recognised that whilst there 
was a solid history of working with the Lakes 
Entrance Aboriginal community, there was 
an urgent need to improve this relationship 
in order to see an improvement in the health 
and wellbeing of the community.  And so, a 
formal partnership agreement was entered 
into by both organisations.

The original priorities for the partnership 
to address were:

•	 establishment of a resource centre with-
in the GLCH–Lakes Entrance site

•	 commitment to reconciliation from the 
Board of GLCH

•	 increased access to medical services

•	 establishing a range of community events 
and activities.

Four key processes have been used over the 
last five years to build the partnership model 
and achieve the original outcomes: increas-
ing employment of Aboriginal workers at 
GLCH; increasing the number of reconcilia-
tion events and celebrations; increasing the 
range of Aboriginal health programs deliv-
ered by GLCH or other agencies in Lakes 
Entrance; and resourcing and supporting 
the role of LEAHA.

Outcomes have included:

•	 increased level of access to GLCH serv-
ices by Koori clients

•	 opening of the Koori Community Cen-
tre (2007)

•	 increased funding for Koori health serv-
ices such as Healthy for Life/Aboriginal 
Chronic Care and Health Promotion and 
Yoowinna Wurnalung Healing Service

•	 emerging signs of greater harmony with
in the community

•	 moves towards local reconciliation.

The Board of LEAHA has met continually 
since 2005 and became incorporated in late 
2007. The organisation has a Board of Man-
agement consisting of nine local Elders and 
a general membership of over 50. LEAHA 
and GLCH have signed a Partnership Agree-
ment outlining their ongoing commitment 
to the model through shared resourcing and 
governance. Both parties see this partner-
ship as a practical and effective framework 
for strengthening reconciliation in the Lakes 
Entrance community. The integration of serv-
ice delivery, community space and governance 
provides the model with a sustainable base.

In 2009, LEAHA and GLCH won the Victo-
rian Public Health Care Secretary’s Award 
for improving the health and wellbeing of 
Aboriginal people in Victoria.
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4.3.2 A suggested model of 
service delivery

[What] we haven’t really engaged very 
much in Australian research and in policy 
and practice is understanding the histori-
cal trauma and its impact on current com-
munities, current generations. And you 
know, I think there has been a little bit of 
lip service paid to it but there are exam-
ples …, little pockets of examples, I think 
in New Zealand and Canada, where it has 
been a focus of … service delivery, policy 
making and of research. I think that’s the 
next frontier for work in Australia … to 
acknowledge it in a mature and sensible 
way. After the hysteria of the apology, to 
actually say now how can we respectfully 
address that so it doesn’t re-traumatise 
the people still living with the effects of 
trauma but addresses it. And again it’s 
not just it, it’s huge, but addresses that 
in ways that can make progress, that just 
don’t keep churning around in the same 
old trauma.

The 1989 National Aboriginal Health Strat-
egy defined Aboriginal health not just as the 
‘physical well-being of an individual but … 
the social, emotional and cultural well-being 
of the whole Community in which each indi-
vidual is able to achieve their full potential 
as a human being, thereby bringing about 
the total well-being of their Community. 
It is a whole of life view and includes the 
cyclical concept of life–death–life’ (National 
Aboriginal Community Controlled Health 
Organisation, 2008).

Aboriginal health and wellbeing require con-
sideration of the broader factors in a per-
son’s life — over and above their physical 
health. The absence of a disease is not con-
sidered a ‘good health status’. Rather, there 

are larger issues at hand, such as community 
acceptance and family functionality, which 
contribute to the health of an individual, 
and indeed his or her community.

A model of service delivery within the harm 
reduction and drug treatment service sector 
that acknowledges the Aboriginal definition 
of health and subsequently offers services 
that address the multifaceted needs of Abor-
iginal people is integral to ensuring that the 
health needs of Aboriginal Australians are 
met. A number of key informants have sug-
gested that what is required is a model of 
service delivery that works across three dif-
ferent social dimensions: the individual; the 
family; and the community. This model of 
service delivery is believed to be best suited 
to address the health needs of Aboriginal 
Australians by taking into account the social, 
cultural and emotional wellbeing of Abor-
iginal clients while also recognising the com-
peting influences and potential support roles 
the family and community can play. Plan-
ning and delivering services to Aboriginal 
clients separate from the family and commu-
nity ignore the broader impacts these groups 
play in the health of Aboriginal people.

In this instance, some key informants were 
critical of mainstream health services, arguing 
they fail to take into account the family and 
the community when planning and deliver-
ing health services to Aboriginal people who 
inject drugs. Mainstream services tend to 
focus on the individual, providing treatment 
to a person for a problem. However, there 
is an increasing shift in mainstream health 
services towards a more holistic approach to 
health care that involves the family and the 
broader community in general service delivery. 
This shift towards a more holistic approach 
to health care, although not a new concept, 
is increasingly being seen as a valid approach 
towards health services design and delivery.
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4.3.2.1 Families

Families are the best people to help peo-
ple get over, to deal with, any issue.

Families, and the role families play during 
drug treatment, were key themes mentioned 
throughout the key informant consultations. 
Families have the potential to play a crucial 
role in the success of an individual’s experience 
in drug treatment, particularly when family 
members reinforce positive health behaviours. 
Many key informants believed the family con-
text must be considered in the design of all 
harm-reduction and drug-treatment models 
regardless of whether they are run by main-
stream or Aboriginal health services. In order to 
translate this potential to actual capacity and 
capability, service models need to include a 
range of strategies that work towards building 
skills and knowledge within the family unit.

However, while many suggested that fami-
lies had a key role to play in treatment and 
recovery, many families also play a role in an 
individual’s drug use. Some key informants 
highlighted that exposure to injecting drug 
use within the family network can lead to 
initiation into injecting drug use.

Most of them have started using because 
family members were using.

Many key informants spoke of the need to 
break the cycle of injecting drug use in some 
Aboriginal families. If services fail to take 
into account the impact injecting drug use 
has on families and provide services that fail 
to address these broader harms, the cycle of 
drug use will likely continue.

If you dealt with the family as the unit, 
rather than the individual, because let’s 
face it, it’s usually the closest people to 
you that are unfortunately the ones who 
end up with the biggest harm, really. And 
then, they become isolated as well. I think 

that if you don’t do something with that 
unit, then I can tell you exactly where 
the next user’s going to come from, and 
it more than likely will be other siblings, 
or other relatives within that family unit. 
I was just thinking of my nephew; I know 
of over 29 people that he initiated [into 
injecting].

For those individuals who find themselves 
in social networks that subscribe to health-
damaging behaviours, the capacity to suc-
cessfully enter, and complete, treatment is 
significantly more challenging. This is demon-
strated in the genogram outlined in Figure 2.

The potential for those families with a his-
tory of intergenerational drug use to offer 
an environment where positive health behav-
iours are reinforced may be limited. Similarly, 
their ability to provide support and assistance 
in an individual’s drug treatment is reduced. 
Intergenerational drug use in a family and 
the subsequent need for additional support 
must be considered when delivering services 
to Aboriginal people who inject drugs. This 
is particularly the case when designing and 
delivering detoxification and drug-treatment 
services where health-damaging behaviour 
can prevent successful treatment.

Key informants also stressed that those peo-
ple who are initiated into injecting by family 
members may miss out on important health 
messages. There was a concern that informa-
tion about safe injecting practices and the 
risk of blood-borne virus transmission may 
not be passed on. Further, when information 
is passed on, it may not always be accurate. 
The lack of accurate information and edu-
cation on injecting and associated health 
messages can lead to a range of health issues 
including blood-borne virus transmission and 
injecting-related injury and disease.
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When people start using too, they start 
using how the person who shows them 
uses, and that sticks with them the whole 
time they’re using.

Many key informants said that there is a 
continuum of issues that must be consid-
ered when working with Aboriginal people 
who inject drugs. The consideration of social 
inclusion and the broader social and struc-
tural factors that affect individuals and their 
families was seen as particularly important 
when considering harm reduction and drug-
treatment programs for Aboriginal people 
who inject drugs.

Programs that might be relevant in that 
broader view are programs assisting vul-
nerable families, so you have child family 
support programs that are going to be 
important for outcomes 10, 15, 20 years 
down the track.

Some key informants stated that family and 
extended family bonds, including certain 
commitments that individuals have to fami-
lies, must be considered when designing and 
delivering harm reduction and drug-treatment 
services. One key informant provided an exam-
ple where an Aboriginal person on opioid 
maintenance treatment may be required to 
travel some distance for a family funeral. In 
this circumstance, in order to continue his 
treatment, takeaway doses, script renewals 
and dosing locations would all need to be 
considered. However, there is often little room 
for compromise from the regulatory body on 
opioid maintenance treatment, which may 
subsequently lead to a break in treatment.

Many key informants were critical of main-
stream service providers and funding agencies 
for their apparent lack of understanding and 
consideration of the importance of Aboriginal 
families in the design and implementation of 

Figure 2: Genogram
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harm reduction and drug treatment services 
for Aboriginal people who inject drugs. One 
key informant suggested that mainstream 
health services fail to understand the broader 
social determinants of Aboriginal health and 
the impact these social and structural influ-
ences have on the health and wellbeing of 
Aboriginal Australians. The informant stated 
that mainstream health services need:

to get an understanding of that disas-
sociation from culture, that caused a lot 
of grief. This is beyond how mainstream 
normally works — they look at the indi-
vidual rather than the bigger picture stuff. 
[There is a] need to focus more on the 
family and community.

Many key informants believed that main-
stream services needed to develop mecha-
nisms to better support and involve families 
and communities so that Aboriginal people 
who inject drugs were in turn supported. 
As discussed in section 3.3.2, mainstream 
health services are shifting towards a more 
holistic approach to health care that involves 
the family and the broader community. The 
adoption of this holistic model when pro-
viding services for Aboriginal people who 
inject drugs is considered to be central to 
ensuring that the needs of Aboriginal people 
who inject drugs are met. Families should 
be included and given information on drug 
use and what the processes of treatment are 
going to involve. There is a need to edu
cate families on what addiction actually 
means and that there can be mental health 
issues that may also need assessment and 
treatment.

