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Executive Summary

The use of heroin by people under the age of 21, and concomitant increase in the number of
fatal and non-fataloverdosesattributed touse of heroin and/oother opioids, has
apparently increased during the previous 2 years although there is, as ¢lgieative data

to supportthe trend. Clinical and anecdotal evidensiggests, howevethat heroin use

has largely replaced amphetamine use aglihg of choicefor many teenageraho inject

drugs, and that this is supported by (or perhaps a response to) increhseavailability

and purity, and decreases in the price, of heroin over the same period.

Clinical accounts notwithstandinfittle is known about the phenomenon of heraise by
younger users, and, specificalthe understandings which underlie heraise in general,
and overdose in particular. The interaction of thasderstandings witkthe developmental
characteristics of youth is of particular interest if harmful practwkgh may lead to
overdose are to be prevented or curtailed.

The study reportecherewas apreliminary investigation of thé&nowledge, beliefs and
behaviour in relation to heroin use and overdose of some youngifjeding drug users.

Forty young people, most of whom henjectedheroin in theprevious six monthsyere
recruited to take part in small group or individual interviews in which fotntitative and
gualitative datawere collected.All participants completed a&@hort self-completion
guestionnaire with questions about demographdcsg use historycurrent drug use,
experience withown/others’ overdosegxperience of emergency treatmestvices, and
knowledge of overdose prevention strategies. Qualitative interviews were structured around
the following topics:

» Knowledge and awareness of the causes of overdose

» Buying heroin and other drugs

* Using heroin and other drugs

* Knowledge of overdose response strategies and experiences of overdose

» Exposure to and opinions about current harm minimisation materials and strategies.

Respondents were aged between 14 and 21. There were 29 men and 11witimreare
women (64%)than men(31%) aged undefl7. Most respondents werving in a flat or
house withother people: almost0% wereliving with at least one parent (usuallyeir
mother) and this trend/as more pronounced among youngespondents with 56% of
those under 17 and 25% of those over 17 living with their mother.
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In thesix months prior to interviewalmostall respondents had used cannakisphol

and/or tobacco; three quarters he#dLSD and/or heroin; half hadsedamphetamines
and/or benzodiazepines arall otherdrugshad beerused by aminority of respondents.

Only heroin and amphetamines had (ever) been injected by more than 50% of respondents.

Respondents started itgect at an average age 16.2 years and 30% saithat theyfelt
they had a ‘heroimabit’. Forty percent claimed to inject daily or more than once a day;
30% lesgthandaily, and 30% did noturrently inject. Respondemi¢ho injected daily or
more frequently were motléely to considerthat theyhad a heroin habit thahose who
injected less frequently.

Almost all respondents were with othpeople (usually friends and/or sexual partners) on
their last injecting occasion. More than half of the last injectiook place on the street or
other public space or in friends’ homes, but most usually the sreet or other public space.

Seventy percent of respondentaimed toknow or know of ateast oneperson who had
died as a result of anverdose Fifteen(37.5%) respondentsad themselves experienced
an overdoseMost overdoses tooklacewhen others were preseand ambulances were
called in almost half of the cases.

The qualitative datdleshed out some of thesguantitativefindings. In the first place,
respondents were asked a range of questions desigasddassheir understanding of the
pharmacological and physigatocesses and risk factors involvedopiate overdose. In
generaltherewaslittle adequat&knowledge ofthe causes and mechanisms aferdose.
Failure to understanthe risks of mixing drugs was common, as was falure to
understand that not all overdoses occur ‘at the point of the needle’.

Most respondentdelieved thatuising toomuch heroinwasthe major cause ofverdose,
and none mentioned inconsistenciesh@strength of heroin as a factdmerewas some
awarenesshat mixingCNS depressantould increase thask of overdose but this was
relatively unformed andthe mechanismsunknown. Moreover, some respondents
deliberately mixed thes#rugs insearch of specifieffects. Therewaslittle understanding
of the concept of tolerance, or how quickly it could be lost, and edidiyunderstanding
that an overdose could occur some hours after heroin had been used.

In terms of buying heroin and other drugs, few respondents were able to buy heroin in less
that $50 deals and benzodiazepines were readily available, cheap, and often legally obtained
from prescriptionsOral morphinewas alsoreadily availableand relativelycheap,while

other opiates appeared to be more expensivdemsavailable. Mostrespondents bought

their drugs from knowrdealerswho sometimes warned about heratrength,although
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some respondents recognigidt this could be a marketingloy, and others chose to
disregard the warnings.

Using heroin and othedrugs inthe street or public spageas acommon practiceand it
appeared to be those respondents who could not use in their homes becalixsed tindt
parents who were mokkely to use inpublic space. Few respondergsger injectedvhen
they were alone. There was little or any support amonggtbigp for smoking omhaling
heroin andlittle if any discussion of heroin smoking ohaling as aoverdose risk
reductionmeasureMost respondents, moreovalthough awarg¢hat ‘use half and wait’
was an effective overdose risgductionmeasure, did not dso, although thereasons for
this were not always clear. Some respondents descmildadg heroin with other CNS
depressants in order tobtain specific effects, and some usetbenzodiazepines
(specifically) to take the edgef withdrawal or as a substitute for heroin whewdts not
available.

Respondents were natell versed in recognisintipe symptoms of overdosearticularly
snoring, and therewas some confusiobetween this anthe normal being on the nod
experienced by heroinsers.This seemed to be part of a general failuragpreciate that
not all overdosesareinstantaneousOver half of therespondents had had some First Aid
training, but only aminority of thathad occurred within th@revious two yearsand a
number expressed doub#dbout their ability torender assistance in the event of an
emergencyFew, however, used dubiouseasures such asjecting with salt water or
amphetamines asvaay of assisting with overdose, sayitigat theypreferred tocall an
ambulance.

As noted above, most overdosevents occurred in the company others, and
respondents were, dhe whole, not reluctant to involve the emergerssrvices (whether
by calling an ambulance ayoing directly to the hospital) if they thouglthat it was

necessary, although this tended to be a last rather than r@gpsinse Approximately half

of therespondents were awaitgat police ndonger attendeaverdosesand only a few
gave fear of police attending asreason for notcalling the ambulance. Therevere,

however, other constraints against calling an ambulance, incltidrogst, fear of having

to identify themselvesvhentelephoning emergency, and a condiat patientsvould be

taken to hospital when it was not necessary.

Concern about being taken to hospital emerged as a msjag fortheseyoung people.

This was related to eeal or perceived concern thabspitals would inform parents the
welfare’ if a juvenile was admitted to hospital with a suspected overdose. Concern was also
expressed about possible interactions between welfare agencies and the police.
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Few respondents hakperienced Narcan (Naloxorand, predictably, thos¢hat had did
not enjoy the experience. There was little good understanding of what it is orwmovk{,
and a number of respondents had never heart, @lthough most thought making it
directly available to users was a good idea.

Demonstrations of harm minimisation materials distussiorabout themsuggestedhat
SouthAustralianoverdosematerials inuse inWestern Australiavere not appropriate for
many in thisgroup. The black West AustraliaiiHeroin’ card seemed to be a much better
approach,attested to by the fact that many of thespondents hadead and could
understand ancdecallwhat was said on botkides. Respondentaised somejuestions,
however, about appropriateness of overdose prevention messages currently in use.

A series of recommendations weradeand these are appendeelow. It wasconcluded

that while therewere some positive findings ithe study (egthat young people were
relatively ready tacall ambulances in the case @ierdoses)there were some matters for
concern (eghatvery fewfully understand aboublerance and/or thdangers ofmixing

CNS depressants).Wadso recognisehat this report is builtaroundthe responses of a

small group of young drug users and that we ddknotv howrepresentative thes@ung

people are of their peers. We hope that it will be possible to undertake further research and
widen our understanding of the meaning of overdose to young opiate users.
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RECOMMENDATIONS

» Every attemptshould bemade to encouraggoung drug users tmake contactwith
health or welfare agenciegho canoffer support and advice. Thosgencies that are
being accessed byoung people -such asgeneral practitioners and community
pharmacies should beencouraged tsupport young drug useend offer information
and referral sources which can facilitate a more healthy lifestyle.

* Young peoplewho experience dependence on hershould beencouraged to seek
professional help, whetieir suitabilityfor methadone and/or oth@rogramscan be
assessed.

» Education about the causes and mechanisms of overdasa iSit is to beprevented.
All drug users must be taught about the risks of mixing CNS depressarntatihis is
the primary cause obverdose;the length oftime that should elapse betweenmising
differentdrugs;the approximate period it takes to establish ke tolerance and the
fact that the majority obverdosesare not instantaneous but occur graduallgr some
hours.

 The ready availability of benzodiazepinesxd oral morphine inpharmaceutical
preparations should b@vestigated and monitored by the appropriaigthorities.
Doctors should be encouraged not to prescribe these preparations to drug seeking young
people, but to make appropriate referrals to drug treatment agencies.

» Street and public space injecting pgunger drugusers,and therisk of overdosing
when in a place where help cannot easily be soughinaj@r - andpossible growing -
concern. A variety of strategies should be undertakerdoess thisfrom encouraging
young people to wait to inject until they get home or tsafe place; suggesting to
parents who knowthat their teenagerase drugsthat injecting at homend under
supervision is safer than doing so in the public space, and encouraging staff of pubs and
cafes to call for ambulances for drug users on the nod, rather than evicting them.

» A campaign to encouragemoking or inhaling heroin as aaiternative to injecting
should be undertaken. This shoulddmeompanied by accuraé@d simple information
on how to smoke or inhale heroemd might best be undertaken twe WA Substance
Users’ Association with appropriate funding.
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* While using drugsalonedoes notappear to be a particulaisk in this age group,
materialsshould continue to emphasise tltangers of solitary use arttle value of
using in a group and monitoring friends’ conditions.

» Firstaid trainingfor drug users is dbenefit if it is appropriately directecbubsidised
first aid courses for drug users should wiglely availableand generdirst aid for the
community should include training in how to respond to a suspected drug overdose.

» While messages abottie need taall ambulances to suspectederdosesave clearly
had an effect, they need to be maintained, and it needs strdssedhat calling an
ambulanceshould bethe FIRST not the LAST response.Young people’s concerns
about the cost of calling ambulances need to be addressed.

» The message that police will not attend with ambulances is known and believed by some
young usersput not by all. Continued effort to spread this message is nePdéde
should beencouraged to respect the ambulance protocol andréspionses should be
monitored.

» The single biggest reason why young people do not utilise emergency services is fear of
unwanted intervention by police, parents andiaifare. Because ofthis, on site
treatment ispreferred by mostisers, and ambulancestaff should beencouraged to
consider whether treatment can be appropriately delivered at the site wébouttse to
hospital.

» Drug users repeatedly complain abpabr treatment at th@ands of hospitadtaff, and
it should beclear thatusershave the sameghts to humane andthical treatment as
anyoneelse.Where usersare underage there is a particymoblem, interms of the
hospital’s duty of caréWhile it might be appropriate tootify the parents of juveniles
with suspectedverdoses, it would bbielpful to discuss suchnotification with the
young person, particularly if they are aged between 16 and 18. If parents amatiede
in, the young person should be informed of this as a matter of course.

» If parents arecalledin, particularlywhenthey have no prior knowledge die young
person’s drug use, they should be provided with simfeemation andsupport sahat
they can be helped to react in an appropriate and informed manner.

» Welfare services in hospitals should lbeade aware thdtarassment of juveniles by
them reduces the likelihoothat theyoung personwill call an ambulance ofuture
emergency occasions.
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» A variety of education strategies ameeded,ncluding materialssuch as posters and
pamphlets, peer education and train the tracoeirses for youth workersnd treatment
agencies. Innovative ways to make contact with young people, such as many of those in
this study who were not in touch with standard agencies, should be developed.

e There is a neefbr arange of educational materidisom the simple one linefeg.
“Using pills and heroin within 12 hours ehch other is thsingle largest cause &dtal
overdose”) through to information intensive leaflets or booklets (covering, for example,
symptoms of overdose, what to tell the 000 ambulanceoperators, overdosspecific
resuscitation in detailed steps, etc.)

» Materials should reflect local terminology. Direct adoption of materials developed
interstate or overseas may be inappropriate and unnecessarily confusing.

* It is important thayoungpeople are made aware that tf@@N preventoverdoses by
not mixing drugs. All education / prevention materials that make/ mention of the
reasons heroin is dangerous must also mention the role of polydrug use.

» Polydrug pharmacology is poorlynderstood.Detailed information aboutclearance
times and other relevant fact@isould bemade available to pe@ducators WASUA
and others working with drug users.

* Education materialshould bedeveloped taddresdhe issue oftolerance andoss of
tolerance. Thesshould be widelyavailable particularly inyouth detentioncentres,
prisons, detoxification and rehabilitation centres: amywhere where drug users are
concentrated and (however temporarily) separated from drugs.

» Risk reduction techniqueshould becouched in positivéerms. ‘Usehalf and wait’ is
lessappealing to ayoung persorthan ‘leavesome for when you’recoming down’
which suggests improved technique and may prove a more fruitful approach.

National Centre for Research into the Prevention of Drug Abuse February 1998
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Heroin userdive a precarioudife: longitudinal research has fountthat they have yearly
mortality rates of between 1% and 3%: 6 to 20 times higher than expected #@giong
peers ofthe same age amgkender. Inmany countries, overdose ihe leading cause of
mortality, outstripping HIV/AIDS, hepatitis B and C and violence (Darke & Zador, 1996).

The incidence of overdose from heroin is of growing concethedAustraliancommunity,
and these concerr@se supported bystate and nationalverdose figures. Iiustralia the
incidence of opioid deaths increased 180% between1981 and 199({Darke & Zador,
1996).

In Western Australia, betweel®84 andl994, there were an average of 27 opioid deaths
perannum. This rose to 8deaths in 1995 and 62 in 1996 (Task ForceDong Abuse,
1996). Atotal of 54suspectedlicit opioid deaths occurred in WA in the 8 month period
January to August 1997, and 48 were regarded as being heroin related (Swensen, 1997).

