Burnet Institute |
Medical Research. Practical Action. ca h ma.

ACT Medically Supervised Injecting Facility Feasibility Study

Final Reportl7 Februar2021

Prepared byAmy Kirwan, Rebecca Winter, JackrGilip Djordjevic,
Michael Curtis and Paul Dietze,mhalf of the Burnet Institute and
the Canberra Alliance for Harm Minimisation and Advocacy (CAHMA).

Please cite as Kirwan, A., WintBr, Gunn, J., Djdjevic, F., Curtis, M. & Dietze, P. (2020). Final Report of the
ACT Medically Superviskijecting Facility Feasibility Study. Melbourne: Burnet Inst&u@nberra Alliance
for Harm Minimisation and Advocacy.



Table of Contents

LISt OF tADIES. ... vii
Table of acronyms used in thisS FEPOIL..........coo it vl
EXECULIVE SUMIMIALY. ...ttt e e e e e e e e et e eeeaaaaaeeeeaaeeaaeassaessaasaasannnssnnesstesrssssnneneeenes ix
Drug use and kegrug related harms in the ACT.........cciiiiiiii e iX
THe ACT SEIVICE SYSIEIM...ccii ittt e e e e e s e et e e e e e e e e e e e s nnreees iX
Drug ConsSUMPLION ROOMS ... ..uuuiiiiiiiiiiiieiieeeee et e e e e e e e e e e e e e e e s e e s aaeaseeseneeeees ix
A DCR TOF T8 ACT ...ttt ettt e kb a e e bt e e a b e e e e anne e X
O [ g1 (oo [8 ox 1 o] o H TP TP PPPPPPRRN 1
1.0 POJICY CONMEEXL....iiiteeeeee ettt e e e e e e e e e e e e et e e e e e s b e e e e e e e e nnnnees 1
1.2 Project DACKGIOUNG.........coiiiiiiiiiiiiiie et e e e e e s e s e e e e e e anes 1
2.0 MEENOUS. ...ttt e e e 3
3.0 Summary of evidence for Drug Consumption ROOMS............ccooieiiiiiiciiieinieiiiierrieee e 5
KEY FINDINGS . ...ttt ettt e e e e e e et ettt s e e e e e e e e e e eettbbb e naeeeaeaaenannes 5
3.1 What $ a drug CONSUMPLION FTOOMIZ....ceiiiiiiiieeeeesesiitteeee e e s st e e e e s sbbe e e e e e e e ssnbreeeeeeeeane )
3.1.2 Impacts of DCRs on people Who USE ArLUgS..........ccoiviiiiiieiieiiiiiieeeee e 6
3.3 PUDBIIC @MEBNItY.ccciiiiiiiiiiiec e e e e e e e e e e 7
3.1.4 Economic and SOCIEtal IMPACLS..........uuiriiiiiiiiiiiieiiiieiee e e e e e e e e e e e e 7.

3.2 DCR IMPIEMENTALION. .....ciiiiiiiiiiiiie ettt e e e e e e e r e e e e e e annnees 8
3.2.1 Identification of need and SUItaDIlitY..............ooooiiiiiiiiiie e 8
3.2.2 ACCEPIADINILY. ...coeiiiee e a e e e e e e 9
3.2.3 PONLICISALION. ...ttt e e et e e e e 11
T N = To 13 F= Lo o DTSRRI 12
3.2.5 POlICIiES aNd PrOCEUUIES. .......ueiiiieiiiiiie ittt e e e e e e s e e e e e aaaas 13

4.0 Drug use, harms and the ACT SEIVICE SYSIEIM........ccuuuiiiiieiiiiiiiiiee e 14
KEY FINDINGS . ..ottt e e e e ettt ettt e e e e e e e e e et eesabba e e e e e aeaeenees 14
4.1 Studies of drug USE INThe ACT ... ... er e e e e e e e e e e e e e e e e e e e 15
4.2 DIUQ USE PALLEITIS. ... .uuuutiiitiiitiieeieeeieeee ettt ettt et e e e e aaeaaeaaeeaaaasasa s s e s s e s neenb b bnrrnbnbbensreeseeeeees 16
Lt = o 1 RS 17
4.2.2 MethampPhetamine. ... 17
Rl O o Tox | o= PP PRRTP PP 17
4.2.4 PRAMACEULICAUS. ... ettt e e e e e e e e e e e s 18
4.2.5 AlCONOL...... e 18
4.2.6 CANNADIS....coiiiiiiii e 18
O R o] o - Yoo o TSP PPPR T OOTPPRP 19
L S o Yo | W o TR L= = 19