The importance of harm reduction and drug 
treatment services that take into account 
the needs of Aboriginal people who inject 
drugs who also have children was highlighted 
by key informants as integral to ensuring 
service engagement with Aboriginal clients. 

As stated by one key informant, people who 
inject drugs rarely want to put their children 
into an environment where they may be at 
risk. However, they often lack the capacity to 
ensure their children are safe all of the time.

They want the best for their kids as well. 
They may not always be able to do that, 
and they need the support to be able to 
do that.

In essence, there needs to be increased access 
and support for Aboriginal people who inject 
drugs to seek harm reduction and drug treat-
ment services. In particular, these services 
need to take into account the broader family 
needs of Aboriginal people who inject drugs, 
and need to have the capacity to accommo-
date children.

Sam’s story*
Sam first started using heroin after her new-
born baby was placed into state care after 
an amphetamine rage incident involving her 
then partner. Sam spent the next 15 years 
using heroin, offered to her by a friend as a 
painkiller, and cycling in and out of prison. 
During her most recent appearance in court, 
Sam’s judge took notice of her past and 
the trauma she experienced through losing 
her child. The judge recognised the link 
between the trauma Sam had experienced 
and her substance misuse and noted the 
need for Sam to undergo counselling to 
deal with her underlying trauma. The judge 
opted to suspend Sam’s sentence and rec-
ommended that Sam and her family attend 
counselling. The police appealed the judge’s 
decision and won. Sam was sentenced to 
seven years’ imprisonment.

* Name has been changed to ensure anonymity.
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4.3.2.2 Community

In the design of a model of service delivery 
that aims to address the health needs of 
Aboriginal people who inject drugs, it is 
important to consider the impact that the 
broader Aboriginal community has on the 
health and wellbeing of an individual. The 
behaviour and possible impact the Aboriginal 
community can have on individual Abor-
iginal people who inject drugs are affected 
by broader social and structural factors. As 
one key informant noted, harm reduction and 
drug treatment services for Aboriginal people 
who inject drugs must take into account:

the bigger picture — the social and struc-
tural determinacy, the poverty, the dispos-
session — you cannot ignore everything 
else that is going on around the individ-
ual’s drug use.

The social determinants of Aboriginal health 
(see section 2.2) have been shown to directly 
impact the lives of Aboriginal Australians at 
an individual and at a community level. The 
lasting effects of colonialism, poverty, dis-
possession from country, and institutional-
ised racism are most evident at a community 
level, which has led to the differential in 
all major socioeconomic and health indica-
tors compared to non-Aboriginal Australians. 
Therefore, service planning must take into 
account development needs, such as housing 
and education of the community in which 
Aboriginal people who inject drugs reside, 
and their subsequent impact on the achieve-
ment of positive individual health outcomes.

Key informants highlighted the importance of 
community engagement and input into serv-
ice design and provision (see section 4.2.2). 
One key informant spoke of a mainstream 

health service that had failed to acknowledge 
the concerns the local Aboriginal community 
had over the running and location of the 
service.

I think it’s something that the community 
have brought up for years and years. And 
so the service just doesn’t listen to them. 
You know it’s [i.e. the community is] not 
being heard.

The apparent lack of community engagement 
during the initial design and subsequent 
delivery of this particular health service meant 
that any apprehension the Aboriginal com-
munity had about the location and running 
of the service may not have been considered. 
The key informant suggested that, through 
better community engagement, particularly 
in the planning stage, many of the com-
munity’s concerns could have been addressed 
immediately, prior to the service opening. 
However, community engagement should 
not be limited only to service design and 
planning, but should also be continuously 
considered and included once the service is 
operational.

Key informants also spoke of the impor-
tance of education for Aboriginal commu-
nities on the benefits of harm reduction as 
a method of service delivery. They suggested 
that importance be placed on information 
and education concerning the benefits of 
opioid maintenance treatment as a method 
of drug treatment rather than reliance on an 
abstinence-based model. Again, abstinence 
can be placed within a hierarchy of messages 
about harm reduction.
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I think the biggest thing would be around 
how we educate the Aboriginal commu-
nity, and in particular the Elders, around 
abstinence not being the only option and 
things like the OTP [opioid treatment 
programs] is the best form of treatment 
available. The evidence is there — how you 
get that information through and get that 
accepted is the big deal, I think.

Some key informants raised the role that 
Aboriginal community gatekeepers play and 
the subsequent barriers they may put up 
when harm reduction organisations or re-
searchers are attempting to engage with 
a particular Aboriginal community. When 
gatekeepers are negative towards injecting 
drug use and subsequent harm reduction ap-
proaches, gaining entry into the community 
can be challenging. One key informant sug-
gested that, in negotiations with community 
gatekeepers concerning the benefits of harm 
reduction and drug treatment services, the 
importance of harm reduction approaches 
must be highlighted in terms of benefits to 
future generations.

So that, I guess, is a reframing of issues. 
Some advice given to me recently was 
to frame the issue of drug users, how it 
affects Aboriginal people’s futures, in 
terms of children. So, you know, we need 
to address parenting issues because it’s an 
issue for the next generation of children 
who will become parents themselves and 
leaders of the community.

4.3.3 Culturally appropriate 
services

It was purportedly said by the manager 
or CEO of Nike … that your brand is what 
people say about you when you are out 
of the room. So I think a culturally appro-
priate service is one that is deemed so by 
the people who use it when they’re out 
of the service.

Many key informants raised the issue of pro-
viding culturally sensitive services. Through-
out the consultations, it was apparent that 
there was no agreement on how a cultur-
ally appropriate service could be delivered or 
what it would look like. Rather, adding to the 
complexity, there was a variety of opinion in 
both service sectors. Key informants spoke of 
the importance of mainstream services dis-
playing Aboriginal art in the foyer, having an 
Aboriginal name for the service and employ-
ing Aboriginal staff. Also highlighted was 
the importance of Aboriginal health services 
providing cultural sensitivity training to non-
Aboriginal staff within their services.

There was some discussion about whether 
the principles of harm reduction, and there-
fore programs like NSP, are compatible with 
Aboriginal culture. There was a strong view 
that this was not necessarily the case. As 
one key informant suggested, when talking 
about NSPs:

The perception often is that it’s not cul-
turally acceptable, and I think that’s a bit 
of a furphy. I mean saving lives is always 
culturally acceptable and particularly 
given the history of what’s happen[ed] 
to Indigenous people in this country.
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Nevertheless, a number of key themes emerge 
in relation to culturally appropriate services. 
These are discussed below.

4.3.3.1 Flexibility

Many key informants spoke of the need for 
services to be flexible in their delivery, to have 
opening times that were likely to coincide 
with community need, and in particular have 
flexible appointment times. These require-
ments were reported to be key features of a 
culturally sensitive service, whether provided 
by a mainstream or an Aboriginal health serv-
ice. Key informants also noted the importance 
of health service staff having up-to-date 
referral information and knowledge of other 
harm reduction and drug treatment services 
in their jurisdiction.

Without really burdening people too much, 
as a worker you have got to know every
thing, but at least know your referral points, 
at least know how to connect people into 
other agencies. But [there] also needs to be 
more flexibility there too probably. I mean, 
you are looking at 9 to 5 services for peo-
ple who aren’t living 9 to 5 lives, so it’s 
that kind of thing.

4.3.3.2 Collaboration — mainstream and 
Aboriginal health services

As expressed in section 3.3.1, key inform-
ants suggested that, in order to provide the 
best possible service response to Aboriginal 
people who inject drugs, both service sec-
tors needed to engage with each other and, 
in turn, with Aboriginal people who inject 
drugs.

One key informant working within a main-
stream health service spoke of working with 
Aboriginal health services in their jurisdiction 
to build rapport with staff and the broader 

Aboriginal community. Staff regularly par-
ticipate in events such as National Aboriginal 
and Islander Day Observance Committee week 
and have recently completed cultural com-
petence training. The service is also working 
closely with one particular Aboriginal health 
service to have more Aboriginal-specific 
resources available at NSP outlets as well as 
displaying the Aboriginal flag.

The development of relationships and net-
works between mainstream and Aboriginal 
health services require continued commit-
ment from staff at both services. However, 
this requires specific funding commitments 
aimed at supporting collaboration at a prac-
tical level. These informal relationships and 
networks between organisations often fail, 
even in larger services, and are not sustain-
able on their own. This could be due to the 
fact that there may be no designated staff 
member in each organisation whose role it 
is to ensure the collaboration is maintained 
over time, or because both organisations have 
differing policy and procedural requirements, 
e.g. Aboriginal community-controlled health 
services requiring approval by a board of man-
agement. One key informant suggested that 
collaboration between two services would be 
successful in the long term only if a common 
goal between the two service organisations 
was identified and agreed upon.

It’s about making the effort to find the 
appropriate way to develop those rela-
tionships and continue those relationships 
and keep them strong and actually work 
on really finding out what’s our common 
goal and how can we work there, I guess, 
on the common line — you have to really 
focus on it and keep reviewing it.
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Although collaboration between Aboriginal 
health services and mainstream services was 
highlighted by many key informants as an 
important step in ensuring mainstream serv-
ices provide a culturally safe environment for 
Aboriginal people who inject drugs, other 
key informants noted that mainstream serv-
ices should not be considered as a substitute 
for Aboriginal health services. As one key 
informant noted:

Only Aboriginal organisations provide ap-
propriate services … mainstream services 
can provide culturally secure services … 
they are not a substitute for community-
controlled services … You don’t want to 
go back to the days when Aboriginal peo-
ple felt discouraged from going to main-
stream services, but we want to be sure 
that they’re not provided as a substitute 
for Aboriginal services.

4.3.3.3 Policies and procedures

Key informants suggested that, in order for 
mainstream health services to provide ad-
equate services for Aboriginal people who 
inject drugs, changes must occur at a policy 
level within the organisation. Engagement 
with the Aboriginal community, including 
linking up with Aboriginal organisations, 
was one of the important measures raised 
by key informants, which needed to be im-
plemented at the organisational policy level. 
Through engagement with organisations 
like NACCHO, advice on forming commit-
tees and networks with Aboriginal health 
services could be obtained. Greater engage-
ment between Aboriginal organisations and 
mainstream services would lead to improve-
ments in mainstream organisations’ structure 
and policy design, which would in turn lead 

to mainstream services having increased ca-
pacity to provide a culturally safe place for 
Aboriginal people who inject drugs. As one 
key informant suggested:

[It’s about] looking at all your systems 
and how they operate and getting advice 
on those, and some are no-brainers. You 
might have particular systems with par-
ticular intakes which aren’t going to be… 
they are going to be disadvantageous for 
Indigenous access, so sorting them out 
and keeping them sorted out, not just 
sorting it out for a week and letting it 
drift back again.