In a 1996 review of publisheliterature relating to heroiroverdose,Darke and Zador

(1996) maintained that:Contrary to popular belief the ‘typicabverdosevictim is not a

young novice or inexperienced user. Rather, the average age of death reported l&ein
twenties and early thirties” (p. 1766). Consistent witis, they found linksbetween rates

of overdosejength ofdrug usingcareer and/or rates of dependencyhenoin, suchthat

those who had been using for longer and/or were more dependant weriketpite have
experienced (fatal or non-fatal) overdose. Some deaths, however (up to 17% in one study)
do occur among recreational heraigers.The investigation of heroimverdoseamong
recreational or non-dependamsers does not, howeveappear to have attracted any
specific research.

Of the 54 lllicitopioid deaths in 1997 iWestern Australia, almogt0% occurrecamong
people undethe age of5, but only 15% inpeople aged.5-19 (Swensen, 1997). Thus
while the greater association of deaths with more establisterd appears to holcue in
WA, there are still a large number of younger users who die from using illicit opiates.

Darke and Zador (1996) also found that there was little evidence that most heroin overdoses
were solely caused by the quantity or quality of henogested. Nodid the contaminants

in the heroin appear to contribute much to most overdases.They maintained thanost
‘overdoses’ were fatalities due to multiple dusge. These were generally combinations of
CNS depressants, most commonly opioids and alcohol and/or benzodiazepines.

Darkeand Zador(1996) foundthat morphinewas the only drug found inthe bodies in a
minority of heroin-related fatalitiedrom 23% to 48% depending dhe study. In WA
among the 48 heroin-related fatalities. morphraes the only drug found irthe bodies of
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35%. Alcohol was found in 27%and benzodiazepines #2% - but ofthe latter half
involved people in thé&5-24year old ageroup. Only two of the 48 tested positive for
both alcohol and benzodiazepines as well as morphine.

Evidence from a number of studies in different counssigggestghat most heroin-related
fatalities appear to occur over a period of time, rather than instantaneously (DZdao&

1996). Zador, Sunjic anDarke (1996), forexample estimated thabnly 14% of cases in

1992 in NSW dies instantaneously, and that 22% were estimated to have died over periods
of time longer than Ghours. The period ofime that mayelapse between the injection of
heroin and death may represent an important opportiamitptervention (Darke & ador,

1996) but is alseelevant to establish whethesers understanttiat theseperiods oftime

elapse, or whether it is believed that all death occurs “at the end of a needle”.

Whatever the causes oVerdose, it is a depressingbmiliar experience to injectindrug

users (IDUs). In the Australian Study of HIV/AIDS and Injecting Drug Use (ASHIDU), in
which the data were collected during 1994 from 872 IDUs recruited in aguabers from
Adelaide, Melbourne, Perth ar@ydney, 53% of respondentsported that they had
personally experienced at at least one overdose and one in four respondents reported having
been with gperson whahad had datal overdose Almost threequarters reported having

been with someon&ho had experienced a non-fataverdose (Loxley, Carruthers &
Bevan, 1995).

The West Australia®piateOverdose Prevention Strate@@OPs!), a government-funded
initiative, hasrecently reported on itrst three months of operatio{Corry & Penna,
1997). They, too, founthatoverdose was tamiliar experiencawith 80% of userdghat
were contacted reportinghat theyhad been present at least aneerdose.Nearly all the
heroinusers surveyed wegvare of thesigns of overdosend more than halihdicated
that they would call an ambulance if they were present at an overdose.

It hasbeen noted that therdeas been no specific research examiniogerdoseamong
recreational (and/oyounger) heroinusers, and that heroin overdose isnore common
among older and more dependesers. Inthe WA OOPs!project, for example, where
contact was made with both heroin users and non-users, users were significantlyaalder
non-usersand only 23% ofisers wereaged under 2{Corry & Penna, 1997)The age
distribution of overdosemay change, however, witlthe increasinguse of heroin by
younger drug userdlhe last NationaHousehold StudyCommonwealth Dept. dfiealth
and FamilyServices, 1996) was based data collectedduring 1995, and atthat time
amphetaminaevasthe preferredirug of youngersers.Since thattime, however, it has
become apparent thaeroin hasbecomecheapermore available, and of a higher purity
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andthat heroin use (and overdose) by youngeople has beenincreasing. Unpublished
police laboratoryreports of heroin seized in Perth durib§96 putsthe purity of some
samples as high as 709%Sen. Sgt. M. Bourke, WAPolice Service, personal
communication).

An examination of age differences awerdose irthe ASHIDU, foundthat therewasllittle

that differentiated/ounger from oldeusers,other than thayounger respondents had had
fewer overdoseshan older. This wasclearly a function of duration of injecting and it
appeared that without intervention, younger users could be expected to reach the same rates
as older respondents over time (Loxley, Carruthers & Bevan, 19B&)paper concluded

that little was knownabout the experience gbunger IDUs and overdose atitht there

was clearly scope for research whiclwas particularly focused at this sub-population,
because more youngHdUs wereinjecting heroin thamwvere in 1994 wheithe ASHIDU

was conducted.

Because heroin use by young users riglatively new phenomenoriittle is known about
the culturalunderstandings which underlgung people’s heroin use in general, and
overdose in particulaithe only published Australian researtiiat canvasses this issue is
an ethnographistudy of heroirusersundertaken irSouthWest Sydney (Maher1996).
This was anintensivestudy of 40 heroirusers,average ag1, of whom 38%were
Anglo-Australian and the remainder from a variety of etlumigins. The group was found

to be unlike the stereotypical heroin users found in many ethdres,particularly in their
transitions from smoking tmjecting heroin. Therewas somenvestigation ofoverdose,
but it was not the central concern of the research.

Maher (1996) described differences in the way in which younger and older hsersin
her study appeared to understand and process overdose drdtBaggestethat perhaps
the only way youngpeople could cope witthe deaths of theipeers was bylistancing
themselves and theawn drug use fronthat of their deceasddends. The recent OOPs!
project review alscsupported thisconcept(Corry & Penna, 1997). Itemains to be
established whether this is a general trend among young people dealingsudtrelating

to heroin deaths. If so, it would have considerable implications for prevention strategies.

There have been a number of studies undertaken at this Centre whiarsbdgaalitative
techniques and analysis to investig#tte psychosocial/cultural factonshich underlie
harmful patterns of drug use by young people (eg Loxley, 1997; Loxley & Ovenden, 1995;
Lenton, Boys & Norcross, 1997)These studies have demonstratedt qualitative
methodsmaintain young people’sinterest and motivation in the researphocess by
allowing for naturalistic conversationswhile retaining researchigour. Moreover the
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method is particularly relevarior allowing for the emergence of ideas asdggestions
which have not previously been found in the literature.

The study reportedhere is a primarily qualitative investigation oferdose amongoung
heroinusers in Perth. It wadesigned as rapid research which could dffierfunding
body, the WA Drug Abuse Strategy Officepmeimmediate practicabuggestions as to
how overdose among youmgople could b@revented, but hathe capacity tserve as a
pilot for more detailed research should funding become available.
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METHOD
OVERVIEW

Forty young people, 85% of whom had used heroieagtonce, wererecruited totake

part in focus groups or in-depth interviews. Recruitment wigtsin six suburbs known to
be associated with overdoses among young dsegs. Respondenigere offered $20 for
participation, whichwvas anonymouand confidentialEachrespondentompleted ashort

self-completion questionnaire prior tihe semi-structured interviewvhich was tape

recorded.Quantitative datavere punched and analysed 8RSS for Windows5.1.4.

Qualitative data were transcribed and analysed for themes.

A projectofficer, with knowledge and understandingtioé population antéehaviours of
interest, wasemployed toassist inthe development of researchstruments,recruit
respondents, interviewyanscribe dataand assist indata analysis and reporting. All
processes and methods were approvethbyCurtin University Human Researdgthics
Committee before the commencement of data collection.

QUESTIONNAIRES AND INTERVIEW GUIDES

The interview hadwo components, aelf-completion questionnaire and a semi-structured
interview or focuggroup. Self-completion rather than interviewer administratices used

to facilitategroup interviewsThe questionnaire, which usually took around 5rthihutes

to complete, asked questions about demographics, previous and current drug use, details of
last injecting drug use, experiences ofown and others’overdose,experiences with
emergency services and knowledge of fmst. A copy haseen included in Appendix 1

(p.59).

The interviews and/diocus groups wereonductedmmediately after theuestionnaires

had been completed. These were semi-structured and based on a checklist of approximately
26 questions addressiritye broadthemes: knowledge amawvareness ofhe causes of
overdose; buying heroin and othénmugs; using heroin andther drugs; knowledge of
appropriate overdose response strategies and experiences of overdose; and exposure to and
opinions about currenharm minimisation materials andtrategies. The interview
component took between half an hour and one and a quarter hours to complete.

The list of questions used in the interviews can be seen in Appendix 1(p.59).

National Centre for Research into the Prevention of Drug Abuse February 1998
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RECRUITMENT

Six suburbs werselected as catchment ardas recruitment, and were choseecause
they were amonghe suburbs to whichambulances were most frequenttglled for

overdose. These were Bentley, Fremantl®alga, Northbridge, Rockingham and
Wanneroo. Midland hathitially been selected as a catchment dneiaearly investigations
suggestedhat heroin usewas limited in the aresamongst the target aggoup and the
Bentley / Karawara area was substituted instead.

Respondents wereecruited via fliers angosters distributed through non-government
agenciesworking with young people meeting the selectioariteria, and through
snowballing from early respondent&e WA AIDS Council mobile needle exchargjso
distributed fliers and in some areas (Rockingham and Wanneroo) permisssosought
for and granted to distribute posters in public toilets and tertiary institutes.

The posters and fliers asked “Are you under 21? Have you used henarthan twice in

the last 6 months?” and offered A$20 in exchange for a hour or so in which an anonymous
interview would beconducted “tofind out what peoplé&know about heroinoverdose”.
Contact details were listed with the name of the University and a statement to théhaffect

the study hadbeen approved byhe University Human Research Ethics Committee.
Respondentsalling in response tthese advertisements were screeioechge andecent

heroin useand, if they were willing toproceed,interview locations and times were
arranged.

DATA COLLECTION

The datawere collected between th&4th August 1997 and 23rd Octob&g97. At the
beginning of the data collection phase, interviews were usually organists folowing
business dayhut due to a highate of ‘no-shows’ the project officer began to organise
interviews forthe samalay, frequently interviewing within half amour of initial phone
contact.

The original intention was to organise one focus group of six respondents and conduct two
one-on-one interviews ieach of thesix catchmentareas, in order tinterview a large
number of respondents in a short time, but tiesamevery difficult in practice. The
problems experienced in organising one-on-one interviews moresithdiours inadvance

with this target population were exponentially worse whearte totrying to organise six
people to meet at or@ace at the sam@me. As a consequencal] but two ofthe groups
involved three people or fewer, and these groups consistedmfi@nrespondent and one

or two close friendswhom they had brought withthem. Ofthe two groups which did
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involve six people, one consisted thle regular attendants ofyauth drop-incentre who

had been recruited and organised by a volunteer worker, and the other consisted of a group
of young people on a court-diversion education prograho agreed to be interviewed
together. Although focus groups are usually conducted with participdaatsdo not know

one another, this was impossible to ensure in this study.

Interviews were conductedither in public places (eparks, coffee shops) or on the
premises othe agenciethrough whom respondents haden recruited. Most interviews
were conducted byhe project officefPD), but the senior researcher (WLattended a
number of the group interviews as a co-interviewer.

Informed consent was obtainedtla¢ start of each interview by readiaogt a statement to
respondents, and recording their agreement to continue (see Appendb®)l Interviews
were tape recorded after explicit consent to do so had been obtainedaitbrespondent.
All respondents wereemuneratedb20 for their expenses andime at theend of the
interview.

ANALYSIS

Quantitative data were analysed WBRSS for Window$.1.4. Mainly descriptive results
are presented. Some bivariate analyses were performed but these were limited by the size of
the sample.

It should benoted that there areome inconsistencies in thedata. These come about
because the questionnaire was self-completed rather than administered, and was intended to
be a rapid rather than a detailed quantitaigeessment. Imany cases,inconsistencies

have occurred becausespondenthave failed to checlboxes where a response was
required. Inother cases whemesponsesppear to contradict eadther, it hasnot been

clear which responses are more accurate and so the data have been presented as they are.

The tapes were transcribed and summary talvketedfrom the interviewquestions. The
presentation of qualitativeesults consists dhe consensusnd/or range ofesponses to
each of the questions as extracted from these tables and these are indicated.
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RESULTS

RECRUITMENT AND TYPE OF INTERVIEW

As noted in the Method secticbove, respondents werecruited to bothgroup and
individual interviews within suburbs. Recruitment details are shown in Table 1 below.

Table 1

Suburb recruitment and interview type for all respondents (n=40)

Suburb Individual n Group n Interviews  Total n

Bentley/Karawarra groups x2 =16 6 9

Fremantle Droupx3=3 3 6
lgroupx2=2

Koondoola / Balga lgroupx2=2 2 8
lgroupx6=6

Northbridge / City 2groupsx2=4 7 9

Rockingham hroupx 6 =6 2 7

Wanneroo 1 1

TOTAL 11 29 21 40

QUANTITATIVE DATA

Description of the sample

There were 40 respondents in the total sigidyup. Twenty nine(73%) weremaleand 11
(28%) were femaleThe distribution ofagescan beseen in Figure 1. Whethe age
categories were collapsed irtgo (14-16 andlL7-21), 31% othe males, and 64% of the
females werainder17, while 69% ofthe males, and 36% athe femaleswvere over 17.
The significance of this difference could not be tested due to small cell sizes.
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19-21
34%

Figure 1 Distribution of ages (n = 40)

Although respondents wereecruited within specifisuburbs,they lived in a variety of
suburbs, with 14 different postcodes given.

Respondents’ employment status is shown in Table 2.