file:///W:/2020%20ACT%20MSIF%20scoping/Report/ACT%20DCR%20report%2030%20september.docx%23_Toc52348515
file:///W:/2020%20ACT%20MSIF%20scoping/Report/ACT%20DCR%20report%2030%20september.docx%23_Toc52348526

4.2.9 Public drug purchase and Use patterns..........ooooeeiiiiiiiii e 19

4.3 Drugrelated NAIMIS.......ocoe oo e e e e e e e e e e e e e e annees 21
4.3.1 Nonfatal and fatal OVEIrdOSE...........cciiiiiiiiiiiiee e 21
4.3.2 BIOOEDOIME VIFUSES......ceiiiiiiiieiiiiie ettt e e s 22
4.3.3 Injecting riSKS and NAIMIS........oouiiiiiii e 22
4.3.4 Ambulance attendances and hospital separations..............cccveereeeiiiiiieeee e 22
4.3.5 Drugelated arrests and iNCArCerationNS...........ccuuvrereeeiiisiiiiiee e 23

5.0 ACT service system and the COMMURILY.............coeerieriiiieiiiii e 24

KEY FINDINGS ..ottt e e e e et e e e e e e e e e e e e e e e e e e aeeaeeans 24

5.1 SYSEEIM OVEIVIEW.....ceeeieeeiiiiiteieee e e e ettt e e e et e e e e e e e s e e e e e e e bbb e e e e e e e e s asnnn e e e e e e e e annnnees 24

5.2 CUrrent SErviCe ULIISALION. .........coiiiiiiiiiiieie e e e e e 25
5.2.1 DIUQ trEALMENNL .....eeeeeiiieiieiie i i e e e e e e e e e e e e e e e e e e e e e eeeaeeeens 25
5.2.2 Needle and Syringe ProgramS...........ooooiiiieiieicceininvirrrr e ree e eree e e e e e e e e e aaaeaaaaaaaaeas 27
5.2.3 Other health SEIVICES.........ccuiiiiiii e 27

5.3 Strengths, gaps and challenNges...........ccooiiiiiiiiiii e 27

6.0 DCR MOUEIS. ..ceieeeeie ettt e et e e e e e e e e e e e e bbb r e e e e e e e nbrnees 29

KEY FINDINGS . ...ttt e ettt ettt s e e e e e e e e e e eebabbb e e e eeaeeaenees 29

6.1 MOAEIS OF DCR.......eiiieiiiiii ettt ettt e skt e s e e e e e e abre e e e 29

6.2 SPECIAlISEA MOUEL.......coo e e e e e e e e e e e e e e e e e e 30

6.3 INtegrated MOTEL. ... 30

6.4 Mobile outreach MOAEL............cooiiiiii e 31

6.5 WOMERONIY MOUEL....coiiiiiiiiiiiie e e e e e e e e e e e e e 31

6.6 OVErdoSe PrevVeNtiON SIS .....uuiiiiiiiiii e eeeeeees 32

KEY FINDINGS . ...ttt ettt e e e e et e ettt bt e e e e e e e e e eeaetabba e e e eeaeaaenee 33

7.0 DCRs: their clients and ServspECifiCatiONS............ooiuiiiiiiiei i 33

7.1 SEIVICEIIBNTS ....ceiiieiiiieei ettt e e e e s s b e e e e e e e e b e e e e e e e s anbbrneeeeeeanaed 33

7.2 AAMISSION CIIEBIIA. .....eeee it ettt e e e st e e e s e e e s annee s 34

7.3 Allowable routes of drug administration and drug types within DCRS............cccvvvvveeeee. 35

7.4 Service INCIUSIONS/AUUITIONS. ......coiiiiiiiiiiii et 37
7.4.1 Blooeborne virustesting and treatMeNnt............ooieviiiiiee i 38
7.4.2 DrUg CRECKING. ...coeeiiiiiiiee e e e e e e e e e e e e e e e e e e 38