Flexibility in relation to appointment times 
as well as missed appointments were noted 
as two important areas where mainstream 
organisations may need to revise their 
policies in relation to Aboriginal clients. 
Non-attendance at an appointment should 
be investigated before being counted as a 
non-attendance. There may be community 
reasons for this non-attendance, such as a 
death, the requirement to travel with family 
to the city, or other imperatives.

For whatever reason, more than likely the 
client won’t get there till 5 or 10 past 9. 
So accept that, rather than what tends 
to happen, is you rock up, ask for your 
meeting, ‘Oh sorry, you’ve missed your 
appointment at 9 o’clock, so we’ll have 
to schedule you in for a fortnight’s time,’ 
or whatever. That client, more than likely, 
won’t be coming back. So the mainstream 
services have to be a little bit more flex-
ible. Not necessarily just let the mob off 
and that, but if they’ve got a legitimate 
reason.
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Key informants spoke of the importance of 
hiring Aboriginal staff in mainstream services 
for improving engagement with Aboriginal 
people who inject drugs. Many indicated that 
this can lead to improved understanding of 
the cultural needs of Aboriginal clients as 
well as greater opportunities for collabora-
tion between mainstream and Aboriginal 
health services. Key informants also high-
lighted the development of policies that 
secure recruitment and retention of Abor-
iginal staff as being central to ensuring 
adequate representation of Aboriginal staff 
within an organisation. As one key informant 
emphasised, once recruitment and retention 
of Aboriginal staff are part of organisational 
policy, the process of ensuring that staff are 
recruited and retained is an ongoing one:

What we did here, which I thought was 
very useful, we’ve gradually looked at 
recruitment and retention for, we have 
sort of broadened out a number of Abor-
iginal staff and it’s an ongoing mission 
if you like.

Key informants discussed the value of cul-
tural awareness training for mainstream 
health staff. Many suggested that, as part 
of organisational policy, cultural awareness 
training should be mandatory. One key in-
formant spoke of the cultural awareness 
training he had recently completed. Designed 
and run by Aboriginal consultants, the train-
ing involved workshops and discussion on 
a range of issues. A major benefit of the 
training was the requirement that the whole 
organisation, of over 230 staff members in-
cluding the chief executive officer, was re-
quired to participate. By including all staff 
members in cultural awareness training, and 
particularly including management, the or-
ganisation showed a whole-of-organisation 
commitment.

So it’s actually turning on its head quite a 
bit of how your structure might work and 
having a commitment at the top, because 
until you get that commitment from the 
top … the agency has to embrace change. 
It’s a big step, you are going to have to 
change mentality, you have got to get 
your senior people on board.

An important way of signalling cultural ap-
propriateness would be to have it written 
into the mission or vision statement of an 
organisation. That way, cultural appropri-
ateness itself became part of the culture of 
service provision. However, in order for the 
inclusion of cultural appropriateness within 
a mission or vision statement to be effec-
tive, it needs to be used in conjunction with 
other polices and procedure that ensure a 
culturally sensitive and safe environment for 
Aboriginal clients.

Essentially, culturally appropriate service 
delivery was argued to be about leader-
ship; that is, that the person in charge talks 
about Aboriginal people in an appropriate 
way and makes meeting their needs a prior-
ity for the people who work there. Cultural 
appropriateness was deemed to be a whole-
of-organisation responsibility. However, this 
commitment must translate into action 
beyond motherhood statements.

So accept it’s a big mission and work on 
it, but then also value it to the point that 
you’re going to keep at it. So it’s got to 
be in an agency’s business plan, because 
if it’s not in there, it’s not going to hap-
pen, because that’s how we all work. It’s 
got to be number one when you’re doing 
a funding submission; always have it at 
the forefront of your mind.
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4.3.3.4 Confidentiality

Key informants highlighted the importance 
of ensuring confidentiality in both Aboriginal 
health services and mainstream services. A 
key component of providing a culturally 
appropriate service to Aboriginal people who 
inject drugs is ensuring client anonymity. As 
discussed in section 3.2.3, Aboriginal people 
who inject drugs are often concerned about 
accessing services because they fear being 
identified. This is often the case in Aboriginal 
health services, particularly in regional and 
rural areas, where clients accessing the service 
may be linked to health service personnel. 
This may lead to Aboriginal people who inject 
drugs being reluctant to access services for 
fear of being identified and the subsequent 
stigma they may experience as a result. Poli-
cies and procedures to guide practice in this 
area need to be developed and continuously 
monitored to ensure compliance.

4.3.3.5 Locally specific

Key informants spoke of the need for health 
services to be locally specific in their delivery of 
services to Aboriginal people who inject drugs. 
They considered it important for Aboriginal 
and mainstream health services to identify 
the types of clients who access their services 
and ensure these clients’ needs are being met.

I think we actually have to say, who are 
our services for? And how do we meet 
everyone’s needs? And how do we do that 
together?

Again, key informants highlighted consumer 
participation as an important component 
in culturally appropriate service delivery for 
people who inject drugs. The involvement 
of clients in the running of a service is an 
important way of engaging with clients and 
ensuring they continue to access the service. 
Informants also suggested that participation 
by clients, including Aboriginal people who 

inject drugs, in the running of services and 
their involvement in service activities could 
lead to a greater understanding of the needs 
of clients and subsequently the delivery of 
culturally appropriate services. There are a 
number of services across Australia that have 
used consumer participation, including art 
groups and men’s and women’s groups, as 
a successful strategy with Aboriginal clients.

I think it is about consumer participa-
tion and services where people have a 
say. Where the users themselves become 
responsible for the notice board or the 
suggestions box and have a voice is what’s 
important, not what’s on the walls, that 
the staff overcome their stereotypes and 
their own discrimination to allow for a 
more inclusive service provision, and I 
think that’s the way to go about it.

Key informants noted that both mainstream 
and Aboriginal health services needed to 
have better resources, including injecting 
information that is Aboriginal-specific. For 
mainstream services, simple measures could 
include offering culturally appropriate ma-
terials and information on blood-borne virus 
prevention and safe injecting, which use 
local terms, as an important part of provid-
ing services that are locally specific.

An understanding of traditional laws and 
customs as well as undertaking cultural 
awareness training were considered to be 
an essential component of successful serv-
ice delivery to Aboriginal people who inject 
drugs. As one key informant noted:

You need to know what you can do and 
what you can’t do because you are not 
going to be able to provide a service if 
you are not going to respect their culture 
and law … because they are not going to 
want to listen to you, because you’re not 
being respectful.
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4.3.3.6 Non-judgmental service provision

But for me, I always say to people it’s not 
about condoning behaviour, it’s not about 
you even having to accept that behav-
iour. What you have to work out is how 
does this change your life? If that person 
walked through that door, you are paid 
to do a service regardless [of] who that 
person is. You have an obligation, because 
you are talking to another human being, 
you have an obligation to be respectful, 
you are being paid to do that, so get 
over it.

The importance of offering a non-judgmental 
service, where Aboriginal clients feel secure 
and assured of their anonymity, is a key 
component to providing a culturally sensitive 
service in both mainstream and Aboriginal 
health services. One mainstream key inform-
ant noted that the philosophy of service 
provision within her organisation is designed 
in such a way to ensure non-judgmental 
attitudes from staff members, which results 
in clients feeling comfortable to access their 
service. In turn, it is important that clients 
are aware of their rights and responsibilities 
when accessing a service.

For us, our service delivery should be no 
different to whoever presents, and every-
body that presents should feel comfort-
able in presenting, that they are coming 
to a service where no opinions are being 
made about them.

The ‘everyone is welcome’ philosophy that 
some mainstream health services adopt ap-
pears to run counter to the suggested need 
to provide services that are culturally ap-
propriate. It is important that this type of 
service delivery philosophy is grounded in 
evidence and that it does not lead to the 
indirect exclusion of any client group. Im-
plementing procedures that document and 

evaluate client access would ensure that no 
subgroup of people who inject drugs, in-
cluding Aboriginal people who inject drugs, 
is disadvantaged by this approach.

Having staff in mainstream services who have 
had cultural awareness training would assist 
in non-judgmental service provision. There is 
also the benefit of workers themselves feeling 
better skilled to work with Aboriginal clients. 
However, as one Aboriginal key informant 
working in a mainstream organisation high-
lighted, individual staff behaviours have the 
capacity to undermine an organisation’s phil
osophy regardless of what the organisation 
purports to offer, including a culturally safe 
and aware service.

Some of the slack stuff that comes out 
of their mouth is really inappropriate and 
I’m, like, I’m glad there are no Aboriginal 
clients in here at the moment because 
that would be just totally inappropri-
ate. Then trying to address that issue is 
hard also, especially if you’re the only one 
Aboriginal worker within an organisation.

Regardless of whether Aboriginal people who 
inject drugs access Aboriginal health services 
or mainstream health services, key inform-
ants spoke of the importance of providing 
confidential services in a non-judgmental 
safe environment.

All agencies should present as non-
judgmental, respectful, inclusive, all of 
those things should be provided — but it 
is more than that … the staff to actually 
uphold those things and to ensure that 
they’re really happening, they’re not just 
lip service.
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4.4 Specific populations
This section discusses issues requiring con-
sideration which are associated with specific 
populations found within the broader Abor-
iginal community.

4.4.1 Geographical location

There are specific issues for consideration 
associated with Aboriginal populations in 
urban, regional and remote locations. In 
urban and regional areas, there are more 
people who inject drugs and therefore higher 
demand for services, including treatment and 
support. There is also a higher prevalence 
of blood-borne viruses. Availability of illicit 
drugs is also greater in larger cities. While 
there may be better access in urban areas 
than in regional or remote areas, gaps still 
exist in service delivery and improvements in 
those services that are provided.