Table 2
Employment status of respondents (n = 40)

Employment Status n %
Full time 5 12.5
Casual 1 2.5
Self employed 1 2.5
Student 12 30.0
Benefit 21 52.5

The figures inTable 2should benterpreted with some caution as they do not afiloma
precise definition of whether or not respondents vgélleat school.Because theesponse
categoriedor this question werenutually exclusive, students who wegmmnployed on a
casual or part-timéasiscould have indicated that theyere employed, rathethan at
school. Moreover, we doot know whetherthe students were at school, or TAFE, or
somealternativenon-school course such as one to whiokly had been diverted by the
Ministry of Justice.

The largesgroup of respondents (47.5%pad completed up t¥ear 10 atschool. One
respondentlaimed to havédnad no secondary education, while (B9%) hadcompleted
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Year 10, 6 (15%)had proceeded beyondear 10 and 2 (5%) hadundertakenTAFE
courses.

The majority ofrespondents (92.5%)id not consider themselves to be of Aboriginal or
Torres Strait Islander origin. No other questions about ethnicity were asked.

Twenty three respondents (57.5%) were single(3235%) had a girlfriend oboyfriend,
and four (19%) were in de facto relationships.

Respondents wer@most equally divided betweehose whohad and thosevho had not
spent all their lives in Perth: ¢fiose whohad not(52.5%), twothirds had been in Perth
for more than fiveyears,and the remaindexere almost equally divided between having
been in Perth for less than one year, or less than five years.

Eighteen respondents (45%) said they had be@nison or youthdetention centre within
the previous fiveyears.This wasnot related tage.Due to thesize of thesample, it was
not possible to determine whether gendes significantly related taletention, but Figure
2 demonstrates that there appears to be a relationshihairttie malesvere mordikely
to have been detained than the females.

=
)]
e
()]
o
male female
Gender
|H detained O not detained |
Figure 2 Detention by gender (n = 40)

Most respondents (82.5%) were living in a flat or a house; 5% had noaddreéss2.5%
were living in a refuge oshelter, and four respondents (10%) wéveng in other
accommodation, usually a hostel. Most (67.5%) had been living ia¢bgnmodation for
lessthan oneyear, but five (12.5%) had been theréor lessthan five years,and eight
(20%) had been there for more than five years.
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Thirty nine of the 40espondentgave details about other members of tieuseholds.
Respondents sharebeir accommodation with a variety of otheeople,the details of
whom are given inTable 3below. It should benoted that theesponses iable 3 are
multiple responses: that is respondents could nominate as many categoriesaashtbey
Table 3 shows that many tfe respondents wereither livingwith their mother or with a
sexual partnerOnly one respondenivas living with both. There was a relationship
between age and whether or mespondentdived with their mother, suchthat 56% of
those under 17, but only 25% of those over 17, were living with their mother (p < .05).

When the combinations eéspondents’ household members wexplored, 10 othe 16
respondents undéine age of 1Avere living with a parenand, usually, siblinggand/or
other relativesTwo wereliving with a sexual partner (one also with siblingsyp with
other young people; one with siblings and one with ‘other adults’ (unspefifidabr). Of
respondentaged 17 analder, nine of 24 were living with a sexuglartner,sometimes
with other friendssix wereliving in the family homewith at least ongyarent, six were
living with friends or other youngeople; onevas living with ‘other adults’ (unspecified)
and one was living alone. One did not respond.

Table 3
Members of respondents’ households (n = 40)

n %
Mother 15 38.5
Siblings 14 35.9
Sexual partner 12 30.8
Other adults 6 154
Father 5 12.8
Friends 5 12.8
Other young people 4 10.3
Stepfather 2 5.1
Other relatives 2 5.1
Other 2 5.1
Grandparents 1 2.6
Alone 1 2.6
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Drug Use

Respondents were askedtitk boxes toindicate thedrugsthey hadused and injected.
Responses are depicted in Table 4, and, again, these are multiple responses.

This table shows that the most frequentlyusedillicit drugs in this study groumvere
cannabis, LSD, heroin, amphetamines and benzodiazepines. No other drugs hasketeen

in the previous six months by more than 30% of the group. Heroin and amphetamines were
the most commonly injected drugs, and also the only dhagfiad beennjected by more

than 50% of the group.

Injection

Respondents started to inject at an average a§b.2fyearsYounger respondents (those
under 17) started to inject at an average age ofyEafs,and older respondents (those 17
and older) at an average ageldf7 yearsTwelve respondents (30%) saitiat theyfelt
they had a ‘heroin habit’ (subjective dependency)(4275%) said they didnot, and ten
(25%) said they no longer had a habit. This appeared teldied to agsuchthat38% of
younger, but 67% of older respondents felt that they currently hdddorecoveredrom,

a heroin habit.

Respondents were asked h&requently they currently injecteéorty percent claimed to
inject daily or more than once a day; 30% less than daily, and 30% dadimently inject.
The maindrug injected by the majority(67.5%) washeroin: 10% mainly injected
amphetamines, 2.5% mainly injected other opiates, and 20% said they did not inject.

The relationship between the frequency of injecting and subjective dependency was
examined ashown in Figure 3. It should bwted that the cellwere toosmall to allow
inferential statistics to be calculated.
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Table 4
Drugs used and injected (n=40)
used in
used last 6 months injected

Drug type % % %

Cannabis 95.0 95.0 N/A
Alcohol 90.0 85.0 25.0
Tobacco 90.0 82.5 N/A
LSD 87.5 77.5 37.5
Heroin 85.0 75.0 77.5
Amphetamines 70.0 50.0 52.5
Benzodiazepines 70.0 50.0 27.5
Mushrooms 52.5 17.5 N/A
Other opiates 50.0 30.0 22.5
Volatile substances 45.0 15.0 N/A
MDMA 37.5 20.0 20.0
Nitrous oxide 37.5 12.5 N/A
Cocaine/crack 27.5 10.0 15.0
Homebake 20.0 10.0 10.0
Methadone 17.5 10.0 2.5
Barbiturates 15.0 10.0 5.0
Other 10.0 5.0 2.5

Percent

Daily or more Less thandaily Never

Frequency of injecting

|H Have habit O Do not have habit ®No longer have habit |

Figure 3 Subjective dependency on heroin by frequency of injecting (n = 39)
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Figure 3 shows that respondents who injected daily or more frequently werdikalgréo
consider that they had a heroin habit than those who injected less frequweiiéynone of
those who were not currently injecting considered that they had a habit.

The majority of respondents (76%) said they injected themselves, but 18% were injected by
their sexual partner an@i7% by a friend(categories not mutuallgxclusive).Men were

more likely (83%) than women(56%), and older respondeni83%) more likely than
younger (56%) to inject themselves, and women were more likely (56%) to be injected by a
sexual partner than mén%) butthe significance of these differences could not be tested
due to small cell sizes.

Respondents were asked who was wiitem on the last injectingccasion.(Multiple)
responses are shown in Table 5.

Table 5
Others present on last injecting occasion (n = 34)

n %
Friends 23 67.6
Sexual partner 13 38.2
Other acquaintances 8 235
Other strangers 3 8.8
Dealer 3 8.8
No-one 1 2.9

Table 5showsthat almostall respondents were with othpeople on their last injecting
occasion, and that these were most usually friends and/or sexual partners.

The place of last injection is shown in Figure 4:
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6% Other
12%

Street
34%

Friend’s house

Another house 2 4%

6%

Figure 4 Place of last injection (n = 34)

Figure 4 showghat more than half of the last injectiottok place on the street or in
friends’ homes, but that the single most frequent site was thef stigetdid not appear to
be a factor in these responses.

Respondents were asked whether they had had contact with a range of
services/professionals because of their drug use. Most respondents (75%) had had at least
one contact and 37.5% had had more than one. Responses can be seen in Table 6.

* In this context ‘street’ includes public toilets, car parks, parks, bushland and other public spaces.
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Table 6
Contacts for drug use (n = 40)

Contact n %
Police 20 50.0
Doctor 17 425
Treatment agency 11 27.5
Hospital 9 225
Emergency accommodation 7 17.5
Detox. unit 3 7.5
Other 3 7.5
None 10 25.0

Table 6showsthat half of therespondents haldeen in contactvith the police because of
their drug use, and close alf had been irontactwith a ‘doctor’ (not specified atheir
General Practitioner)Age and/or gender did not appear to be a significant factor in these
findings.

Experiences of Overdose

Respondents were asked whetttlee, lasttime they used drugs (nagpecified asheroin),
they had had any alcohol to drink in thén@urs, ortaken benzodiazepines in the H@urs
before theyscored.Eighteenrespondents (45%) saithey haddrunk alcohol, and 10
(25%) said they had used benzodiazepines.

Just overhalf (52.5%) ofthe group had had some Firatd training and aroun&0% of
this training had been within the previous two years.

Seventy percent of respondeilteew (or knew of) aleast ongperson whahad died as a

result of an overdose: 19 respondents (47.5%) claimed to know more than one person who
haddied. Sixtypercent had been present at tiverdose (not necessariigtal) of at least
oneperson,five (12.5%) had been present @ato overdosesand tenrespondents (25%)

had been present at three or more overdoses.

Twenty six respondents (65%) had eaperienced anverdose themselves: of thabat
had, most had done so onbnce. Four (10%) saithey hadoverdosed twice, anthree
(7.5%) said they had overdosed three or more times.
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Respondents’ most recent own overdose

Fifteen (37.5%) respondents, whaaimed to haveverdosed aeastonce, answered the
guestions in this section.

Therewas noclear patterrwherethe lastoverdose occurred. Responsesluded home,
street (4responsegach);friend’s housegcar (2responsegach); dealershouse,another
house, or some other location (1 response each).

Only one respondentvas alone at theime: nine were withfriends, six with asexual
partner,three with other acquaintancéso with strangerspne withthe dealer and one
with some other person (categories not mutually exclusive).

An ambulance was called in seven cases, but three respondents were uncertain whether one
was called or not. Ten respondents needed help to recover, and stakeeréo hospital -

five apparently in the ambulangeéhich had been called’he policewere involved in only

two cases.

Most recent experience of other’s overdose

Twenty four respondent60%), whohad been present on at least one occagiben
someone else overdosed, answered the questions in this section.

Again, there was no clear pattern where these overdoses took place. Eight occurred at home
(presumably the victim’s home); six at a friend’s house dhénstreet; and oneach at the
dealer’s, someone else’s house, in a car, or in some other location.

In four cases, the respondent vwlasonly otherperson present; in 17 casather friends;
in five casesthe victim’'s sexual partner and/@trangers and irthree cases other
acquaintances were present.

The victim needed help taecover in 22 cases; the ambulaneas called in 11cases
(although one respondent was not sure whether one had been called or not)vartidnsix
were taken tdhospital. The policewere involved in only twaases, although, again, one
respondent was uncertain.
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QUALITATIVE DATA

Knowledge And Awareness Of The Causes Of Overdose

Respondents were asked a range of questions designed talzsisagsderstanding of the
pharmacological and physical processes and risk factors involved in opiate overdose.

In ten of the 21 interview§23 people), respondents were asked outrigittat do you
think is the most common cause afverdose?”.Mixing opiates with alcohol and/or
benzodiazepinewas given as the main cause oferdose by respondents in only two
interviews. Mixing was alsolisted as an afterthought itwo other interviews, where
respondents had already sugge$tsithg too much” wasthe main cause adverdose. All
other respondent®@0%) thought'using too much” and, to a lesser exterteally strong
gear” was the main cause of overdose:

R: There’s always too marpeople outheregoing “Ohh, yeah, Ican handle all
this”, just like dudes in the pub kind of thing, “I'll drink you undée table!” -
it's the same kind of situation.

One of therespondents who suggestitht mixing opiatesand benzodiazepinesas the
main cause of deatffiarther suggestethat the main cause ¢ lot of the OD’s that have
been happeninglately” was mixing non-heroin opiategsuch as morphine) with
benzodiazepines;and not anything to dowith heroin”. At the other extreme, one
respondent suggestditat overdose was strictly psychological phenomena - that people
dropping in and out of consciousneafter using had td‘want to die” to actually stop
breathing.

A small proportion of respondents (seven interviews) were also asked how lakgst
someone to overdoser, more specifically,"How long you shouldkeep an eye on
someone after they’vehot up tomakesurethey’re going to ball right”. Of these seven
interviews, respondents in three said injectors would be fine if they were still OK within 10
to 30 minutes. Respondents in twther groups saidthey had noticedwo types of
overdose:
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Q  When someone OD’s what usually happens?

R1: There’s two types of OD.

R2: Yeah, like, I'm from over east where the stuff is twice as strong as what it is in
WA, and when people OD there they don’t even get the needletbair @irm,
they're just deadheartstopped. But I'venoticed sincd’'ve seen acouple of
OD’s over here, it's like you're just falling out of consciousrassforgetting
to breathe but your heart’s still pumping .. It's not pure over here.

A third group saidspecifically thatsomeone could overdose up td8urs after shooting
up. Finally, one respondent sdltht he felt thatvhether or not you overdosed sotimee
afteruse depended on what sortaativity you did afterwards, suggesting as example
that if you went out to a night-club and got panicked that this might trigger an overdose.

Despite the small number of respondemite® wereaware thapolydrug use wathe main

cause ofoverdose, respondents @i but two ofthe 21 interviews hadome degree of
awarenesshat heroin, alcohol and benzodiazepines had combinatefigcts. First hand
experiencevas the most commonlyexpressed source of information absuth effects.
When specificallyasked if taking benzodiazepines and heroin in combination coale

someone more likely to overdose, respondents in nine of the 21 interviews agreed:

Q What do you reckon about whether if you mix roheysand heroin in
combination thatdmakeyou more likely to overdose, or you don't think it
makes any difference?

R: I reckon you've got more of a chance of overdosing if you mix it.
Q@ Why?
R: ’'Causeit’s just two different drugs .You know,they’re bothdownersort of

things, but, you know, | dunno, | reckon, yeah, yogjeemore of ahance
of overdosing for sure, because its just, more drugs yayoten yoursystem
isn't it?
Clearancdimes, orthe timetakenfor a drug to wear off tthe pointwhere it would not
have an effect on the next drug taken, were also discussed in four intervieNases,
these respondents suggested times with some approximate link to intoxicaéisnrie. a

minimum of 2hours for heroin, 4 hours falcohol and 6 to 24ours minimum for
Rohypnol.