48 38 = 11T U 39

7.6 SIEE SEIBCHION. ...ttt e e e e e e e e e s 39

7.7 OPENING NOULS ...ttt ettt e e e e ettt e e e e e e bbb e e e e e s s bbb e e e e e e e e annneneed 40

7.8 FUNAING and OPErating COSIS .. ...coiiiuiiriiiie ittt e e e et e e e e st e e e s e e e e e e nneees 41

7.9 GOVEINANCE. ....cciieeeieiei it e e e e e e et ettt e e e e e e e eaeeeeaennsnaa s s e e s s e nnnnnnes 42


file:///W:/2020%20ACT%20MSIF%20scoping/Report/ACT%20DCR%20report%2030%20september.docx%23_Toc52348546
file:///W:/2020%20ACT%20MSIF%20scoping/Report/ACT%20DCR%20report%2030%20september.docx%23_Toc52348554
file:///W:/2020%20ACT%20MSIF%20scoping/Report/ACT%20DCR%20report%2030%20september.docx%23_Toc52348561

A KO V2= 11U T o] =TT 3¢ |

7.11 Challenges and SUCCESSES.......cuuriieeiiiiiriireeeeaaiiiieeeeeeesssnnrereeeesssnsnnnneeeesssnnnneneeeesen o 43
B.0 ADCR N TNE ACT .. ettt e e s e e e e s st b e e e e e e e s nnnneeeaeesd 45
8.1 What ighe level of need for the SErVICe2...........coooiiiiiiiiiiii e 45
8.2 What is the best model and what are the benefits?...........ccovi s 46
8.3 Who should provide the SErVICEZ.........ccouiiiiiiiiieieiciieee e T
8.4 Who can attend the SEIVICE?..........oeiiii e 47
8.5 What should be available within the ServiCe2.............coocviiiiiiiiii e 49
8.6 When and where will the service be available?..............cccccciiiiiii e . 49
8.7 How muCh Will the SEIVICE COSE?....ciiiiiiiiiiie e 49
8.8 Feasibility @SSESSMEIIL........uiii it 50
9.0 COICIUSIONS ... eeteeeett ettt e e e e e e e et e e e e s bt e e e e e e e b s e e et e e e e e nnbb e e e e e e e e ennrnnnes 53
10.0 REFERENGCES. ... ..ot e e e ettt e e e e e e e e e e ennbenaa s 54
APPENDICES..... ettt e e e et et e rr e e e e e e e e e ennnrnnaeeeeead 60
List of tables and figures in apPENICES............euiiiiiiiiiiiie e 60
Appendix 1: SECONdAry dat@ SOUMCES ........icurrieireeee et ie e e e s s st e e e e s e ssnbrrr e e e e s s asnbrneeeeeeaannnes 62
Appendix 2: The ACT contextletailed findiNgS..........ccccovieiii e 63
Drug use trends: prevalence of alcohol and other drug. LS ........ccuvvvveviiiiiiiiiiiiieil 63

[ (=T o PO PUPPP PP 64
MethamPRETAMINE.......o e e s 64
[0 Tor= 1| o [= PP P PP PPPPPOPPPPPRRPPRY 65
PRarmMaCEULICALS..........cooiiiiii i e e 66
Nonprescribed pharmaceuULICaLS..............ooooi i a e e 69
ALCORNOL. ...t e e e e e e e e e e 70
CANNADIS ... a e e e e e e e e e e e e 70
POIYAIUG USE.. ...ttt e e e e e st e e e e s s s snnnneeeeesesnnnnnnneeeeed L
Drugrelated harms and health...............uuiiiiiiiiiiiii 72
NonHatal and fatal OVEIJOSE. ..........oiiiiiiii e 72
BlOOGDOINE VIFUSES......ceiiiiiiiiie e A
Injecting behaviours and NarmS..............eiiiiiiii e 74
Ambulance attendances and hospital separations.............ccc.eueviiiiiiiiiiiiiiieeeee e, 75
Health service utilisation and COVEIagE. ......ccooi it e e e e e e e e e e e e e e e e e e e 78
DIUQ IrEAIMEINT ...ttt e e e et et e bbb e e e e e e e e e e eeesebb e e e e aeaeaaeeenne 78
Needle and SYriNge PrOGIaIMIS.........cuiiuurrrieteeeiariitteee e e e e st e e e e e s ssbb e e e e e e s aabbe e e e e e e e e nnneees 80
Drugrelated crime and law enfOrCeMENT............ooiiiiiiiiiiei e 81
(Do X = Po N (=T0 = T (=] £ 81