As previously discussed in section 3.2.3, ac-
cess to services and equipment is an identi-
fied issue in remote areas. One key informant 
noted that he had worked in a remote com-
munity and had been prevented from hand-
ing out sterile injecting equipment because 
there was no appropriate disposal facility 
available.

In some instances, people travel long dis-
tances to do the right thing by themselves 
and their community. This means that there 
are those who do not travel, and as a result 
they were reported to be putting themselves 
at risk because of poor access to sterile in-
jecting equipment.

Many key informants highlighted a lack of 
qualitative and quantitative data on inject-
ing drug use among Aboriginal Australians 
in rural and remote areas, suggesting that 
much of the current knowledge is anecdo-

tal. In order to understand the extent of 
the problem and the subsequent risks, more 
localised research needs to be undertaken 
(see also section 4.1.3).

There is a large knowledge gap in relation 
to rural and remote communities. Further 
data collection and examination of the issues 
are warranted so that services can be better 
designed to meet the needs of these various 
communities.

4.4.2 Prisoners 

The only way to do time is off your face.

Western Australia has the highest rate of in-
carceration of Aboriginal people in the world 
where 6 per cent of that state’s Aboriginal 
population are in prison. Aboriginal peo-
ple comprise 2.5 per cent of the Australian 
population, but approximately 24 per cent 
of the prison population (Australian Bureau 
of Statistics, 2007). Aboriginal people are 
over-represented in the prison population 
by a ratio of 10:1.

The whole prison situation is quite unbe-
lievable in a sense with ... prison … and 
the potential for infectious diseases within 
the prison system.

Some key informants were exasperated at 
the ‘open state of denial’ of authorities in 
relation to drug use in prisons, as everyone 
knows that it occurs, but prison authori-
ties are either unable or unwilling to stop 
it. A broad appraisal of the prison setting 
would be worthwhile because of the increas-
ing issues related to drug use and injecting 
drug use. This appraisal could include assess-
ing the presence of injecting equipment that 
is actually in prisons as opposed to numbers 
being anecdotally reported.
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There’s such potential for spreading hepa-
titis C and mainly hepatitis C, hepatitis B 
too, in those settings and really I think 
corrections facilities need to have a much 
more open approach to harm minimisa-
tion and to facing the reality, rather than 
using this blind notion that it doesn’t go 
on here.

Key informants noted that the process of 
injecting in prison brings with it particular 
risks. There is a higher prevalence of hepa-
titis C among Aboriginal prisoners than 
non-Aboriginal prisoners. Thirty-seven per 
cent of Aboriginal males are hepatitis C 
antibody positive compared to 31 per cent 
of non-Aboriginal males, and 72 per cent of 
Aboriginal females are hepatitis C antibody 
positive compared to 53 per cent of non-
Aboriginal females (Butler & Papanastasiou, 
2008). Prisoners are also likely to perform 
injections in a hurry, use unsterile equip-
ment, and may not have access to quality 
peer education or harm reduction messages. 
Further, the risks are compounded for those 
who are initiated into injecting in prison due 
to the less than optimal environment and 
equipment.

I think the other thing we really under-
estimate is prisons … and the impact that 
that has. A lot of these fellows are picking 
up drug use the first time in prison and 
then coming out.

If Aboriginal Australians have learned to inject 
in prison, they may share misinformation with 
their friends, which may lead to further poor 
injecting practices. This inaccurate sharing of 
information can also include misinformation 
on self-management of blood-borne viruses, 
as highlighted by one key informant:

I’ve had someone say, but everyone in 
prison told me, that if you eat healthy, 
then you get rid of hep C.

There is a need for prison health programs 
that include blood-borne virus education 
and strategies for prevention, which currently 
occur in some jurisdictions. One key informant 
suggested that Aboriginal females are par-
ticularly vulnerable to misinformation, and 
subsequently it is essential that they receive 
information on blood-borne viruses and sexual 
health education. Women often take messages 
they have learned in prison back to their com-
munities on release and therefore it is essential 
that the information they receive is accurate. 
The capacity for interventions on blood-borne 
viruses and injecting drug use while incarcer-
ated is seen as a valuable opportunity.

There are so many Aboriginal women in-
carcerated. There needs to be more in-
formation that they can then take back 
to their families, because usually when 
women are incarcerated, they are only in 
for short periods of time and they’re going 
back into the community. So you can give 
them information and when they go out 
into the community, they can share that 
information.

Access to opioid maintenance treatment can 
be limited depending on where a prisoner 
is located. Where there is no availability of 
maintenance treatment, there is an increased 
risk that any people who inject drugs may 
resort to using unsafe practices such as 
those outlined above. Alternatively, one key 
informant responded:

Prisons can be seen as detox centres — 
prison is a place to clean up because there 
is less alcohol and less drugs.

Some people actually stop using drugs while 
in prison. As a service response, therapeutic 
centres should be established where people 
can be diverted away from prison, or alterna-
tively, if that can’t happen, treatment should 
be provided to people while in prison. In 
limited circumstances, some people can be 
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diverted into treatment and be required to 
comply with certain conditions to avoid gaol. 
These conditions may include abstinence and 
daily attendance at a drug treatment centre 
or counselling, or both.

It’s a really good opportunity to treat, 
fix people’s health and all the rest of it, 
so I mean that’s how I see prisons. There 
should really be big therapeutic treatment 
centres where, first of all, yes divert people 
away from prison as much as you can. If 
people do go to prison, there should be 
much more of a treatment focus.

Adequately preparing Aboriginal prisoners for 
release is especially important. As sentences 
are often short, prisoners are not able to 
access longer-term programs aimed at pre-
vention of relapse post-release. Without 
appropriate support and planning while in 
prison, there is also the potential for over-
dose immediately (up to 6 weeks) following 
release. As the majority of Aboriginal pris-
oners return to the community, prison may 
represent an ideal opportunity for extensive 
and comprehensive referral of Aboriginal 
people to appropriate services after release 
from prison.

We need to really look at the pathway 
through the criminal justice system for 
Aboriginal people and the follow-up af-
terwards. You know you have got your 
peak time of overdose six weeks after re-
lease, but your opiate users for example, 
you have got linking-in systems as well, 
so it’s really working with those prison 
health and also the follow-up services as 
well around trying to promote NSPs and 
safer injecting. We know people continue 
to inject inside, we know that that’s very 
unsafe … I mean not just health, there’s 
a whole welfare thing as well. We know 
that the first two weeks of release are a 
peak time for overdose for example, and 
also suicide as well.

The loss of Medicare entitlement was high-
lighted as one example where prisoners lose 
connection with health services while incar-
cerated. The loss of Medicare rights was seen 
as contributing to this disconnection.

The fact that you’re on Medicare, then 
you’re off it while you’re in prison, then 
you kind of come back on it, it doesn’t 
help from the individual’s point of view; 
I don’t think it helps from the service mix 
point of view.

One key informant highlighted Medicare eli-
gibility for prisoners as an important step in 
reconnecting prisoners with the community. 
If prisoners were eligible for Medicare, then 
external organisations could enter prisons to 
provide education to prisoners and to con-
duct Aboriginal health checks which could be 
claimed through Medicare. Such suggestions 
have clear implications for how prison health 
care is funded and would require significant 
changes in policy.

Medicare could solve a lot of the problems 
and then, I suppose, in the course of the 
external groups coming in, that’s where 
the education comes in and that connect 
with the community.

The juvenile justice system presents a unique 
opportunity to address drug-related issues 
within the Aboriginal population. Strategies 
such as screening and early identification and 
intervention are particularly relevant when 
dealing with young offenders. The provision 
of comprehensive education and informa-
tion becomes even more critical in preparing 
juveniles for release to the community. Inter-
ventions also need to be appropriate to the 
length of stay within the justice system, with 
real links to ongoing treatment and support 
once back in the community.
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Some key informants conducting research 
noted that prisoners are often keen to take 
part in any research aimed at improving 
health services. One key informant noted:

There’s a whole lack of information. Pris-
oners in my experience are only too happy 
to do things that they perceive will im-
prove their health and improve their lot 
and improve prison health services or of-
fender health services … So I think that 
would be my main comment — ethics 
committees are often a bit naive about 
the [prison] population.

In this sense, prison can be seen as an op-
portunity to conduct research with nor-
mally hard-to-reach populations. Prisoners 
are keener to be involved at this time than 
at other times when it can be hard to access 
them. Several researchers, interviewed as key 
informants, noted that prisoners were val-
ued as participants in studies because they 
have nothing to lose by answering ques-
tions honestly.

4.4.3 Dual diagnosis and 
comorbidity

Evidence suggests that Aboriginal Austral-
ians experience mental health disorders at 
a higher rate than non-Aboriginal Austral-
ians. A large number of those Aboriginal 
Australians who experience mental health 
disorders have a history of comorbid sub-
stance misuse (Berry & Crowe, 2009). A 2006 
study conducted in the Northern Territory 
in the period 2002–03 identified that 84 
per cent of Aboriginal mental health admis-
sions displayed ‘psychosis, depression and 
substance-related disorders’ (Nagel, 2006).

Particular attention needs to be given to 
those Aboriginal people who inject drugs 
with a dual diagnosis of mental illness and 
drug dependence. Key informants spoke of 
the importance of addressing the underlying 

mental health issues that may lead Aboriginal 
people into injecting drug use. A greater 
understanding of the broader social and 
structural factors that have led to the poor 
health of Aboriginal Australians, including 
underlying trauma, would be an important 
step in reducing the harms associated with 
injecting drug use. Improvements to harm 
reduction services, including greater access 
to mental health practitioners for Abor-
iginal people who inject drugs particularly 
in regional and rural areas, were suggested 
as important steps forward in addressing the 
health needs of Aboriginal people who inject 
drugs. Part of this strategy would include 
ensuring culturally appropriate mental health 
services are provided.

One of the biggest things we found in our 
injecting drug users just through casual 
conversation is: a lot of reasons they use 
is to forget. And so if we identified some 
of the mental health issues that were driv-
ing the injecting drug use, we can come 
at it from both sides, we can make them 
safe through harm minimisation, address 
some of the problems.