Respondents in deast five interviews said they mixedcohol, benzodiazepines and/or
heroin in search of specific effects:
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Q How long doyou reckon shouldeave it afterdrinking till the nexttime you
shoot up?

R:  When you'restarting to soberup, just tipsy, that's thebest timebecause it
kicks in just right. But if you take it straight after a bottleJatk Daniel’s, then
you're stuffed.

This behaviour seemed independent of knowledge aheutanger opolydrug use, and
will be discussed further in the section below on drug use patterns.

A line of questioning was pursued witdl respondents regardirnthe timetaken tolose
tolerance to opiates. The speciixamplewas generallyexpressed a&f you had goretty
reasonable tolerance and were taking, say, $100 worth a day - coulthke®h00 worth
in a few hours or abne hitwithout dropping - and you gdocked up or something and
could not getany, howlong do you reckoit’d be beforeyour tolerancedropped to the
point where if you tried tdake $100 worthagain thatyou might overdose because t?”
Unfortunately this line of questioning caused some considecabkeision, whichseemed
as much to do with a poor understanding of tolerance issues athevitblative complexity
and poor phrasing dhe question.The answersgiven to thequestion were fairly broadly
scattered: someespondents saithey had absolutely nalea (threeinterviews); some
respondents suggested a couple of months to a year (four interviews); others suggested two
to four weeks(three interviews); some suggested about a wémk interviews); and
respondents ithe final five interviewgdmostaccurately) saidhat it could take alittle as
two to threedays. Inmany cases,including amongst thoseho gave correcanswers,
respondents stated or admitted that they were mgualgsing. It shouldlso be notedhat
no-one gave ‘reduceilerance’ as a cause overdose in response tioe question about
the most common causes olerdose above. Aeasttwo of those whogave accurate
answers alsindicated that theyad had first handxperience obverdosingimmediately
after release frorprison or youthdetentioncentres. Respondents amothertwo groups
who gave accurate answers also stétatl theythought it would probablyake alcohol or
benzodiazepine use in conjunction with the heroin to actuallgdétteonegeven if reduced
tolerance did not help.

Buying Heroin and Other Drugs

All respondents were asked what the cheapest possible score forvasoim Perth at the
moment. Most respondents were also asked aheuvailabilityand street price of other
opiates and benzodiazepines.
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All but four respondents stated that $50 was the normal minideatfor heroin,although
in five of the 21 interviewsespondentstated thasome dealersvould occasionally sell
half a packet fo25, usually as dspecial favour”. Onerespondent appeared bay only

in quantities of$200 ormore at a time, although usually to split with otfréggnds. Only

two people claimed to havecored $15deals (containing enough herdior a single hit
only), although threethers alsalaimed toknow of peoplewho had scored sucHeals.
Several other respondents had heard of deals for $15 or less, but usually theoongdlia
and two respondenttated without promptinthat stories of $7 - $1%leals and ‘kiddie
packs’ werécomplete crap”.

The price andvailability of benzodiazepines on the stre@is discussed iten of the 21
interviews, with respondents giviqgice ranges from $2 to $6 faablets ofRohypnol.
Valium was also mentioned on one occasion as sdtin§l - $2 per tablet. Having said
that, it appearghat most respondentsbtained benzodiazepines eitierough scripts or
from friends whohad recently obtained pills onszript. Purchasindpenzodiazepines on
the street appeared to be a backup strategy - people had,dmutedid not seem to regard
it as the standard or primary route to obtaining them.

Q  What's the minimum price?
R1: You can only score $50 or $100 - yaan gohalveswith someondut dealers
will only sell $50s or $100s.
Q  Heard anything about ..
R1: $7 - no, that doesn't exist.
Q  What about benzo prices on the street?
R2: 4 for $10 or 2 or 3 bucks each, but | get them prescribed and a script costs $18.

All respondents were asked about the availability of other opiates at the moment. Morphine,
almost universally in tablet / oral form, was mentioned as being available by respondents in
13 of the 21linterviews.Only two respondentsnentionedcost, which inone case was

“$30 for a bottle” and in the other $15 for a 30 mg tablet. Pethidine was mentioned as being
available by both the Balga interview groups but nowle¢se. The cost mentioned by one
respondent was $20shot. One of theBalgagroups alsamentioned that palfium tablets

had beeravailablefor $25 each.The sole Wanneroo respondent (interviewed last and
severalweeksatfter all other interviewing had finished) alstaimed thatsmoking opium

was currently easily available, but no other respondent had seen asydoalyears. One
Northbridge respondent said he knew of somewhermgetanethadone on thereet, but

again, this was a sole response.
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In the earlystages ofthe interviewingprocess, respondenigere asked if they thought
usingalcohol or benzodiazepines ever influenced the decisisode heroir(ie. made it
morelikely). Most respondentseemed to regard tlgpiestion as meaningless and it was
dropped inlater interviews. Only one respondent said he thought drinkimgade a
difference, in that if hevas suffering withdrawal symptontisen drinking alcohofput an
edge on ifthe craving]” and made him more likely to want to score.

Approximately a third of thevay throughthe data gatheringhase twaopeople raised the

issue of exchanging goods for heroin, and a question about this was then put to most of the
remainingrespondentsComments werenade inseven interviews about dealeking

goods inexchangefor heroin. Most respondentseemed to feel theyere getting a
reasonable dealut of it - that, for examplegoods with a $10&alue at apawnbrokers

would bereadily exchangedor $100 worth of heroin. Some respondents differed,
however,and statedthat dealersipped them off when taking goods inexchange for
heroin.

Q Do dealers take stuff you've nicked direct?

R1: Yep. Heaps of clothes - I've got bugger all clothes left at home.

R2: Neither have I. Shoes ..

Q  They give you gear for clothes?

R1: Clothes, jewellery, shoestolengoods, everything-or a 68 cm TV wenly
got a $50 packet for it because we wthat desperate. We salflst give us a
fifty for it” because he didn’t want to come and pick it up.

Onerespondent also mentionedlealerwho delivereddoor-to-door by using different
customer as a driver each day in exchange for shots of heroin along the way.

When respondents were asked if they usually scoreth@ffamedealer, 19 (47.5%%aid
they had a regular dealethom they usedalmost exclusively, and another figspondents
(40%) saidthey dealt mainlyith a smallcircle of two to four dealers, usually with one
predominating at any given timé@nly threerespondents saithey dealtwith “anyone we
bumpinto” but two ofthese people also add#uit they normallyonly dealt with one or
two dealers but were between dealershat moment due to the disappearancetheir
regular dealerOnerespondent said he had a singlebile phone number healledwhen
he wanted toscore, but the individualwho turned up tomake the deliverywas not
necessarily the samperson all the time. Whendiscussing changing dealersmany
respondents describedpattern that could be likened to semabnogamy - one regular
dealer superseded byhe next, superseded bthe next and so on as dealdsscame
unavailable or as other dealers became known for better deals.
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R: | had about 4 different dealers and I'd work my way through them ufitilrid
one. And in the city, everyone knows everyone, sonieone gets goagkar
everyone will go to himthen thenext day someonelse will have it and
everyone will go to him - word gets around pretty quick.

Respondents were asked whether dealers were providing information taboraiative
strength ofthe heroin theywere selling.Elevenrespondents (27.5%gaid dealers were
giving consistent information about thelative strength of deals, witAnothersix saying
their dealers occasionally provided warnings about increases in strength:

Q  Ever been warned “watch out for this - it's particularly strong” and it has been?

R1: Mmm .. Well, what about that time with

R2: Yeah!

R1: She came over and said “Take it easy on this, two people OD’dashnight”
and we thought she was just having us on to make us think it wdsostéar
and then | was mixing up and then R2 was watchingiéwesand came in and
said “Oh two people droppedast night!” and | said“Oh no!” and had about
$12.50 worthandwoah!, it wasinsanestuff. Therewas no way | wagoing
to go $25 or $50 worth after I'd heard 2 people had dropped on it.

Twelve respondents (30%) said dealers warned of quality as a selling point more than as an
actual indicator of strength, and the remaining mespondents said dealers never warned

of relativestrength or provided any other information. Some individuwai® dealt with
peoplewho gavelittle or no information werequite scathing about, suggestingthat
dealers“don’t give a fuck -all they want is your money'Finally, atleast oneperson
suggested that being warned of strength by dealers did not necesséelsny difference

to use patterns:

R:  One dealer in particulawas warning methat peoplehad been droppingff it.
But | just didn’ttake notice, youknow, like “wicked, good smore itis, more
I’'m going to besmacked”so, that's theway you think when you're on the
stuff, you know .. yodon't save ait for later, you just,[makes hitting up
motions]you know.

Using Heroin and Other Drugs

Almost all respondents saithey had used/injected in the street or in public space at some
time, and that this was a common practice. There were a number of rgasorfer drug
use in public space, but the major one e respondents wergving at home withtheir
parents,and therefore could nohject in their homes. A secondaryhut common,
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explanation, however, was that respondents wantegect assoon as possiblafter they
had scored. either because they did not want to be caught by police when they were holding
drugs or, more usually, because they did not want to wait to use the drugs.

While almostall respondentsalked of using onthe street or in public space (eg public
toilets because they were private, out of the windamdainedrunning water; backlleys
and/or bushland or parks) most aladicated that theyised in arange of other places
including friend’s housesand (less usuallyfars. Almost no-one used drugs dheir
dealer’s house. Those who were living with friends or partners, rdteparentstended

to use at home, which, for those who could, weeferable taising inpublic places. One
couplewho had been living with parents describgging intoilets as“just horrible” and
said, with relief:

R:  Now we’re back in we just do it in the comfort of our own room.

To some extentthe place ofuse was opportunistiand stronglyrelated to the place of
scoring. For example, one partner in a Northbridge couple said:

R:  When Ihad my regular dealer wased to pick umnd gohomeand that, but
now I'm just scoring orthe street angust going inthe toilets ..just to get it
out of the way, you don’t want to be walking around with it.

And another respondent said that he used to use in toilets because they were across the road
from the dealer'siouse.Anotherrespondent described where she and her boyfriend used
in the following way:

R: If we go to score we either go to the toiletshe closesshoppingcentre or sit
in the centre of a park where you're behind trees and can see.

Almost all injectingtook place in the company afthers,and only a few respondents had
ever injectedalone.Only two respondentsndicated a preferenctor using alone: one
because he saithat others wanted to use hdrugs, and the other because he was
concerned about the transmission of blood beinees.Several thoughthat using alone
was the sign of dependence:

Q Do you prefer using with other people around?
R:  Yes.It's better. 'Cause byourself is like ..that's when you knowyou're a
junkie.

Of those whoused/injected in the company otfhers, most saidhat ‘safety’ (fear of
overdose) was a concern. Many also said, however, that they used withbettarse the
drugs were scored and split between groups of friends, lovers and/or siblings.
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Non-injecting routes of administration

Only eight respondents said they had used heroin by non-injecting rowtdministration:
in most cases this was ‘snowconing’ (smokiregoin on aong, with powder sprinkled
on top of marijuana: the same approach canubed for smokingother powders,
particularly amphetamines). One respondent said hédmaokedrocks” in a bong(it was
not clear whether he had used marijuana) and two had ‘chasdchffue’ (inhaled vapour
from a strip of foil).

Q  When you smoked it, how did you smoke it?

R:  Putit on alfoil and spotted it. Chasing the dragon.

Q  Where did you learn to do that?

R: I'd seen someone do it wittash oilfirst then Iread upabout it [heroin] that
you could smoke it. So | thought “I'm not goingstmoke it in mycigarette” -
I've done that before - “but I'll just do it like hash”.

Onerespondent said he had snortegtoin. All but one of thosevho had used non-
injecting routes of administratiomdicated thathis had only beemxperimental andhat

they preferred to inject. The one exceptwss anolder malewho said smokindnad been

his initial route to addiction andhat hehad only shifted tanjection after becoming
addicted. A few of those who had not smoked or chased said they had heard of it, or seen it
done.

The majority, howeverhad neveused orheard of othersising non-injecting routes of
administration withheroin,and there were a number of commentghi® effect thathis
would be a waste of heroin andtbat the‘rush’ (only obtainable by injectingjvas the
effect thatwas soughtOnerespondenbelieved thathis wasbecause smoking tockoo
long™

R:  Smoking takes 2 minutes but injecting takes 15 seconds to reach the brain.
Injection Risk Reduction strategies

The main question here was whether respondents, when injecting, used haihjettiua
first and waited to feel the effect befausingtherest, as an overdoggeventionstrategy.
Some response to this question was given in all but one of the interviews.

Ten respondents said they hagkd, or would useialf of theshot first andwait a while
before having the second half, undertaincircumstances. In most cases this would be if
they were warned by the dealer that it was really strong heroin, or if they were leigg a
shots (two respondentsentioned$100 deals)Others saidhat they mightuse half and
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walit if the strength of the heroin was unknown. The periotingé thatrespondents would
wait was, in most cases, unclear.

One respondent, who claimed to inject twice (ie use half and wiaéh hisdealerwarned
him of anew strong batchbelieved thatthose who used drugs jpublic spacefelt
pressured byear of the police to inject aguickly as possible. Herecounted a recent
experience when he and others were using abaeh of heroin and the police started to
approach them, so people injected rapidly to get rid of it:

R: It was already cooked up and everything, we were fucked otherwise.

In contrast to these, there were a few respondents who typigatiyed inthis way. Two,
for example, said they preferred to uesf of the heroin and thdeave therest untilthey
were coming down:

R:  Myself, I'll normally leave half in the spoon and &esv the first half hits me,
and if I'm satisfied off that I'll just sucthe rest up into théit and goput it in
my room or something fance Istart comingdown. Thatway I've got two
shots instead of one. So I've never dropped myself which is good.

Although only a minority claimed to use half amdit, most respondentsad heard of this
as a risk reduction practice, but stiey did not dat. A variety ofreasons for this were
given: the dealvasbeing shared anyway; respondeasedthe same dealer so that they
knew whatthey weregetting; users werégreedy” and wanted to usall the shot atonce
and so on. One respondent said:

R: I know me limit and | know a fifty’s not going to drop me, no matter how good
it is.
And another believed that if there were other (users) around:
R:  You'd lose out if you mucked about like that.
Finally, respondents in one group said:

R:  You should [use half and wait] but you don't - it might be too muckidorto
handle, but you don't think of that at the time.