Key informants spoke of the need for a more 
holistic approach in service delivery to Abor-
iginal people with mental health issues who 
inject drugs. Key informants stressed as es-
sential the design of services that take into 
account the social determinants of health 
that may have led to mental health disor-
ders, including trauma and disempowerment, 
while also taking into account the complex 
service needs of clients with a dual diagnosis. 
A more coordinated approach to planning 
and treatment is required to ensure these 
people are not further disadvantaged by their 
complex needs. Such an approach means a 
more coordinated service system that rec-
ognises the need to improve policy develop-
ment, treatment pathways and information 
exchange.
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4.4.4 Young people transitioning 
to drug use and injecting

As already mentioned in relation to juvenile 
offenders, young Aboriginal people who 
inject drugs require unique approaches to 
service delivery. Young Aboriginal Austral-
ians need programs suitable to their age and 
developmental stage; there are opportunities 
that exist for these young people. Adequate 
screening and early identification and inter-
vention need to be built into every primary 
health-care interaction with young Aboriginal 
people. This group is particularly vulnerable 
to misinformation and gaps in understanding 
about harm reduction strategies to prevent 
blood-borne viruses and sexually transmitted 
infections. Enabling young people to increase 
their knowledge and understanding, as well 
as addressing why young people may move 
towards injecting in the first place, is essen-
tial to addressing generational change in the 
Aboriginal community.

Key informants spoke of the fatalistic view 
some young Aboriginal people feel towards 
their lives, which may lead to substance use. 
This despairing view adds to the complexity 
of service delivery needed for this subpopu-
lation, many of whom may not be interested 
or willing to access health services. As one 
key informant noted:

[There is a] whole sort of fatalistic view 
of young Aboriginal men … I think young 
Aboriginal women also have a fairly fatal-
istic sort of view [of] ‘Who gives a shit? 
— I am going to be dead anyway. I will 
worry about what happens in the next day 
or so, or the next week, I am not planning 
for next month or next year.’

4.4.5 Men who have sex with men

Many key informants spoke of the accept-
ance and apparent lack of stigma associated 
with men who have sex with men in the 
Aboriginal community. Men who have sex 
with men and men who have sex with men 
who are transsexual (referred to as SistaGirls) 
are accepted and included in the Aboriginal 
community with limited stigmatisation and 
shame. However, the acceptance of men who 
have sex with men and SistaGirls within the 
Aboriginal community does not transcend to 
the injecting community. Many key inform-
ants found this perplexing:

Why is it that you can embrace SistaGirls 
and men who have sex with men and 
it’s open and there’s no … stigmatisation 
or shaming or whatever associated with 
those population groups, and yet when 
it comes to injecting drug use, there is?

However, even though men who have sex 
with men and SistaGirls may experience lim-
ited stigma within the Aboriginal community, 
this subgroup, particularly those who also 
inject drugs, is increasingly vulnerable to HIV 
transmission. One key informant spoke of 
the increase in HIV in his jurisdiction, stating 
that HIV diagnoses in gay Aboriginal men 
are the highest they have ever been. A re-
cent study undertaken in the area has shown 
high rates of unsafe sex among gay men 
who inject drugs. This may indicate some 
urgency around HIV transmission risks within 
men who have sex with men and SistaGirl 
subpopulations.

A lot of our boys were practising unsafe 
anal sex and they were injecting drugs 
as well.
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Key informants spoke of the importance of 
taking into account the emotional and social 
wellbeing of men who have sex with men 
and SistaGirls in health service delivery. The 
holistic approach of considering the under-
lying social determinants that lead to drug 
use, and subsequently affect the health of 
men who have sex with men and SistaGirls, 
was highlighted as essential. One key inform-
ant spoke of his service, which provides a 
place for men who have sex with men to 
discuss their experiences including drug use, 
homosexual practices and exploration of 
their own identity. Taking into account the 
emotional and social wellbeing of Aboriginal 
clients allows services to better understand 
the complex needs of clients and the history 
that has led them into drug use.

Those are the things that we would prob-
ably like to see as the determinants [of] 
emotional and social wellbeing and how 
people move from having some fun, 
and then it becomes a habit and then it 
becomes a practice of self-medication … 
[for] instabilities in life that are not being 
addressed either in the communities, or 
by any of the programs.

4.4.6 Sex workers

Aboriginal sex workers represent another 
subpopulation that is at high risk of poor 
health, while being difficult to reach through 
traditional health service delivery. Aboriginal 
sex workers will often fall into other sub-
categories including men who have sex with 
men, SistaGirls, and homeless and displaced 
people. One key informant spoke of a recent 
study his service had undertaken in an Aus-
tralian city, which discovered that 15 per 
cent of street-based sex workers identified 
as Aboriginal or Torres Strait Islander.

Aboriginal sex workers … [are] doing op-
portunistic type work and they’re doing 
work, you know, in and around their 
communities and they are really hard to 
target.

Key informants preferred outreach as the 
service method when targeting health pro-
motion strategies towards Aboriginal sex 
workers. Outreach allows health workers 
to provide services to clients on the street, 
minimising disruption to their work. It also 
provides a platform for health workers to 
engage with clients and advertise their tra-
ditional services. One key informant working 
in an Australian metropolitan city noted that 
the majority of Aboriginal sex workers she 
treats are street-based sex workers. Many 
of these Aboriginal street-based sex workers 
inject drugs and are working to get money 
to use, or working in exchange for, drugs.

A lot of them [sex workers] are street-
based workers and the reason they are 
working is because they’ve got a habit. 
So they’re mainly working to support that.

Key informants spoke of the denial and shame 
associated with sex work in some Aboriginal 
communities, particularly in regional and rural 
areas. Sex work is a particularly sensitive issue 
for some Aboriginal communities. One key 
informant stated that sex work is very differ-
ent in the Aboriginal community compared to 
the non-Aboriginal community, where non-
traditional sex work, i.e. sex for favours or 
sex in exchange for goods, often occurs. This 
creates additional barriers to health workers’ 
ability to target this subpopulation, particu-
larly for Aboriginal people under 18 years of 
age who engage in sex for favours.
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When you go into those communities, 
they flat out deny that it’s going on. Even 
just talking to them about sex work, you 
know, there are people who deny it and 
people who don’t want to acknowledge 
that is happening and other people will 
just speak out about it — it’s the same as 
injecting drug use.

Recruitment of Aboriginal workers, particu-
larly transgender workers, within peer-based 
sex worker organisations is a major gap in 
service response to Aboriginal sex workers. 
One key informant noted the lack of Abor-
iginal male and transgender health workers 
within his organisation as a major barrier 
to reaching this subpopulation. Recruit-
ment into sex work organisations can often 
be difficult due to the fact that people are 
unwilling to be identified as a sex worker.

4.4.7 Homeless and 
displaced people

We know the longer you’re homeless, the 
more likely you are to inject drugs.

Homeless and displaced Aboriginal Austral-
ians make up a vulnerable subpopulation 
of people who inject drugs, who often miss 
out on traditional health promotion and 
education as well as health-related services. 
Key informants highlighted the difficulty in 
engaging with this subpopulation, coupled 
with the environment in which they live, as 
a major barrier to delivering services to this 
group. Homeless and displaced Aboriginal 
people who inject drugs are less likely to 
access traditional fixed-site health services, 
and alternative methods of service delivery 
are often needed.

One key informant noted that the number of 
Aboriginal people who inject drugs access-
ing the local outreach service was far higher 
than those who access their fixed site. This 
was due to the high number of homeless 
people accessing the outreach service as well 
as the anonymity this service offered clients. 
The key informant highlighted the impor-
tant role the outreach service plays in the 
delivery of health services to homeless and 
displaced Aboriginal people in his jurisdic-
tion as a way of making first contact and 
engaging with clients.

If you want to access marginalised people 
who are basically living rough in the park-
lands, you do outreach. You can’t have a 
fixed site and expect people driving their 
cars between 9 to 5.

Key informants highlighted the importance 
of taking health services directly to people 
rather than waiting for people to access fixed 
sites:

I think outreach was really effective — go 
where the people are. Instead of expecting 
the people to come to the services, you 
need to go where they are.
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Nunkuwarrin Yunti
Nunkuwarrin Yunti is the leading Abor-
iginal community-controlled centre in 
Adelaide, South Australia. The centre pro-
vides Aboriginal people with health care 
and community support services. First 
incorporated in 1971, and formally named 
Nunkuwarrin Yunti of South Australia in 
1994, the centre offers a wide range of 
services including: clinical services; family 
tracing and reunion services; family support 
services; counselling services; methadone 
program; healthy liver program; prison pro-
grams; outreach services; and a needle and 
syringe program.

Healthy Options Promotions and 
Education (HOPE)

The HOPE team delivers services to the 
Aboriginal community in South Australia, 
with a focus on prevention through educa-
tional and practical services. These services 
promote wellbeing and aim to equip Abor-
iginal people with the skills necessary to 
manage their health effectively. The HOPE 
team runs a number of programs includ-
ing: Nu-Hit; the Healthy Liver Clinic; No 
Pulgi; and Drug Substitution, Options and 
Support (SOS).

The Nu-Hit Program

The Nu-Hit Program supplies sterile inject-
ing equipment to members of the com-
munity though an NSP at the Wakefield 
premises and an outreach program run 
throughout greater metropolitan Adelaide. 
The service provides education and infor-
mation to clients on blood-borne viruses, 
sexually transmitted infections, safe inject-
ing education and the importance of safe 
disposal of injecting equipment. Clients are 

provided with disposal containers for used 
equipment and are also able to dispose of 
used equipment at collection points. Other 
services offered include referral, advocacy 
and social support services. Nu-Hit work-
ers develop strong relationships with clients 
with an aim to help clients move away from 
harmful activities and make positive health 
and lifestyle choices.

Healthy Liver Program

The Healthy Liver Program aims to improve 
health outcomes for people living with 
hepatitis and other liver-related problems 
through a holistic approach that incorpo-
rates nutrition, social inclusion and housing. 
The program provides education, informa-
tion, support, pre- and post-hepatitis C 
discussions and blood tests, and hepatitis C 
treatment through the Healthy Liver Clinic. 
The Healthy Liver Clinic is the first service 
in Australia to offer hepatitis C treatment in 
an Aboriginal community-controlled health 
service setting.