Use of heroin with other CNS depressants

Respondents were asked about their use of heroin with benzodiazepines and Mtusihol.
respondents useddenzodiazepines (Rohypnol oroheys’ were most frequently
mentioned). Only six respondents said they never used benzodiazepines.
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A number of respondents specifidtht theydid not usebenzodiazepines witlheroin,
because theynderstoodherisks of overdosealthough sometimes thessks could not
be avoided:

R: If you knowyou're going to have botlfheroin and benzodiazepinesinost
people would not take tHeenzosbut if you knowyou’re not going tayet on
for a while, you’ll take some,but you hope they’ll havevorn off bythe time
you get your smack.

Four respondents, howevatescribed usindgenzodiazepines tboost heroin: one, the
most extreme case, said Rohypnol made heroin last longer, that he took pills beftee or
injecting and that he used to use up toRe&mypnol with heroinput had recently reduced
this to two or three because he had become aware of the dangers.

Most commonly, benzodiazepines were used as a substitute for hertaike the edge off
withdrawal from heroin or as an intoxicant in thewn right - sometimes with alcohol.
One mandescribed the violencthat could be associateslith using benzodiazepines,
particularly when they were mixed with alcohol:

R: I remember having alcohol witoheys once. | went bezeskyonewho came
near me I'd lash out. | ended up bashing my mate really badly .. Tdrattker
reason people take roheys - to pump themselves up.

Othersusedbenzodiazepines twalm themselveslown” or to sleepand oneman, who
was in supported accommodation said:

R:  Out here | don’t know nobody, $8 go and have afew pills, something like
that. It's just to escape reality for a little while, have a few drinks andgautie
pills and getoff my head andwake upthe next day and think “what
happened™?

Therewas little discussion ofmixing alcohol andcheroin, and of those respondents who
mentioned that thenew it wasnot a good idea, most were not tearwhy. One man
saidthe standardoracticeamongsthim andhis using peers was to drink bourbbefore
having the heroin, which he said made thél better afterwards”He did not seem to be
aware that this could increase the likelihood of overdose.

Knowledge Of Overdose Response Strategies and Experiences of

Overdose.
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This section is broken intizvo sub-sections: people’s understanding of what to do in an
overdose situation; and people’s experiences of overdose situations - in particular, people’s
experiences with emergency services.

Overdose Knowledge

Three questions addressed respondents’ knowledge of how to redbghssemeone was
overdosing and what to do about it.

Respondents were asked if they knew of any sigmallté someone had overdoseather
than justfallen asleep. Oparticular interestvas knowledge of ‘snoring’, athe gargling
sounds that precede cessation of breathingnthe centrahervous system isufficiently
depressed. Fivpeople(12.5%) said, unpromptethat snoring was alangersign. Nine
others made mention of specific experiences involving snoring once prompted:

Q  Ever heard of someone talking about snoring as a bad sign?

R:  No, but now that you mention it, the bloke | lived with [who usaidfe ever
done wagyurgle andsnore away used to spin me ouspeciallywhen | was
trying to watch telly. I'd punch him ithe head you know, when someone is
snoringthat usually stopghem,but it never stoppetiim. Hejust snored so
loud.

Other signs that someone had overdosed rather than just fallen asleep were also brought up,
including:

R1: Breathing pauses, gasping, mumblingnd colour changes, especially
fingernails.
R2: Then they go blue and start gargling 'cause their lungs are collapsing.

Mumbling or absence of speeethen prompted, eyemlled back into thehead, and
absence of breathing or pulse were also mentioned. Some respauwtemtsnted on the
difficulty of telling the difference between someombo is just ‘onthe nod’ and someone
who is overdosing:

Q Has anyone heard any signs people have OD’d rather than just fallen asleep?

R1: No, no, how could you [tell] - you'd think they’d just gone on the nod.

R2: Yeah, you'resitting aroundwith a whole bunch of friendand they’re all on
smackand they’re all nodding, it'snot like you're going to g@and [mimes
violent ‘wake up!] .. You're not going to spoil it for them.

At least onerespondent appeared to regard beingtlom nod asthe same thing as
overdosing. Respondents in siterviews said they monitored frienggho were on the
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nod bymakingsurethey did not becomenconsciousgcheckingpulsesregularly and/or
squeezing hands amehiting for a response. Couplésterviewed were particularliikely
to monitor each other in this way.

Respondents were asked in both the quantitative pre-interview questionnaire and during the
interview whether they had had first aid training, ansiaf howrecently. Inthe interview,

12 respondents (309%j}ated that thepad receivedcourse-based training withithe past

two years. Only two respondents had had absolutely no training andeasvhat to do if
someone stopped breathing. Every other respondent had either some training at some point
(frequently in school) or had picked up som@imum level ofknowledge (eg roll the

victim on their side, clear mouth, breath for them) from friends or self educationlebstat

two cases respondents had self-educatied “having friendsdie in myarms” or similar.
However a number of thosehose training had occurred more than five years ago
expressed doubts as to whether their vague memories of first aid instruction would be good
enough to actually be of any use ineamnergencysituation. In one interview, respondents
stated that although they had done first aid as part of the Bkedallion inschool,they

would bereluctant tousethatknowledge out of feathat theywould makethings worse.
Although the question was asked afearly all those with reasonablyecent first aid
training, no-one had any overdose-specific training.

Anecdotalreports suggedhat in at leassome parts oAustralia street remedies exist for
the revival of overdosevictims which include injection of the victimwith salt water,
amphetamines or other agents to ‘help’ the viciRespondents were askedtliey had
heard of “anything you coulhject someone who has overdosed withh&dp them” in an
effort to see if such mythologiese present amonggbunger users in Pertl©Only three
people had heard of injecting salt water, but none had actually doneall argte dubious
about its efficacy and stated they would rattedr an ambulancand/or do regular first aid
than“mucking about trying to work out how much salt to use and thato of these three
hadcomefrom Sydneyrecently and said they had heard abouhédre. In onenterview
respondents had heard of using amphetamines, but had never donegaiarsated they
would ratheruse conventional firstaid andcall an ambulancéefore attemptingsuch a

TSt Johns Ambulance Senior first aid certificate, a standard coacgéresrenewing eventwo years to be
regarded as current.

National Centre for Research into the Prevention of Drug Abuse February 1998



30 Forgetting to breathe: opioid overdose and young injecting drugerérs i

measure. Respondentstimeegroups mentioned injectiorwith adrenalin, but only as a
joking reference to the movieulp Fictiorg.

8 The movie features a black-comic sequence in which a character mistakes a large pile of hevoaintor

and snorts a huge line of it before passing #uiother charactelfinds her and, in @anic, rusheder to a

dealer friend who responds to the emergency by using a monstrous needle to inject adrenalin directly into her
heart, successfully reviving her.
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Overdose experiences and emergency services

Respondents were asked to desctiteelastoverdosesventwhich they had experienced,
whether theiown or someonelse’s.Out of the 2linterviews, two interviewsnvolved
people who had no experience of overdose, and in another three no specdiasesvent

was described. Aotal of 19overdose events were described in response to this question
by respondents in the remaining 16 interviews. Of those 19 overdose eveatsudance

had been called on 1(58%) occasions. In four of those 11 casesvictimwastaken to
hospital, in another three the respondent/s were unsure or did nottlsayidtimwent to
hospital, and in the remaining four cases the victim refused to go to hospital:

R: loverdosed outside _ [retail outlet] and | was just walking orwtineback
from this dealer’'s house and | collapsed on ¢eenent. This wathe first time
I'd seriously OD’d. Ancthis ladycalled the ambulance angtuff and gave me
CPR and mouth to mouthand that andrevived meand | was up. The
ambulance wanted to take me but | didn’t go batk them. | stood upnd |
was still felt unawarethat | was going to go over adrop again but | just
wanted to get on the train as quick as possible so | could be around people.

The reasons why people did not want to go with the ambulance are discussed detaiore
below. Inthree of thecases where aambulancewas not called, therespondent/s had
driven thevictim directly tohospital themselves. liotal then, ofthe 19overdose events
described in response to this question, 14 (74%) involved the victim being attended at some
point by emergency services.

The question of at what point an ambulance ealled (if at all) is relevant. There is some
suggestion irthe data that ambulance®recalled as a later or lasesort: that is, if the
people witnessing the overdose found that they were not able to assist. For example:

I: How bad would someone need to get before you'd need to call an ambulance

R: If they'd stopped breathing kind of thing. And if, | dunno, gowldn’t revive
them withinfive minutes byslapping themaround andputting water onthem
then, definitely, call an ambulance then.

Other respondents said they called ambulafiEsause no-one knew what to da’hereas
in some cases where ambulances wetealled it was because thetas someongresent
who apparentlydid know what todo. In two of the five cases where nemergency
services were involvedhe victimhad stopped breathing amehs revived via mouth-to-
mouth. In the remaindehe victimhad not stopped breathing but requieadernal stimuli
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such as slappindyeing walked about and/or placedder cold water to helihem regain
consciousness.

Factors which influencedhe decision tocall (or not call) emergencyservices to an
overdose were oparticularinterest. Three particular factordiscussed with respondents
were fear of police attendance; cost of ambulance services; and having to go to hospital.

Respondents were askedtliey would be worriedabout the policeshowing up ifthey
called an ambulancéor someone whaad overdosed. Respondents ten of the 21
interviews were awarthat policewere no longesupposed tattendoverdosesalthough
respondents ithree ofthose cases said they weseeptical abouit: in at least one case
because of first hand experience:

Q Is thereanythingyou guys think we should knoabout overdosethat we
haven't asked you .. Is there anything you’'d like to tell the government?
[laughter]

R1: Yeah, I'vebeen toldthat if there’s anoverdoseand the ambulancgoes to it
then the police won't go to it, but that's been proved wrdfay doget heroin
overdoses and the police do rock up to it ..

R2: [I've seen them just like, we were calling an ambulance up the other nilgéit at
party, | called the ambulancdor that chick, and five minutedater the cops
rocked up before evethe ambulanceyot there.They got called up straight
away and they go “what’s going on here?”

Q How long ago was that - a couple of months?

R2: Last Friday. [September 1997] We had about 3 cop cars at the house.

Respondents in anothéhnree interviews, although unaware aurrent non-attendance
protocols, stated that thewere not worried aboupolice attending either becaude
wouldn’t bethere” (whenthe ambulance arrived) or because theye alreadyknown to
police asusers. Respondents amly two interviewsstated that theynad concerns about
police attendance which might influence their calling an ambulance:
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Q Whatabout thecopsand that - if you called an ambulancevould you be
worried about them showing up?

R1: In away, yeah, .. Yeah, you would be, 'cause you're thinking they’d bust you
and ..

R2: Then they're going to ask you where your dealer lives, then they’re going to go
and bash your dealer up

R1: Yeah,all the questionsand shit like that,that's why peoplethink twice about
calling ambulances but .. '‘Cause they’ve got the police worry.

Respondents in one grompentioned a concern about having their naatesched to an
overdoseevent(through givingtheir namesvhen calling 000 or through questioning by
police) for fear thatwould later cause thensome sort of problems. Alhe other extreme,
respondents in another interviamentioned a recerdverdose in aar park in the city
where they had called passing police officers over to help, who ircélled an ambulance
and, aside from some rudimentary questioning, left the respondents alone.

Respondents in 12 of the 21 interviews discussed the isarmalmflancecost, and inthree
cases the topic was brought up spontaneously by respondents:

Q  Ever worried about the cops when calling ambos?

R:  No, 'cause | know the ambulancdsn’t supposed tcall the policeunless
someone has died.

Do you remember where you heard that?

No. But | nevercall an ambulance becausgs $295 for somebody .. If the
person hasstopped breathing I'd call an ambulance, but if they'restill
breathing I'm not going tavorry - I'll save themthat money.’Causel’'ve had
peoplecall an ambulance on me - Wwas ondexamphetamineand | started
hyperventilatingreal bad sothey called an ambulance arttiat happenedhree
times in one day and it was $295 times thrbead tofork out .. So Iwouldn’t
call an ambulance for anyone unless they really needed it.

D Q

Two other respondentsnade similar comments aboubt calling an ambulancéon
somebody’unless absolutely necessary, due to the cost. Two respondentsraisented

on the social side-effects of ambulance bills, suche@tsy harassed by parents abitetir

bills. Onthe otherhand, four respondensaid they never worried abotlite cost because

they never paid theibills. Some respondents said cost wontit stopthem calling an
ambulance because the person who had overdosed would be the one who had to pay, and it
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was"“their stupid fault they dropped anywayfFor most respondentke attitude seemed to
be summed up by:

R:  I'm not really worried about it, | just don't like it.

Social factors surrounding the actazfiling an ambulancerere mentioned byespondents

in severalinterviews.Onerespondent said Helt it was the responsibility of thgperson

whose house it was toake the call - if itvas your house, you should cdilyt if it was
someone else’s housgou don’t want to step out oline” by bringing attention on the

place, and it should kiheir choice whether tmake the call onot. Havingsaid that, he

added that if it was a close friend he would call the ambulance regardless. Two respondents
said theywould be scaredbout their parents finding out about thege (orassociation

with users) if arambulancewvas called.The role of emergencservices inattracting other

kinds ofintervention will bediscussed furthebelow. Finally,and at the other extreme,
respondents in one interview mentioned people they knew who had been socially ostracised
for not calling an ambulancir someone whiad overdosed artien died (in one case
leaving thebody and nottelling anyone about ifor 12 hours). Several respondents
commented, when asked about the relevance of cost or police atterfddmoceareswhen

it's life or death?” even if they later qualified theremarks by saying thewould leave as

soon as the ambulance arrived.

Respondents with first harekperience of ambulance attendances generally had positive
things to sayabout ambulancefficers, but several complainethat ambulanceofficers
were“always just in this big rush to drag people off to hospitaistead of assistingeople

on the spot.