No Pulgi: ‘Outreach Health Service for 
Homeless People in the Adelaide Central 
Business District’

No Pulgi provides outreach primary health 
care services to homeless people in the 
Adelaide central business district. The pro-
gram aims to improve the health of homeless 
people through: reduction of the incidence 
of preventable disease; client advocacy; the 
provision of education and resources with 
a health promotion focus; and referral to 
other health, housing and homeless support 
services. The service is run by Nunkuwarrin 
Yunti but is the product of a collaboration 
between the Royal District Nursing Service, 
Aboriginal Sobriety Group, the Central West-
ern Adelaide Aboriginal Primary Health Care 
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Access Program (APHCAP), Central North-
ern Adelaide Health Services (Department 
of Health), and Drug and Alcohol Services 
of South Australia.

Drug Substitution, Options and Support 
(SOS)

The SOS program provides members of the 
Aboriginal community with assistance in 
accessing drug treatment programs. SOS 
provides clients with information and 
education on different treatment options. 
Clients are supported to link up with ap-
propriate pharmacotherapy programs and 
detoxification services. The program also 
offers clients assistance with Legal Aid, 
Housing Trust and Centrelink-related issues.

The success of the HOPE programs can be 
attributed to Nunkuwarrin Yunti’s holistic 
approach to service delivery. Services offered 
through the program are easily accessible 
and relevant, addressing the physical, psy-
chological and social welfare needs of the 
individual. Services incorporate all aspects 
of harm reduction including: safer using 
information; sterile equipment provision; 
treatment support; and abstinence-based 
programs. This holistic approach to health 
care, enhanced by the service’s commitment 
to intersectoral networking and collabora-
tion, has ensured that Aboriginal clients feel 
comfortable and supported when accessing 
Nunkuwarrin Yunti programs.
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5. Way forward
5.1 Gaps in knowledge 
and responses
A limited number of studies have explicitly 
attempted to assess patterns and prevalence 
of injecting drug use among Aboriginal Aus-
tralians at a national level (see sections 3.2 
and 3.3). Although there are a number of na-
tional and regional data sources that assess 
drug use, more could be done to provide a 
meaningful analysis specifically around in-
jecting drug use among Aboriginal Austral-
ians. Therefore, there is an immediate need 
for data on Aboriginal substance use, and in 
particular injecting drug use, to be collected 
at a national level in order to compare ju-
risdictions, so that a clear understanding of 
Aboriginal injecting drug use nationally is 
obtained. Data collection needs to be con-
sistent in its collection methodology, analysis 
and publication. Further, issues around own-
ership, control, access and distribution re-
main to be addressed.

The National Drug Strategy Household Sur-
vey: Urban Aboriginal and Torres Strait Is-
lander Peoples Supplement 1994 provides 
an example of a more in-depth analysis of 
substance use among Aboriginal Austral-
ians. Although it is perhaps the most ex-
tensive study ever undertaken to estimate 
the prevalence of licit and illicit drug use in 
Aboriginal Australians, the supplement has 
never been replicated. The inclusion of the 
Urban Aboriginal and Torres Strait Islander 
Peoples Supplement in every National Drug 
Strategy Household Survey would be a first 
step in improving the collection of data and 
knowledge on substance use among Abor-
iginal Australians. As the study is limited to 
urban areas and relies on self-identification, 
the inclusion of rural and remote communi-
ties is necessary.

The National Aboriginal and Torres Strait Is-
lander Health Survey and the National Abor-
iginal and Torres Strait Islander Social Survey 
also collect some data on injecting drug use. 
As noted earlier, the use of drugs that may be 
injected, such as heroin, cocaine, methadone 
and hallucinogens, is not reported separately 
in either of these national surveys. The Na-
tional Aboriginal and Torres Strait Islander 
Health Survey does not ask questions specifi-
cally relating to injecting drug use, nor about 
the method of administration of the sub-
stances that are reported. These surveys are 
also limited in their capacity to assess illicit 
substance use for those Aboriginal Austral-
ians living in rural and remote communities. 
It is suggested both the National Aboriginal 
and Torres Strait Islander Health Survey and 
the National Aboriginal and Torres Strait Is-
lander Social Survey include questions spe-
cifically relating to injecting drug use and 
mode of transmission, including separate re-
porting on each injectable drug, and where 
possible, include rural and remote commu-
nities in survey sampling.

The Illicit Drug Reporting System and the 
Australian Needle and Syringe Program Sur-
vey, both conducted on an annual basis, 
monitor trends in the injecting population. 
These types of monitoring and surveillance 
surveys of substance use provide an im-
portant insight into substance use in the 
broader injecting community in Australia, 
and also provide an ideal opportunity to col-
lect data on substance use among Abor-
iginal Australians. Although the Australian 
Needle and Syringe Program Survey pro-
vides an insight into the numbers of Abor-
iginal people who inject drugs accessing pro-
grams specifically designed for people who 
inject drugs, it also potentially misses an im-
portant subpopulation of Aboriginal people 
who inject drugs, namely those who access 
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pharmacy NSPs only or those who obtain in-
jecting equipment through tertiary distribu-
tion. Sections 3.7.2 and 4.2.3 discussed the 
structural issues and barriers that often lead 
to the reluctance of Aboriginal people who 
inject drugs to access NSPs. It is therefore 
important that data from the Australian Nee-
dle and Syringe Program Survey are used in 
conjunction with other data sources to en-
sure a more accurate picture of Aboriginal 
injecting drug use. The use of data from hos-
pital, pathology and police records is an ex-
ample where obtaining valuable information 
from data sources can be achieved.

Many key informants noted during consulta-
tions that using existing data sources, such 
as the Australian Needle and Syringe Pro-
gram Survey, could be beneficial as a way 
of measuring incidence and prevalence of 
Aboriginal injecting drug use over a period of 
time. Although requiring further funding and 
additional effort, this type of data analysis 
would provide rates of injecting drug use 
among Aboriginal Australians and identify 
whether these rates have increased over time.

Similarly in relation to patterns of drug use, 
the inconsistencies in data collection tools, 
as well as the types of questions asked when 
examining patterns of drug use, have meant 
that data collected from different jurisdic-
tions and sources are often not comparable. 
The establishment of a clear set of informa-
tion needs with respect to drug use patterns 
is as an important step in providing a frame-
work for researchers examining this issue. 
The development of a minimum data set 
and common principles for data collection is 
recommended as an important step forward 
in ensuring consistency and comparability in 
data collected in different studies.

As previously noted in section 2.2.2, there is a 
lack of accuracy and consistency in document-
ing Aboriginal status in service use records and 
surveys. This leads to limitations in the use of 
indicator data as a way of measuring rates of 
the accessing of services by Aboriginal people 
who inject drugs. Therefore, it is recommended 
that the recording of Aboriginal status be col-
lected as part of the core set of data from all 
mainstream health service clients.

Key informants identified the importance of 
clear research and data collection processes 
that inform and lead to tangible improvements 
in health outcomes for Aboriginal people who 
inject drugs as being integral to researching 
Aboriginal injecting drug use. A clear way in 
which this can be achieved is through greater 
collaboration between Aboriginal and non-
Aboriginal researchers and health services in 
all levels of research design, planning, evalu-
ation and distribution of findings. A key step 
in improving data collection and research is 
through strengthening Aboriginal researchers 
and Aboriginal health service roles to have 
the capacity to undertake data collection and 
research into Aboriginal injecting drug use. 
The direct inclusion of Aboriginal people who 
inject drugs in research, programming and 
policy development is also desirable to ensure 
that the health needs of Aboriginal people 
who inject drugs are met.

Such collaboration and partnership between 
Aboriginal and non-Aboriginal health serv-
ices are considered to be an important way 
forward, not only in securing accurate and 
meaningful data, but also in the delivery of 
health services for Aboriginal people who 
inject drugs. This will be discussed in sec-
tion 5.2.
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5.2 Opportunities available 
to improve services
Strengthening the workforce capacity and 
capability in both Aboriginal and mainstream 
health services is considered an important 
step toward improving service responses to 
Aboriginal people who inject drugs.

Flexibility and the recognition of local and 
individual conditions are central to the suc-
cess of service delivery for Aboriginal people 
who inject drugs (see section 4.2.3). As dis-
cussed by key informants, flexibility in serv-
ice delivery can include such simple measures 
as: operation outside normal business hours; 
and flexibility in relation to appointment 
times and missed appointments. Flexibility 
in service delivery can also be applied in pro-
viding syringe vending machines with 24-
hour access, and takeaway doses for opioid 
maintenance treatment. Similarly, expand-
ing service modes, including the provision 
of outreach services, is also considered to be 
an important approach to increase access to 
services, including access to sterile injecting 
equipment, particularly among Aboriginal 
people who inject drugs.

Understanding the cultural needs of em-
ployees and providing a flexible workplace 
are also important factors in improving 
services in both Aboriginal and mainstream 
health services. In particular, implementing 
job share policies that allow an Aboriginal 
health worker or Aboriginal liaison officer 
to share job roles with another worker will 
lead to better retention, particularly during 
times when family and community commit-
ments may require staff to be absent for long 
periods of time. Through a supportive and 
flexible approach to employment of these 
workers, particularly in mainstream health 
services, an improved working environment 
can be created leading to more effective re-
cruitment and retention of staff.

An increase in the capacity of the Aboriginal 
workforce, including an increase in the Abor-
iginal sexual health workforce, and implemen-
tation of a national network of Aboriginal 
alcohol and other drugs workers are central 
to improving service responses to Aboriginal 
people who inject drugs. New South Wales 
has an Aboriginal sexual health workforce that 
operates across the state. Queensland also has 
an Aboriginal and Torres Strait Islander sexual 
health workforce. By comparison, Victoria cur-
rently has no Aboriginal sexual health workers 
and relies on Aboriginal health workers to 
undertake this role. There is an urgent need to 
have a more consistent approach to investment 
in the sexual health workforce across jurisdic-
tions so that needs are effectively met. This 
could include the provision of training and 
support for Aboriginal health workers in the 
area of sexual health as an interim measure 
while a national strategy is in development.