Only five of the 40respondents (12.5%)ad been to hospital as a consequence of an
overdose, with respondentsanother thregroupshaving some comments toake as a
consequence of relatives’, lovers’ and friends’ experienadscomments made about
hospital experiences were negative. Some responadentplained thathospital staff
(particularly securitystaff) “treat junkies likeshit’, and one respondemomplained of
‘unnecessary’ administration olNarcan, but most complaints revolved around the
connection between hospital treatment and other forms of intervehkiennvolvement of
parents was mentioned by several respondents:
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R1:
R2:

Q

R1:

'Cause the first thing is, “we’ve got your son here, he’s OD’d, blah blah blah”
My father almoskilled me. After Igot out of hospital, wentround to my
dad’s and | didn’tknow that he alreadyknew. Hegrabbed me by the back of

the hair, straight into thevall. “Aww .. What asthat for?” - my nose was
pissing out with the blood. He picked me up, threw me across the patio, picked
me up againthrew me intahe pool. “Do that shit again | swear toGod you

won't be doinganything forthe rest ofyour life!” My old man is a bigloke

too.

Do you reckon they should change the way they do stuff at the hospital, so they
won't tell your family about it?

Yeah!

Another young respondent brought up welfare intervention:

Q
R:

D Q

DO TQ

D Q

D Q

[Talking about Narcan]. which they administer on the way to hospital
Yeah, and when you gethospital welfarestarts talking toyou and they start
involving the cops and everything.

Tell us a bit more about that.

Um, well, my boyfriend went twospitalfor OD’ing and |Iwent with him, or,
went with his munthe dayafter and hewas sitting in the room talking to
welfare and they werethreateningthey were going to involvthe police and
stuff. That if he didn’t say something ..

How old is he? Or how old was he then? Sixteen then?

Well, he’s, it was just, not long ago, early this year and stuff like that.
What did they want him to say that they were ..

Oh, I don’t know reallybecause itvas justlike, theywere sayingoh”, like,
“where do you gett” and stuff like that,they want tcknow where youget it,
how much you buy it for and stuff like that .. And they want to labmat the
sex and stuff and ..

And if he wasn’t going to tell them they were going to call the cops in on him?
Yeah. And because they asked him if he uses at home said lyeahand no,
and that's when they started threatening him with the cops.

Did you say his mother was with him at the time?

Ah, yeah, she come up the next day.

Oh, she wasn't there at time when welfare were talking to him?
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R: No. Well, havas with some friends in _ [southernsuburb], and then he
went to ..Perth .. Hospital?Children’s ward .. yeah. Andthen meand his
mum [indistinct] his mum, and we went up there together.

What did, did welfare and that hassle his mum when she came up?

No, she just told them where to go.

OK. But they didn’t start talking about his ..

Ah, they started talking about it, saying he w@syoungand everything, and
his whole life ahead of him and stuff like that and just saying if theygvany
worries, or if she’s got any fears that, yknow, going to ODagain, just ring

DO TQ

em.

Respondents in dast three interviewyroups saidheywould far prefer to béreated on

the spot by ambulance crews than be taken to hospital. This included the use of on-the-spot
Narcan. Several respondents made comments that seemed to indicate that they felt that there
was little or no point dragging someoneff to hospital once they had regained
consciousness.

In generalthen, respondentseemed to dislike going to hospitahless absolutely
necessary becausewss inconvenient andblew the night”; because hospital staff were
perceived as being likely to administer unnecessary treafstt as Narcan) and bave
little regard for respondentsiuman dignity(as users); andnost overtly,because they
were concerned abotlie possibility ofattractingunwantedattention and/ointervention,
be it from police, welfare or parents.

Respondents were asked what they knew about and what their experiences ofAgagcan
as well as what they thought abahe idea thatNarcan should bevailable over the
counter.

Only two respondents haleen injectedwith Narcan. Neither particularly enjoyed the
experience:

Q  You said you'd been taken offospital - isthat something youyprefer not to
do?

R: Yeah, or, well, it depends on hoserious theoverdose is. If Iregain
consciousnessprefer not to gobecause | prefenot beinggiven Narcan, |
don't like it. [Like, the first time | got Narcaned], all | remembemiaking up,
they [the ambos] were ripping my shidpen, mybrand new Champion shirt,
and putting all these things on my chest and I'm like “what’s that, whi@t®’

- this is the first time | OD’d right. And they gae’ll just giveyou something
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to wake you up ait” and said “I'm still going to be stonedight?” And they
didn’t say nothing, they just pushed it in and | felt this full on rush coming and
got up out of bed but Wwas strappeddown and shit and | was just“this is
horrible shit, what is it, it's making me feel warm and yukky, what is it?” It felt
like | was on speed or something.

Q  And that was Narcan?

R: Yeah.

Some respondentomplained that ambulana#ficers and hospital staff were overusing
Narcan,andfelt that itshould not beadministered to thosetho werestill more orless
conscious. Aside from those with first-haexperience ofNarcan, respondents another
three interviews knew peopieho had beennjectedwith Narcan and respondentsrime
interviews had at least heard of it although they had varying degrees of understanding about
what it did. Surprisingly, respondents the remainingseven interviews said they had
never even heard dflarcan. All respondents with first hand or good second hand
knowledge of Narcan agredhlat peopledid notlike having Narcan administered because
of the loss of the high. When totdat the effects oNarcan wear off in 30 to 45 minutes,
some respondents seemed to regard this as being bespEnt, and one respondefiat

out refused to believe it:

Q Do you know itwearsoff in about half an houandyou getsome ofthe high
back?

Uh .. do you?

Yes

Are you sure? .. How do you know that?

Because that's what the ambulance people tell me

Well | don’tbelieve thatI’m not saying you're diar, butI've just got no ..
just that everyone I've seen who's been done never come back stoned.

DO DO

Despitethis, almostall respondents thouglthe idea ofhaving access to Narcan over the
counter or distributetike FitPacks was @reatidea. Ofthe five peoplewho expressed
reservations, one suggested you would need to provide good information thiteatsaid

it was stupid becausgou can’'t Narcanyourself,canyou”, and ondelt that it was better

to leave it to the emergency services than to get users to do it.

Finally, respondents were asked if they had any ideas for improving servites people
would be more willing to use them. Two respondents mentioned the cost of ambulances:
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R:  Instead of chargingou [for ambulanceattendancelhey should just put it on
your health care card. 'Cause wwy ourtaxes, so they shoutmbverus, you
know.

Respondents in six groups sdidat they just wantedthe police not toshow up.
Respondents in two groups said it wouldbegter if ambulances dathat was necessary
on thespotrather than taking people to hospitl the time. Another respondent said
Narcan should be used as a last resort rather than a first resonbhianceofficers. One
respondent (whdad no first haneéxperience of Narcan) saamnbulanceofficers should

be able to administerNarcan intravenously rather than just subcutaneously or
intramuscularly. Finally, one respondeatently fromSydney saidhereshould bemore
detoxification facilities:

R: Because irBydneythere’s a lot of placegvhere youcan go andyou can just
like you know, they don't pay, ask you for money amd anything likethat
and you can just go there and likdhven you’rehanging outyou find ithard to
eat and sleep and athat sort of shit but ..They dohavebedsandfood there,
and showers and stuff like that and .. there should jushdre placedike that
where people can just go and shit because .. when | was hangilagtdime |
was on the street and, jeez .. You just feelrbkbing someone, so but you
can’t run so .. [laughs] you give that a miss ..

Exposure To And Opinions About Current Harm Minimisation

Materials And Strategies
See Appendix 2 p. 78 for copies of materials

Respondents were shown a seriegdifcation materials including the Western Australian
‘Horse and Hammer’ postcard amubsters andhe black‘Heroin’ card, and theSouth
Australianpostcards, postend fridge magnetdhe black cardvas very populawith

those whohad not seeit, and respondents often askedkeep them(although probably

more for the face tharfor the reverseside). The South Australian materialsvere less
popular although some respondents sh@y wereattractive(perhapsmorefor the design

than thecontent). Disposable resuscitation shields were demonstrated and distributed, and
were very popular.

Most respondents had seen bdkie ‘Horse and Hammer’ cards and/@osters and the

black ‘Heroin’ postcard. The South Australian materialsvere lesswell known: 11
respondents (27.5%) had seen some or all of them. Only one person said she had the fridge
magnets in her house.
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Not all respondents discusséte comprehensibility of the materials they lsa&n.There

was some specific discussion by 11 respondents about the termit*sim&d inthe South
Australian materials (as in “Don't slow it alone”): only three had underskabthis was a
reference tdheroin, although one commentdtat this wasnot slang used iWestern
Australia. Others thought that it might be a reference to ‘gslioger’ (ie notusing drugs

too quickly) or something to do with Narcadther commentabout the comprehensibility

of the South Australian materials included a failure to understand the slogan “It's rarely just
the H”, and some respondents mentioned their perception that there was confusion amongst
younger people abotite correct emergency numberriog (ie 911 as inAmerican TV

shows rather than 000).

There were some positive comments about the educational materialghake ancluding

that they werauseful, good tkeep aroundor emergencies or goodideafor those who

did not how to do CPR.One respondent said she h#ehrnt to checkfor vomit or
obstructions in mouth/throat befotiting the head backor mouth to mouth from one of

the cards, and she believed that lots of people had similarly picked up specific tips from the
cards.

Less positiveresponsedncluded comments that the materialsre not specific enough to
show someone whalid notknow what to do how toesuscitate someontiat while the
cards had beerseen,they had not been readhat most peopleknew most of the
information on the cards already, that people ptie attention to materialsuch as these,
andthat theywere not useful as an informati@ource.One respondentommented that
postcards were too small and that posters were preferable.

Onegroup ofthreerespondents saithat the black caravas ‘Oeceptive” because deaths
were blamed on the strength of heroin:

R1: [ wantto know who printed that [the black Heroin card] and why?

R2: So junkies can stick it on their wall!

R3: But it'snot justheroin killing people, it'speoplemixing alcohol andValiums
and temazepams, lots of them, and then having heroin too.

In terms of the current (at theme) televisioncampaign, which consisted of two
advertisements, onshowing the black ‘Heroin’ message,similar to the black card
(although the black card was designed independently of this campaign) askloaneg a
young womarnlying on a slab inthe morgue, comments weranade in 12 of the 21
interviews. Most comments were negative, timat the commercialsvere thought to be
ineffective instopping youngpeople alreadyising heroin from doingo. These included
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comments that they did not present information not already known tesihgcommunity;
that thebody did not lookreal; that theonly peoplelikely to be influencedwere little
children or peoplevho wouldnot use heroin anywayhat thebody inthe morgue was
“pretty funny’; and that the messageas not strong enough ameeded tshow injecting
or needles.

One long comment, quoted below, referredhi® advertisements on trains takesm this
campaign:

R: 1 don't like them .. | see it aihe trains aswvell, where theyhave“Heroin on
our streets igwice asdeadly” - noit’s not! It hasn't got any better. think,
when | look at itjt's just such a darkdeathly thing to just have out on the
streets - in avay it's good | supposéecausat’'s showingpeople whateally
is out there, but there’s people, little kids astdff, that shouldn’thave tolook
at that. And that girl in the morgue -dunno, Ihavemixed feelingaboutit. |
think it would have a lot more effect if thelyowedthe beforeand after if you
didn’t useand if you didn't use what a persowould looklike - that would
work with me. People see a person dead in a morgue, they think itapkker
something“oh, that's nevergoing to happen tome” but if you're using,
everyone looks like this in the end

A similar comment was:

R: Have[a TV advertisemeni)pf someone throwing up with a photalagir vomit
in the air throwing up. Dathings like that, not thingthat try and shockyou,
because it's bullshit. Because the ads on TV saying “the heroin on the streets is
twice asdeadly” blah blahblah, becauset’s not - it's not at all. A couple of
years ago the heroiwas so muclbetter. The heroin isnot twice as deadly or
good now. It’'s just bullshit.

There was also discussion with some respondents #i®'diob in adealer aspect of the
current campaign. One respondent thought that it would lead to violence as ubetayot
up under suspicion of having dobbed othsers in,and another argudatiat themessage
did not differentiate between dealewho usedand dealersvho sold drugs fommoney
alone, orbetween dealerwho wouldsell to anyone compared to dealeiso would not
sell to young children.

February 1998 National Centre for Research into therPoé\&miy Abuse



Forgetting to breathe: opioid overdose and young injecting drug users in Perth 41

A final comment about the TV commercialgere that thecorpse shown was women,
while the majority of those who were dying were fmen

To close theinterview, respondents were asked to suggest ways or messages to assist
young people to avoidverdoseMost interpreted this as an opportunity to preshsir

own overdose prevention strategy. In the first place, there were a series of comments about
the need tpersuade youngeople not to stamising drugs irthe first place, or to stop

using, including onecomment that primary prevention materiglsould emphasise the
power of addiction involved:It's powerful, not like dope or something”

A second group of suggestions contained practical advice for avoiding overdose:

R:  Just tell them like, stuff, you know, if you get a whole lot of it tqust half at
a time. Youknow, see,take abit, see what it'dike. Then yousave abit for
when you’re coming down, you know. ‘Cause that’s the best '®aysethat
way when you’re comingown, youjust haveanother lotthen you're just
back up again .. Got no chance of overdosing then.

Other commentslong these lines included advice to take thight amount” for body
weight and tolerance, and not to take large doses, and suggestions about not mixing drugs:

R:  Don't pop pills or take anything else with it. If you are goingatce pills, have
the smack first and see how youtgenonly takeone ortwo pills at apop to
see hovtheygo before taking more.

Other respondents wanted to see educational materials with better resusog#timbions,
or called for the introduction of a test kit thegerscould use onthe street to establish the
strength of their herain.

The Rockinghangroup madesome comments whichuggestedhat theythoughtthere
was little that could be done to stop young people fimtiating drug use,andthat people
had to work it out for themselves, although novices could be encouraged to lodkeifter
mates.

T One might also add that the corpse shown was a young woman, while the majority of thage diyigy
are men older than 29.
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SUMMARY AND CONCLUSIONS

The final section othis report haseen structured a®llows. Firstthe quantitative and
qualitative data aresummarisedand, where appropriataglated to the literature on
overdose One ormore recommendations are made atehd of eachsummary section.