The New South Wales Aboriginal Drug and 
Alcohol Network, established in 2003 by the 
New South Wales Department of Health in 
conjunction with the Aboriginal Health and 
Medical Research Council and the Office for 
Aboriginal and Torres Strait Islander Health 
(NSW), provides an example of a network set 
up to share information, provide support, 
and build knowledge and capacity among 
Aboriginal drug and alcohol workers. Meet-
ing quarterly, the group comprises Abor-
iginal drug and alcohol workers in Aboriginal 
community-controlled health services, the 
New South Wales Department of Health and 
Aboriginal community-controlled drug and 
alcohol rehabilitation centres (Thompson, 
2008). Options for Aboriginal drug and al-
cohol workers to network should be further 
explored so that other mechanisms similar 
to the Aboriginal Drug and Alcohol Network 
are developed and supported.
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Building capacity of the drug and alcohol 
sector to more effectively respond to the 
needs of Aboriginal people who inject drugs 
should include the availability of training 
in the form of a nationally accredited and 
standardised program. This would, in part, 
go towards recognising the specialised nature 
of this work and raising the profile of the 
skillset required to be effective in these roles. 
Therefore, options regarding the develop-
ment and delivery of this type of program 
need to be explored at a national level.

Additionally, building the capacity of Abor-
iginal Australians working in the drug and 
alcohol sector through the development and 
delivery of programs specifically targeting this 
group is considered an important step for-
ward. The Western Australia Drug and Alcohol 
Office, a registered training organisation, runs 
a nationally recognised Aboriginal Alcohol and 
Other Drug Worker Training Program, which 
results in a Certificate III in Community Serv-
ices Work. The 12-month program operates 
in Western Australia, the Australian Capital 
Territory, New South Wales, South Australia 
and the Northern Territory and includes face-
to-face learning and on-the-job training for 
Aboriginal Australians employed in the alcohol 
and other drug workforce. Similarly, the Uni-
versity of Sydney currently offers postgraduate 
Indigenous Health (Substance Use) course-
work programs, which include a Graduate 
Certificate, Graduate Diploma and a Master 
of Indigenous Health (Substance Use). Increas-
ing access to these programs would increase 
knowledge and skills among Aboriginal drug 
and alcohol workers.

Training and support are also required in 
order to increase the capacity of Aboriginal 
health services to deliver NSP services. A col-
laborative partnership between Aboriginal 
and mainstream health services provides an 
opportunity to share resources and increase 
the capacity of both sectors (see section 4.2). 
In relation to the provision of NSP services, 
a partnership between the two sectors al-
lows for increased support for Aboriginal 
health services, particularly in the initial 
stages, to establish and maintain NSP serv-
ices. Many key informants also noted that 
non-Aboriginal staff need specific training 
on cultural sensitivity and understanding to 
ensure a culturally appropriate response in 
service delivery to Aboriginal people who in-
ject drugs.

The Making Two Worlds Work project has 
provided a model that can be used by main-
stream health services to work more effec-
tively with Aboriginal organisations as well as 
ensuring a more culturally appropriate level 
of service delivery where Aboriginal clients 
feel safe. Therefore, mainstream organisa-
tions working with Aboriginal people who 
inject drugs need to develop resources to 
support a culturally safe environment for 
both clients and staff. This should ideally be 
done in collaboration with local Aboriginal 
communities.
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Making Two Worlds Work

Building the capacity of the health and 
community sector to work effectively 
and respectfully with our Aboriginal 
community

Making Two Worlds Work was a project 
conducted in partnership between Munga
bareena Aboriginal Corporation and Wom-
en’s Health Goulburn North East (WHGNE), 
based in northeast Victoria. The project was 
supported by the Upper Hume Primary Care 
Partnership and Wodonga Regional Health 
Service.

The project idea came about in 2005 after 
non-Aboriginal workers attended cultural 
training at Mungabareena Aboriginal Cor-
poration. Workers requested the following 
for their service:

•	 locally produced Aboriginal artwork and 
images they could display in their agen-
cies

•	 accessible information about local Abor-
iginal history and culture, protocols, key 
organisations and contacts

•	 resources to support their work with 
Aboriginal clients, families and com-
munity.

Making Two Worlds Work was developed 
as a resource kit for workers designed to 
strengthen the capacity of the health and 
community sector to work effectively and 
respectfully with the Aboriginal community 
through providing culturally competent 
health care.

Kit contents

Six colour posters, which were developed 
from original paintings depicting aspects 
of Aboriginal health and wellbeing.

Health and community services audit: 
Working with Aboriginal People and Com-
munities — this audit tool supports agen-
cies to audit their practices and provides a 
guide for agency planning and review. Key 
sections within the audit tool include: cre-
ating a welcoming environment, engaging 
with Aboriginal clients and communities, 
communication and relationships, devel-
oping cultural competence, staff training, 
working collaboratively and respectfully 
with Aboriginal organisations and services.

Checklist: Working with Aboriginal Clients 
and Mungabareena Aboriginal Corporation 
— designed to be displayed in the work-
place, this poster provides workers with an 
overview of the types of day-to-day prac-
tices that are respectful of Aboriginal cli-
ents and the community.

Health promotion framework: Using a 
Health Promotion Framework with an ‘Abor-
iginal Lens’ — This planning and evaluation 
tool is designed specifically for health pro-
motion initiatives with Aboriginal commu-
nities and can also be used as a prompt for 
all health promotion initiatives to ensure 
that the needs of local Aboriginal people 
are met.

CD — The CD contains 100 graphic images 
based on the six paintings. These images 
can be used by agencies when creating vis-
ual or written information for Aboriginal 
clients and community.
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An increase in the number of Aboriginal 
health services providing NSPs is considered 
an important step forward in improving serv-
ice availability and responses for Aboriginal 
people who inject drugs. Aboriginal health 
services often have competing service priori-
ties largely dictated by government bodies’ 
funding availability. Therefore, injecting drug 
use is not always seen as a priority health 
issue (see section 4.3.1). Strategies such as 
the provision of financial incentives for the 
establishment of NSPs in Aboriginal health 
services should be considered as a way of 
increasing access and availability.

Up-to-date referral information and knowl-
edge of other harm reduction drug treatment 
services in both Aboriginal and mainstream 
health services are integral to ensuring ade-
quate service responses to Aboriginal people 
who inject drugs. Of particular importance 
are the development and support of treat-
ment pathways unique to Aboriginal health 
services. Equally important is the availability 
of treatment options, including timely access 
to detoxification and rehabilitation services. 
There is also an urgent need for an increase in 
the availability of Aboriginal-specific detoxi-
fication and rehabilitation services nationally.

Sound planning, monitoring and evaluation, 
including the collection of Aboriginal-specific 
data, provide opportunities to improve service 
response to Aboriginal people who inject drugs. 
Accurate and timely data collection is integral 
to understanding patterns and prevalence of 
injecting drug use among Aboriginal Austral-
ians. Data collection is equally important in 
mapping service use and identifying client 
needs. Organisational policy in mainstream 
health services that includes monitoring and 
evaluation processes which involve Aboriginal 
input into planning and evaluation will ensure 
service responses to Aboriginal people who 
inject drugs are not only culturally appropri-
ate but also meet the needs of Aboriginal 
clients. Similarly, in Aboriginal health serv-
ices, the involvement of Aboriginal injecting 
drug users in the design, implementation and 
monitoring of harm reduction services ensures 
responses are tailored to meet the needs of 
this client group.

Review of performance measures and report-
ing requirements for services with Aboriginal 
injecting drug users as clients is also needed 
so that achievement of outcomes is consist-
ently monitored. Indicators relating to data 
collection, service evaluation and the extent 

DVD — The DVD provides an explanation 
of ‘acknowledging country’ and ‘Indige-
nous welcome’ and details the importance 
of art for Aboriginal communities.

‘Welcome’ sticker — This sticker is de-
signed to be displayed at services as a way 
for agencies to welcome Aboriginal and 
Torres Strait Islander people to their service.

Information guide — This guide compiles 
information for health workers on Abor-
iginal health, history and protocols. It also 
contains contact details for local Abor-
iginal and non-Aboriginal organisations 

and services that provide support and serv-
ices to Aboriginal people and communities.

Items in the resource kit are available to 
download from the WHGNE website. The 
kit is available for purchase from WHGNE 
for $50.

This initiative won the 2009 Victorian Health 
Care Awards — Reducing Health Inequali-
ties section.

(Making Two Worlds Work Project developed 
by Mungabareena Aboriginal Corporation and 
Women’s Health Goulburn North East, 2008.)
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to which the service collaborates with their 
community and other services would rein-
force the importance of these issues and 
their impact on effective service delivery.

5.3 Proposed service model
An understanding of the health of Aboriginal 
Australians (see section 2.2) has tradition-
ally focused on individual behaviours. It is, 
however, apparent that Aboriginal health is 
influenced by broader social and structural 
factors, including historical, cultural and politi-
cal circumstances (Mitchell, 2007). A model 
of service delivery that takes into account 
the broader social determinants of Aboriginal 
health is required so that the needs of Abor-
iginal people who inject drugs are met.

An understanding of these broader social 
determinants of health, including the role of 
the family and broader community, is needed 
by all health services working with Aboriginal 
people who inject drugs. In the case of main-
stream health services, increased education is 
necessary on the principles of culturally sen-
sitive service provision for Aboriginal people 
who inject drugs, based on the importance of 
the individual, the family and the community 
and how these dimensions can be incorporated 
into service delivery for Aboriginal people who 
inject drugs. This would need to take into 
account local differences and a range of issues 
including, but not limited to: understanding of 
dispossession; trauma discrimination; holistic 
care; poverty; education; land rights; culture; 
and the resultant economic disadvantages in 
housing and education.

Models of service delivery within the harm 
reduction and drug treatment service sector 
should take into consideration the Aboriginal 
definition of health and incorporate the fam-
ily and the broader community (see section 
2.2). It is therefore proposed that a model of 

service delivery be adopted within the harm 
reduction and drug treatment service sector 
that works across the three different social 
dimensions — the individual, the family and 
the community. This model is considered 
best suited to take into account the vary-
ing social, cultural and emotional needs of 
Aboriginal people who inject drugs, while 
also recognising the competing influences 
and potential support roles the family and 
community can play.

This proposed model provides a holistic 
approach to health care that incorporates 
a harm reduction framework while ensuring 
that a culturally appropriate level of service 
delivery is upheld. This model would be most 
successfully incorporated into mainstream 
services in collaboration with Aboriginal 
health services. An inherent challenge in 
implementing this type of model includes 
the limitations of current funding models 
available to mainstream health services. This 
relates to the fact that, while there are some 
mainstream services specifically designed to 
deliver NSPs, the majority of funding for 
NSPs is allocated to services that do not 
have harm reduction as their primary focus. 
Implementation of such a model would also 
require comprehensive evaluation against 
outcomes to ensure effectiveness.

There is a need for the establishment of 
Aboriginal-specific detoxification services and 
the expansion of Aboriginal-specific rehabili-
tation services (see section 3.9). Consideration 
should be given to expansion of Aboriginal 
residential rehabilitation programs and es-
tablishment of other forms of Aboriginal-
specific detoxification services. This would 
require further funding and a trial period to 
ensure suitability and sustainability.

Critical elements of service delivery relating 
specifically to injecting drug users are re-
ferred to within the recommendations.
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Figure 3: A model of service delivery for Aboriginal people who inject drugs

Actions required

Causal factors

Impact on

Macro-social factors:
Dispossession 
Culture
History

	
Political economy
Institutional racism
Colonialism

Acknowledgement and understanding of the 
relationship these macro-social factors have 
with enablers and the impact they have on the 
individual, family and community.

Direct consideration when designing services. 
Increased link-up between sectors.

Direct involvement in the design and delivery 
of services.

Enablers:
Environment
Poverty

Housing 
Education
Employment

Individual
Family
Community
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6. Conclusion
This report sought to document the dimen-
sions and characteristics of Aboriginal inject-
ing drug use, including associated harms, 
gaps in knowledge, and opportunities avail-
able to improve service responses.

One of the main findings of this project has 
been the lack of comparable, reliable national 
data upon which service design and delivery 
can be based. Findings have highlighted that 
improved data collection is needed so that 
a true measure of the depth of Aboriginal 
injecting drug use, and associated harms, may 
be available to funding bodies and service 
providers.

Another key finding of this project relates 
to the need to improve service responses 
for Aboriginal people who inject drugs. The 
need to increase knowledge and skills in both 
mainstream and Aboriginal health services, 
so that each sector is better equipped to 
meet the needs of Aboriginal people who 
inject drugs, is considered an important 
step forward. This can most effectively be 
achieved through increasing training and 
support for people working with Aboriginal 
people who inject drugs. This includes the 
availability of nationally accredited training 
for all Aboriginal drug and alcohol workers, 
targeted training for Aboriginal Australians 
working in the drug and alcohol sector, and 
cultural sensitivity training for mainstream 
health workers.

Issues associated with access to services have 
been highlighted throughout this report. This 
is particularly important within the context of 
injecting drug use and access to new inject-
ing equipment. Increasing access to NSPs na-
tionally is seen as an important step forward. 
Equally important is the availability of treat-
ment options, including timely access to de-
toxification and rehabilitation services. There 
is also an urgent need for an increase in the 
availability of Aboriginal-specific detoxifi-
cation and rehabilitation services nationally.

Similarly, this report highlights the need for 
more effective engagement with Aboriginal 
people who inject drugs in both mainstream 
and Aboriginal health services through im-
provement in service design and delivery. 
Acknowledgement of the stigma and shame 
often associated with injecting drug use, 
particularly within many Aboriginal commu-
nities, would go some way towards reduc-
ing potential barriers to accessing services. 
Reinforcement of the confidential nature of 
services would also provide some reassurance 
for those potential clients who are concerned 
about disclosure of information within small 
or tight-knit communities.

This report has also highlighted that Abor-
iginal Australians, and in particular those 
who inject drugs, are vulnerable to even 
poorer health outcomes than the rest of the 
Australian population. The social determi-
nants of Aboriginal health are affected by a 
variety of social and structural factors, which 
are further compounded by substance use. 
A model of service delivery that takes into 
account the broader social determinants 
of Aboriginal health, and the impact these 
have on the health of Aboriginal people who 
inject drugs, is essential to ensure that the 
health needs of this vulnerable population 
are met.

A proposed model takes into consideration 
three dimensions — individual, family and 
community — when planning and deliv-
ering health services. The participation of 
Aboriginal communities in service planning 
is critical to ensuring local relevance and 
appropriateness. This extends to ongoing op-
portunities for evaluation of service delivery 
and provision of direct feedback to inform 
future decisions.

A range of recommendations that relate to 
the issues highlighted throughout the report 
follows.
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7. Recommendations
The policy context for Aboriginal health is 
currently determined by the Council of Aus-
tralian Governments (COAG) and the related 
National Partnership Agreement negotiated 
between the Australian Government and each 
state and territory. Directions in funding and 
service delivery are therefore currently being 
determined by negotiation with reference to 
the Partnership Agreement.

To achieve the health outcomes identified 
in this report, the following recommenda-
tions are designed and targeted at focusing 
greater resources and attention to improve 
service responses and thereby reduce the 
harms associated with injecting drug use 
among Aboriginal Australians.

To avoid duplication and achieve the best 
health return on investment, it is imperative 
that additional funding be made available. 
However, in the first instance, financial and 
other resource investments required to im-
plement these recommendations should be 
drawn from a review of the current funding 
frameworks to determine if they are cur-
rently being targeted appropriately. In addi-
tion, it is crucial that any planned action in 
response to these recommendations requires 
meaningful consultation with key stakehold-
ers operating at the service delivery level. 
This dialogue must also include Aboriginal 
communities and commence from the initial 
planning stage through to implementation 
to ensure maximum benefit is achieved for 
people who inject drugs. Failure to properly 
consult within a holistic framework of health 
defined by the Aboriginal community will 
limit the intended outcomes, as its members 
are the ones most affected by any proposed 
recommendations or consequent changes.

Policy development and funding
•	 Provide incentive grants to cover ini-

tial implementation costs for Aboriginal 
health services seeking to establish needle 
and syringe programs.

•	 Review existing performance measures 
and reporting requirements for those serv-
ices that provide needle and syringe pro-
gram services to Aboriginal people who 
inject drugs.

•	 Target an increase in the availability of 
sterile injecting equipment, particularly in 
regional areas of Australia. Strategies to 
achieve this goal may vary between com-
munities and may include: the placement 
of syringe vending machines; enhance-
ments to Aboriginal community-controlled 
health service funding; additional outreach 
mobile services; and additional support for 
pharmacy and hospital-based needle and 
syringe programs.

•	 In consultation with the Aboriginal com-
munity, design and implement a new pol-
icy structure for Aboriginal community-
controlled service delivery which focuses 
on the harm reduction framework used 
within the drug treatment sector and 
which encompasses the interrelated social 
dimensions of the individual, the family 
and the community.

•	 Fund a site trial of Aboriginal-specific 
detoxification services within (or in part-
nership with) the community-controlled 
health sector.

•	 Establish a trial needle and syringe pro-
gram in an Australian prison to enable 
access to harm reduction services already 
provided in the general community.

•	 Increase funding for the community-
controlled health sector, in particular 
Aboriginal medical services, to enable 
greater education and training for, and 
provision of, needle and syringe programs.
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Data collection
•	 Consistent with the National Drug Strat-

egy Household Survey, hold the National 
Drug Strategy Household Survey: Urban 
Aboriginal and Torres Strait Islander Peo-
ples Supplement triennially and expand it 
to include inner and outer regional areas 
of Australia.

•	 Expand the National Aboriginal and 
Torres Strait Islander Health Survey and 
the National Aboriginal and Torres Strait 
Islander Social Survey to include questions 
specifically relating to injecting drug use, 
including separate reporting on each in-
jecting practice, and to include rural and 
remote communities in survey sampling.

•	 Develop a minimum data set and com-
mon principles for drug and alcohol serv-
ices and Aboriginal community-controlled 
health services regarding Aboriginal in-
jecting drug use to ensure consistency and 
to enable comparability of data collected.

•	 Implement improvements across data sets 
in the recording of Aboriginal status from 
all mainstream health service clients.

•	 Collect data in accordance with national 
Aboriginal health information guidelines, 
with particular emphasis on: consulta-
tion with Aboriginal communities on the 
design of relevant questions; and custo-
dianship of data in relation to control, 
access, ownership and usage.

•	 Collect data that are outcome-focused 
and not used solely for the purposes of 
meeting funding requirements.

Service responses
•	 Promote a harm reduction framework 

within Aboriginal community-controlled 
health services supported by a workforce 
development strategy that builds capacity 
and capability in this area.

•	 Provide intensive support to Aboriginal 
health services in the start-up phase of 
establishing a needle and syringe pro-
gram, including: assistance with opera-
tional planning in line with current risk 
and accreditation processes; policy devel-
opment; workforce education and train-
ing; and provision of financial resources.

•	 Implement organisational policy in main-
stream health services including: cultural 
sensitivity training for all staff; support 
for Aboriginal staff; and ongoing mon-
itoring and evaluation processes. This 
would involve a high degree of consul-
tation with the Aboriginal community to 
allow input into planning and evaluation.
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Workforce development
•	 Build the capacity of the Aboriginal work-

force through establishment of a national 
network of Aboriginal workers in alcohol 
and other drugs services.

•	 Ensure consistency in approaches to in-
vestment in the Aboriginal sexual health 
workforce across all jurisdictions. This 
may include the provision of education, 
training and support for Aboriginal health 
workers primarily engaged in the deliv-
ery of services in sexual and blood-borne 
virus health as an interim measure while 
a national strategy for alcohol and other 
drugs services is in development.

•	 Provide training in the harm reduction 
sector in the form of a nationally accred-
ited and standardised program.

•	 Support for the National Aboriginal Health 
Worker competencies training package 
to enable inclusion of drugs and alco-
hol as an elective subject to enhance the 
workforce within Aboriginal community-
controlled health services.

•	 Develop and deliver additional educa-
tional resources, greater support and cul-
tural sensitivity training for all staff to as-
sist Aboriginal staff retention and hence 
skills enhancement.

•	 Provide cultural competency training to all 
health care workers in mainstream health 
services.
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