The summaries are followed by a more general statement about what has been learned from
doing the research, and recommendationgurther investigationThe reportends with a
re-statement of all recommendations.

THE STUDY GROUP

This is a group ofpredominantlywhite, male young people.Their non-Aboriginality
should be notedAlthough datawere notcollected on ethnicity other than Aboriginal or
Torres Strait Islandewrigin, fewerthan five respondentappeared to be from any other
than an Anglo-Celtic background. Around half of the group were unemployed and many of
the rest were still at school.

There were apparently high rates d#tention,particularly among thenales. However,
there may have been misunderstandings about the wording of the questiorytiddneen
in prison (or youthdetention centre) within the last five years@th some ofthe young
people who were enrolled in Ministry of Justice Court Diversion or gitmgrams, or had
been in a police lock-up overnighdr someminor offence, ticking the yes box. More
research is needed to establish ffreportion of young drug users whaave been
incarcerated in juvenile or adult detention centres.

As in our 1991/92 study of youndjicit drug users (Loxley, 1997)he majority of
respondents irthe presentstudy were not'street kids’. Indeed more thar60% of
respondents under 17 were living in the family home with at least one parent, as were 25%
of older respondents.

The drug use patterns of the group should be understood in terms of the setéetiarof
the study: it should have been the case that only pedpehad used heroin ithe last six
months were interviewed, but obvioushere were dew respondents whdid not meet
the selection criteria. What is of interdsgwever, isthe range ofirugsother than heroin
that was alsobeing used. Aswell as alcohol, cannabis and tobacdbe majority of
respondents had usedSD, amphetaminesbenzodiazepines and/or psychoactive
mushrooms at some time, and half had used opiates other than heroin.

More than half of the group either felt they had a ‘heroin habithat theyhad had such a
habit at some time in the past. This was particularly the case amongeddendents, two

February 1998 National Centre for Research into therPoé\&miy Abuse



Forgetting to breathe: opioid overdose and young injecting drug users in Perth 43

thirds of whomfelt they were or had been dependent baroin. This is somewhat
unexpected, given the age of respondentstlamdact thafewer than one ithree had had
contactwith a drugtreatmentagency. Again, howeveifurther research is needed to
establishexactlywhat respondents had mind whenthey said they had a ‘herolmabit’,
but the relationship athis to frequency oinjecting would seem tosuggestthat it shared
one important characteristic with clinically accepted notions of dependence.

Although there had been minimal contact between respondents and drug treatment agencies,
half had been iontactwith the police, and close to half with a doctor becausehefr
drug use.These findinggeplicatethose in other studie@.oxley, 1997;Lenton & Tan-
Quigley, 1997) where it haseenfound that doctors (usuallygeneral practitioners) are the
health professionals with whom drug users are most likely to have contact. Thiatbigi
contact betweenespondents antihe policeshould be amatterfor concern, although, as
with the question about detentiothe nature of the contabias beenunspecified. It is
equally of concern th825% ofthe group had not hadontactwith any serviceprovider,
although it is possibl¢hat theyaccessed health informatidhrough their pharmacy or
mobile needle exchange vamenthey purchasedeedles. Questiorabout needle access
were not asked in thistudy, and establishing whether neeglieovision agencies are a
useful resource for youngeoplewould be a fruitfulareafor future research. Iearlier
research (Loxley, 1997) appeared thgbharmacists were not as ‘user-friendly’ thgy
might have been expected to be andvdiuld be useful to establish whether this had
changed.

The rates atvhich respondents hagkperiencecoverdose -either personally or in other
people - can be compareddome respects to those foundtlie 1994 ASHIDU. In the
present study, 60% had been present at at least one overdose: in ASHIDU 63% of younger
respondents (under 25) had been presentleastt one non-fatalverdose. We founthat

35% of respondents claimed to have overdosed at least o&8HIDU 44% of younger
respondents said they had done so (Loxley, Carruthers & Bevan, T®@7$imilarity of
thesefigures, bearing in mind that the Weespondents were youngtran theASHIDU
respondentsgemonstrateshat involvement in thdweroin lifestyle is almosimmediately

risky.
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* Every attempt should be made to encourage youngdrug users to make
contact with health or welfare agencies who can offer support and
advice. Those agencieghat are being accessed by young people such
as general practitioners and community pharmacies - should be
encouraged to support young drug users and offer information and
referral sources which can facilitate a more healthy lifestyle.

* Young people who experience dependence on heroin should be
encouraged to seek professional help,where their suitability for
methadone and/or other programs can be assessed.

KNOWLEDGE AND AWARENESS OF THE CAUSES OF OVERDOSE

Darkeand Zador(1996) foundthat most ‘overdoses’ weratalities due tamultiple drug

use: generally combinations @NS depressants such as opioaisd alcohol and/or
benzodiazepinedMany drug users, howevebelieve thabverdosesre more to do with

the strength or quantity of heroin than wblydrug useand ourdata confirm thatrend.

Most of our respondentbelieved thatusing too much heroinwas the major cause of
overdose: to some extent this view was tempered by a b&efreally strong’ heroin was

the cause,but this, of course,amounts to the samiing. None ofthe respondents
mentioned inconsistencies in teeength of heroin as a factor in overdose (indinede

was a strong view that most of the heroin that they bought was not strong, and did not vary
much in strength). There was some awareness that mixing CNS depressaniscoeare

the risk of overdose but thisvas relatively unformed andthe mechanismsinknown.
Moreover, some respondents deliberately mixed these drugs in search of specific effects.

There was little understanding of the concept of tolerancleowrquickly it could belost,
and equallylittle understandinghat anoverdose could occur soneursafter heroin had
beenused.Although afew respondenttalked abouttwo sorts of overdosethe general
impression washat most respondents thougthiat if auser had not ‘droppedifter up to
30 minutes, s/he wawot going to (see also comments belowsooring). This contrasts
strongly with what is known fromesearch: ie that the majority oferdose deaths occur
sometime after the lastose: most up to and includinigree hours laterbut someeven
later still. .

In general, thentherewas little adequateknowledge ofthe causes and mechanisms of
overdose. In particulafailure tounderstandhe risks of mixing drugs was common, as
was a failure to understand that not all overdoses occur ‘at the point of the needle’.
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» Education about the causes and mechanisms of overdose is vital if it is to
be prevented. All drug users must be taught aboutthe risks of mixing
CNS depressants and that this is a primary cause afverdose; the length
of time that should elapse between wusing different drugs; the
approximate period it takes to establishand lose tolerance and the fact
that the majority of overdoses are not instantaneous but occur gradually
over some hours.

Specific recommendatiorier education materials and practicesattdresshese concerns
will be made in a later section.

BUYING HEROIN AND OTHER DRUGS

Few respondents were able to buy heroin in less that $50 dedlseports of $15%kiddie
packs’ appeared - to this group at least - to be largely a media fantasy.

Benzodiazepines were readipvailable and cheap, andften legally obtainedfrom
prescriptionsOral morphinewas alsoreadily availableand relativelycheap,while other
opiates appeared to be more expensive and less available.

Most respondents bougttheir drugs from knowndealerswho sometimes warned about
heroin strength, although some respondents recognised that this could be a maldeting
and others chose to disregard the warnings.

» The ready availability of benzodiazepines and oral morphine in
pharmaceutical preparations should be investigatedand monitored by the
appropriate authorities. Doctors should be encouragednot to prescribe
these preparations to drug seeking young people, but to make
appropriate referrals to drug treatment agencies.

USING HEROIN AND OTHER DRUGS

The questionnaire data revealed that over a third of the nexxett injectingoccasions took

place on the street or in publgpace. Inthe interviewsrespondents also saithat
using/injecting in the street or public spagas acommon practice. Earlier research with
older and more established users in Perth has demonshratedjection in public space is
relatively uncommor{Bevan,Loxley & Carruthers, 1996;enton & Tan-Quigley,1997)

and we surmise that it is a characteristiyafingerusers. Indeed, @ppeared to be those
respondents whoould notuse intheir homes because thélyed with parentsvho were

most likely to use in public space. There are clear risks associated with such use in terms of
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the pressure to inject as rapidly as possible to adeiection; lack ofids to hygienic use
such as sterile water, and lack of telephones if there should be a problem. It wasaalso
that some respondents wouddve preferred not to have tige drugs irpublic space, but
could not see any alternative.

Anecdotal information receiveduring the commission of thetudy suggestethat some
drug users go tpublic placesuch as puband cafesmmediately afteusing heroin, so
that they will be noticed, and help sought, if they overdose. Howtheyr,are more likely
to be evicted byapprehensive stafivho donot want to be associated witliug use or
users.

The quantitative andualitative datéboth supporthe findingthat few respondentgver
injectedwhenthey werealone:this may a characteristic of the sociability of adolescents
and/or a function of scoring and therefore using with other peSptelar tendencies were
found in the 1991/92 study, when most young injectors were using amphetamines (Loxley,
1997): it is interestinghat the social arrangementsyafung people injectingdrugs do not

seem to vary with the drug.

Therewas little or any supportamong thisgroup for smoking oinhaling heroin. Most
respondents could nebuntenance theiew that the primaryuse of heroin should be by

any route other than injection and theras little if any discussion of heroin smoking or
inhaling as aoverdose riskreduction measure.Most respondents, moreoveajthough

aware that ‘use half and wait’ was an effective overdose risk reduction measure, did not do
so. The reasons given for this varied, and it appears to beeawhere more research is
needed. Specifically, weeed toknow what drugeffect is beingsought by youngisers,

and how that can be obtained in the safest way.

The questionnaire data showed that almost half of the respondents had drunk alcohol, and a
quarter had used benzodiazepines insiReand 12hoursrespectively before their last use

of heroin. Asnotedabove, some respondents stidy mixed heroin with other CNS
depressants in order tobtain specific effects, and some usetbenzodiazepines
(specifically) to take the edgef withdrawal or as a substitute for heroin whewdts not
available. In general, the use of benzodiazepivees widespread and, as raeady been

noted, they were both widely available and cheap. The concomgamfbenzodiazepines

with powder drugs halseen noted in the literature as givinge to a variety of problems
(Darke, 1994) andheir casualise by somany young heroinusers should beause for
considerable concern, apart from their specific potential to increase the risk of overdose.

February 1998 National Centre for Research into therPoé\&miy Abuse



Forgetting to breathe: opioid overdose and young injecting drug users in Perth 47

» Street and public space injecting byyounger drug users, and the risk of
overdosing when in a place where help cannoteasily be sought is a
major - and possible growing - concern. Avariety of strategies should
be undertaken to address this, from encouraging young people to wait to
inject until they get home or to a safe place;suggesting toparents who
know that their teenagers use drugsthat injecting at home and under
supervision is safer than doing so in public spaceand encouraging staff
of pubs and cafes to call for ambulances fordrug users on the nod,
rather than evicting them.

* A campaign to encouragesmoking or inhaling heroin as an alternative to
injecting should be undertaken. This should be accompanied by accurate
and simple information on how to smoke or inhale heroin, and might
best be undertaken by the WA Substance Users’ Association with
appropriate funding.

KNOWLEDGE OF OVERDOSE RESPONSE STRATEGIES AND
EXPERIENCES OF OVERDOSE.

Respondents were natell versed in recognisintipe symptoms of overdosegarticularly
snoring, and therewas some confusiobetween this anthe normal being on the nod
experienced by heroin users. This seems to be part of a general fadppedoiate that not

all overdoses are instantaneous. However, it alssclearfrom the descriptions ofwvays

in which some respondents did monitoeir friends, that therewas considerable scope to
teach young users ways in which they could look after each other when they were using.

Over half of therespondentglaimed in thequestionnaire to have had sorhest Aid
training, and this seems reassuring, but only a minority of that training had occurred within
the previous two yearsand a number expressed doubtsout their ability to render
assistance in the event of an emergency. On a more positeefew of our respondents
used dubious measures suchirgscting with salt water or amphetamines asvay of
assisting with overdose, saying that they preferred to call an ambulance.

The descriptions irthe questionnairdata ofrespondents’ overdose experiences, whether
their own or someonelse’s,are confirmed by the interviedata. It isclear thatmost of
these events took place in the company of others, and that respondents wiezeylurie,
not reluctant to involve the emergency services (whethealing an ambulance @oing
directly to the hospital) if they thougtitat it was necessarylhe findingthat 74% of the
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events described in the interviews involved emergesgeyices, is irmarked contrast to
most ofthe literaturewhich suggestshat manyoverdosesare notreported. Inthe 1994
ASHIDU, in Perth, forexample, 34% ofastoverdoses involved hospitaambulance or
medical servicethis was lowetthan the national averagehich was 48%Loxley et al,
1997). Itmay be that thevillingness of Perth IDU taall for help in the event of an
emergencyhas improvedsince 1994: and this is consistent witie finding in the OOPSs!
report that 57% of respondents whbad been present at awerdose hadcalled an
ambulance(Corry & Penna, 1997). Itnay also bethat younger drug users whbave
startedusing heroin at dime when there is considerable interest overdose,have
different, and in this respect better, strategies than older and more experienced users.

There remains, however, a concern about the point at which ambulancesiNeereften,

it seemsafter other attempts at resuscitation Haited. It could be arguethat what is
needed, is for drug users (and, indeed, the refteofommunity) taespond to suspected
overdoses in the same way as they do to motor vehicle accithaits; call an ambulance
first, and then continue first aid until one arrives.

The other majoissue is whethefear of the police attending preventsaime respondents
from calling an ambulance, as is suggested the literature. Around half of our
respondents, however, weasvare that police ndonger attendedverdoses,although
some scepticism was expressadd only a few respondengave fear of police attending
as a reason for natlling theambulance. Thereere, howeverpther constraints against
calling an ambulance, including theost, fear of having to identify themselveshen
telephoning emergency, and a concern that patients would be taken to hdspitat was
not necessary.

Concern about being taken to hospital emerged as a esy@ for our respondents. To a
very large extent, this was related to a real or perceived concern that hospitals would inform
parents or ‘the welfare’ if a juvenilwas admitted tohospital with a suspecteaverdose.
Concern was also expressaabut possiblénteractions between welfare agencies and the
police. One horror story (surely toageal to have been invented) about iy afather
reactedwhen told by the hospitathat his sonhad had a heroin overdose isgeaphic
illustration of how awell meaning intervention can have an appalling impact. At the very
least, that young man should have been told by hospital stdfiat his father had been
informed about his admission.

Finally, on the issue of Narcan: its use by ambulance staff iscemt inPerththat few of
our respondents haexperiencedt, although it hasbeenused in hospitals foyears.
Predictably, they did not enjoy the experience. There was little good understanding of what
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it is or how it works,and a number of respondents had never heaitg although most
thought making it directly available to users would be a good idea.

 While using drugs alone doesnot appear to be a particular risk in this
age group, materials should continue to emphasisethe dangers of
solitary use and the value of using in a group and monitoring friends’
conditions.

* First aid training for drug users is of benefit if it is appropriately
directed. Subsidised first aid courses for drug users should be widely
available and general first aid for the community should include training
in how to respond to a suspected drug overdose.

 While messages about the need to call ambulances tosuspected
overdoses have clearly had aneffect, they need to be maintained,and it
needs to be stressedhat calling an ambulance should bethe FIRST not
the LAST response. Young people’s concernsabout the cost of calling
ambulances need to be addressed.

» The messagethat police will not attend with ambulances isknown and
believed by some young users, but not by all. Continued effort tepread
this message is needed. Police should be encouraged to respect the
ambulance protocol and their responses should be monitored.

* The single biggest reason why young people doot utilise emergency
services is fear of unwanted intervention by police, parents and/or
welfare. Because of this, onsite treatment is preferred by most users,
and ambulance staff should be encouraged to consider whethéreatment
can be appropriately delivered at the site without recourse to hospital.

 Drug users repeatedly complain about poortreatment at the hands of
hospital staff, and it should be clear that users havethe same rights to
humane and ethical treatment asanyone else. Where users are underage
there is a particular problem, in terms of the hospital’s duty of care.
While it might be appropriate to notify the parents of juveniles with
suspected overdoses, itwould be helpful to discuss such notification
with the young person, particularly if they are aged between 16and 18.
If parents are to be called in, the young person should be informed of
this as a matter of course.
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» If parents are called in, particularly when they have noprior knowledge
of the young person’s drug use, they should be provided with some
information and support so that they can be helped to react in an
appropriate and informed manner.

* Welfare services in hospitals should benade aware thatharassment of
juveniles by them reduces thelikelihood that the young person will call
an ambulance on future emergency occasions.

EXPOSURE TO AND OPINIONS ABOUT CURRENT HARM
MINIMISATION MATERIALS AND STRATEGIES

Demonstrations of harm minimisation materials distussiorabout themsuggestedhat

the South Australian materialswere not appropriatdor many in this group and,
presumably other young userdike them. The postcards and fridge magnets were too
esoteric, too abstract and the print too detailed and small to hold their attention, although the
bright colours and attractive designs were appealing. The “Horse and Hammenaiedes

very little mention, and the black West Australian ‘Heroin’ card seemed to be abmiteh
approach,attested to by the fact that many of thespondents hadead and could
understand andecall what was said on botkides. Slogangrom the TV andposter
campaign were also recalled.

Despitethat, there is still a question abotlte nature of the information thahould be
conveyed by thesepproaches.The strongly worded negative response by some
respondents to the message on the reverse side of the black ‘Heroin’ card and to the TV and
poster campaign, leaves one in no dalat it is not possible to fool drugiserswith
messages that their experience with drugs refute. And while it might be dingii¢ide card

and the campaign were aimed more at the general community than at users, users are part of
the community and they see and experience the same messages. This is particularly the case
with posters in railway stations with whigloung people without theiown carsare very

familiar. The message on timoster, howevercontradicts both what i&known about

heroin overdose and young users’ experiences. For young users at the botirherbin

‘food chain’ the heroin isot “Twice as strong and twice as deadly” especially aslikety

to have been of a similar strength for the relatively short time they have been using.

* A variety of education strategiesare needed, including materials such as
posters and pamphlets, peer education and train the trainer courses for
youth workers and treatment agencies. Innovative ways, such as the
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OOPs! project, to make contact with those young people whoare not in
touch with standard agencies should be maintained and expanded.

* There is a need for a range of educational materials from theimple one
liner (eg. “Using pills and heroin within 12 hours of each other is the
single largest cause offatal overdose”) through to information intensive
leaflets or booklets (covering, for example, symptoms odverdose, what
to tell the 000 and ambulance operators, overdose specificresuscitation
in detailed steps, etc.)

» Materials should reflect local terminology. Direct adoption of materials
developed interstate or overseas may be inappropriate and unnecessarily
confusing.

* It is important that young people are made aware that theyCAN prevent
overdoses bynot mixing drugs. All education/prevention materials that
make any mention of thereasons heroin is dangerous must alsmention
the role of polydrug use.

* Polydrug pharmacology is poorly understood. Detailed informationabout
clearance times and other relevantfactors should be made available to
peer educators, WASUA and others working with drug users.

 Education materials should be developed to addressthe issue of
tolerance and loss of tolerance. These should be widelyavailable
particularly in youth detention centres, prisons, detoxification and
rehabilitation centres: ie anywhere where drug users are concentrated and
(however temporarily) separated from drugs.

* Risk reduction techniques should be couched in positive terms. ‘Uskealf
and wait’ is less appealing to a young persomhan ‘leave some forwhen
you're coming down’ which suggests improved techniqueand may prove
a more fruitful approach.
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FUTURE RESEARCH

This study, although small and rapid, has demonstratedhthe of investigatingpverdose
among young drug users. The major aim was to exphereulturalunderstandings which
underlie young people’s heroin use in general, and overdose in particular: althetigt

part of that objective could barely be touchgmbn in apreliminary investigatiorsuch as

this one, we have addressed young people’s understandings of overdose detsdraad

the recommendations above attest to the fact that much that is of practical benefit has
emerged. It is alsemportant to note the similarity dindings and recommendations
between thisstudy andthe report of the OOPgroject, even thoughthe latterwas not
focussed at teenagers. These similarities attest to the reliability of our findings.

At the time of writing we have been informed that the external funding sought to extend this
study will not be forthcoming. Despite that, we have included recommendgtdiciusther

study in the hope that we, or some other research team, will be able ainserteexpand

the research.

Methodologically we have learnt, again, the difficulty of doing research - partictdarg
group research - with young drug users. In the event only two focus groupkelcrthis
might be just as well since wabserved (both researchers were present at both focus
groups) that the format allowed some respondents to bevaeay andothers very silent.

Our recommendation for more detailed research with young pedpk isshould only be
done in smalgroups with respondents who kn@ach othewell, or face to facewith a
single respondent.

The collection of quantitative data was also difficult in gneup format which necessitated
self completionquestionnairesalbeit with assistanceThe questionnairesvere badly
completed in some cases, and we waeltbmmend thaall suchdatashould becollected
throughthe interviewer administration of guestionnaire, which should be as short as
possible.

Maher (1996) suggestethat perhapsthe only way youngpeople could cope with the
deaths of theipeers was bylistancing themselves and thewn drug use fronthat of
their deceaseftiends. Although not too many obur respondents hadeceasedriends,
many had friends whbad overdosed buhere did not appear to be too mutiktancing.
On thecontrary, our respondensgemed to takeverdose as a given and soseemed
almost resigned to it. Whether that resignation is indicative of lonefedacy with regard
to overdose prevention remains to be established in furdssarch, but it islearly
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important in terms ofpreparedness to change behaviour ré@sponse toprevention
campaigns.

The detailedindings ofthe study havethrown up somespecific questionghat should be
investigated in future research:

1. What proportion of young drug usetsave been incarcerated in juvenile or adult
detention centres?

2. How do young userslefine a ‘heroin habit'? When do they consideat a ‘habit’
warrants clinical attention?

3. How canyoung peoplewho use drugs be brougimto contactwith health or welfare
agencies that can support them?

4. How can young people with heroin dependency be attracted into treatment?

5. How useful are needle distribution agencies (particularly pharmacies) asalh
resource for young drug users?

6. What effects argroung people seeking from opiates ahdw are these obtained? How
canrisky practicessuch asrapid injection of an entirdait, or mixing opiates with
benzodiazepines and/or alcohol be minimised wag whichstill allows youngpeople
to obtain the effect they are seeking?

CONCLUSION

This report contains both good and baelvs. We shoultbke hearfrom the good news

(eg that young drug users are not reluctant to call ambulances) but not allow it to lull us into
a falsesense of security. We shouleiarn fromthe badnews (eg that very few fully
understand aboublerance and/or thdangers of mixingCNS depressantgnd develop
materials tcaddresgheseissues.Importantly, however, we mushaintain anawareness

that this report is built around the responsesshall group of young drug useendthat

we do notknow howrepresentative thes@mungpeople are of theipeers. Hopefully, it

will be possible to undertake further research and widen our understandireggroéaning

of overdose to young opiate users.
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RECOMMENDATIONS

Every attempt should be made to encourage youngdrug users to make
contact with health or welfare agencies who can offer support and
advice. Those agencieghat are being accessed by young people such
as general practitioners and community pharmacies - should be
encouraged to support young drug users and offer information and
referral sources which can facilitate a more healthy lifestyle.

Young people who experience dependence on heroin should be
encouraged to seek professional help,where their suitability for
methadone and/or other programs can be assessed.

Education about the causes and mechanisms of overdose is vital if it is to
be prevented. All drug users must be taught aboutthe risks of mixing
CNS depressantsand that this is the primary cause of overdose; the
length of time that should elapse between using different drugs; the
approximate period it takes to establishand lose tolerance and the fact
that the majority of overdoses are not instantaneous but occur gradually
over some hours.

» The ready availability of benzodiazepines and oral morphine in
pharmaceutical preparations should be investigatedand monitored by the
appropriate authorities. Doctors should be encouragednot to prescribe
these preparations to drug seeking young people, but to make
appropriate referrals to drug treatment agencies.

« Street and public space injecting byyounger drug users, and the risk of
overdosing when in a place where help cannoteasily be sought is a
major - and possible growing - concern. Avariety of strategies should
be undertaken to address this, from encouraging young people to wait to
inject until they get home or to a safe place;suggesting toparents who
know that their teenagers use drugsthat injecting at home and under
supervision is safer than doing so inthe public space, and encouraging
staff of pubs and cafes to call for ambulances for drug users othe nod,
rather than evicting them.
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A campaign to encouragesmoking or inhaling heroin as an alternative to
injecting should be undertaken. This should be accompanied by accurate
and simple information on how to smoke or inhale heroin, and might
best be undertaken by the WA Substance Users’ Association with
appropriate funding.

* While using drugs alone doesnot appear to be a particular risk in this
age group, materials should continue to emphasisethe dangers of
solitary use and the value of using in a group and monitoring friends’
conditions.

* First aid training for drug users is of benefit if it is appropriately
directed. Subsidised first aid courses for drug users should be widely
available and general first aid for the community should include training
in how to respond to a suspected drug overdose.

 While messages about the need to call ambulances tosuspected
overdoses have clearly had aneffect, they need to be maintained,and it
needs to be stressedhat calling an ambulance should bethe FIRST not
the LAST response. Young people’s concernsabout the cost of calling
ambulances need to be addressed.

 The messagethat police will not attend with ambulances isknown and
believed by some young users, but not by all. Continued effort tepread
this message is needed. Police should be encouraged to respect the
ambulance protocol and their responses should be monitored.

 The single biggest reason why young people daot utilise emergency
services is fear of unwanted intervention by police, parents and/or
welfare. Because of this, onsite treatment is preferred by most users,
and ambulance staff should be encouraged to consider whetheéreatment
can be appropriately delivered at the site without recourse to hospital.
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 Drug users repeatedly complain about poortreatment at the hands of
hospital staff, and it should be clear that users havethe same rights to
humane and ethical treatment asanyone else. Where users are underage
there is a particular problem, in terms of the hospital’s duty of care.
While it might be appropriate to notify the parents of juveniles with
suspected overdoses, itwould be helpful to discuss such notification
with the young person, particularly if they are aged between 16and 18.
If parents are to be called in, the young person should be informed of
this as a matter of course.

o If parents are called in, particularly when they have noprior knowledge
of the young person’s drug use, they should be provided with some
information and support so that they can be helped to react in an
appropriate and informed manner.

* Welfare services in hospitals should benade aware thatharassment of
juveniles by them reduces thelikelihood that the young person will call
an ambulance on future emergency occasions.

» A variety of education strategiesare needed, including materials such as
posters and pamphlets, peer education and train the trainer courses for
youth workers and treatment agencies. Innovative ways to make contact
with young people, such as many of those in this study who were not in
touch with standard agencies, should be developed.

 There is a need for a range of educational materials from theimple one
liner (eg. “Using pills and heroin within 12 hours of each other is the
single largest cause offatal overdose”) through to information intensive
leaflets or booklets (covering, for example, symptoms oféverdose, what
to tell the 000 and ambulance operators, overdose specificresuscitation
in detailed steps, etc.)

* Materials should reflect local terminology. Direct adoption of materials
developed interstate or overseas may be inappropriate and unnecessarily
confusing.
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It is important that young people are made aware that theyCAN prevent
overdoses by not mixing drugs.All education / prevention materials that
make any mention of thereasons heroin is dangerous must alsmention
the role of polydrug use.

Polydrug pharmacology is poorly understood. Detailed informationabout
clearance times and other relevantfactors should be made available to
peer educators, WASUA and others working with drug users.

Education materials should be developed to addressthe issue of

tolerance and loss of tolerance. These should be widelyavailable

particularly in youth detention centres, prisons, detoxification and
rehabilitation centres: ie anywhere where drug users are concentrated and
(however temporarily) separated from drugs.

Risk reduction technigues should be couched in positive terms. ‘Uskalf
and wait’ is less appealing to a young persoithan ‘leave some forwhen
you’'re coming down’ which suggests improved techniqueand may prove
a more fruitful approach.
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APPENDIX ONE

QUESTIONNAIRE, INTERVIEW GUIDE AND CONSENT
STATEMENTS USED IN THE STUDY
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