Appendix 3: INterview SCNEAULES............cc.uiiiee e 83

ConsumMeEr SUIVEY SCNEALIE...........oeeeiieiiiei e e e e 83
NSP Snaghot Survey SChedUIES.............ooii e 149
SNAPSNOL Lo e e 149
SNAPSNOT 2. e e 150
Qualitative Stakeholder Interview Schedules...............eeeiiiiiiiiiiiiiieeee e 152
ACT SEAKENOIAEIS. ...t e e e e e e e e e aae 152
Interstate & International DCR Stakeholders............cooveiiiiiiiiiiiieeee e 154
Appendix 4: DCR model examples, costs, services provided, staffihgtilisation.................... 156
Appendix 5: Qualitative Primary Data: Stakeholder Interviév@Fbased stakeholder data......159
Drug trends iN the ACT ...t e e e e e e e e e e aan 159
Service SYStemM iN The ACT ... ... e e e e e 160
Understanding of DCR service role and purpose amongst stakeholders...................... 161
Interest in and endorsement 0f a DCR N ACT.........iiiiiiiiiiiiieec e 161
SEIVICE MOEL.....coiiiie e e e s e e e e e e e 162
SUITE O SEIVICES. ...ttt e e e e e e e e e e e e r e e e e e e b e e e e e e e e aans 163
Eligibility 10 USE @ DCR.......co oo e e e e e e e e e e e e e e e e e e e e e e a e 164

(@ 01=T a1 oV N o 01U =3O 166

(o Tox: 110 s TR PP PP POPPTTRPPPPPP PRI 166
FUNAING. e e et e e e e e e e e e e e et e e e e e e e nnbreeee s 166

LCT0 )Y/ 1 0 T= T (o ST PP P PPPPPPPPPPP 168
Provider of @ DCR IN ACT . ....oii ettt 168
Appendix 6: Quantitative Primary Data: Consumer Interviews and NSP Snapshot Surveysl69
CONSUMET INTEIVIEWS.....eiiiiiiite ettt e e e e e e e e e e s sttt e e e e s eb e e e e e e e e e annrenees 169
NSP SNAPSNOIALA. ...t e e e e e e e e s s e neeeeeeaans 181
Participant demMOgrapNICS........uii oo e e 181

Y T= TS Lo @ = PO 182
Anticipated use of a DCR by Key SUDQIOUPS..........ccoocuuiiiiiiiiiiiiiiieeieereee e e e ee e e e 183
Anticipated use 0f @ DCR DY NSP.SITE.........uiiiiiiiiiiii e 184
Reasons for and againSt DCR USE DY.SEX......uuiiiiiiiiiiiiieee et 184

IS 7= T 0 1] T A X7 OSSR 185
SNAPSNOL 2 DY SEX . e a e e e e e e 187
SNapshot 2 by 1aSt Arug tYPE. ..o e e e e e e e e e aa s 188
NSPSNapshot SUNVEYS: CONCIUSIONS. ......cciiiiiiiiiiiiiie et 189
Appendix 7: Qualitative Primary Data: Stakeholder Intervie®GR provider data.................... 190
EStabliSNMENT. ... 190



S 1T 0 ] IS =] VA (o< T- SRR 190

1= {1 o TP PP PPPPPR R PPPPPRRRPPPT 191
ClIBNTEIE. ... 191
[T o111V S PP 191
OPENING HOUIS ...ttt e et e e e e et e e e e s e e e e e e e annreees 193
Location, Environment and AMENItY..........cooei it a e e e 193
LCT0 )Y/ 1 0= T [ = PP PP P PP PPPPPPPP 194
Operating Costs and FUNING.............oooi oo a e e e e e e e e e e 195
ChalleNges aN0 SUCCESSES . ..uuuiiiiiiiiiiiiii et e e e eaaseeeees 195
EVAIUBLIONS. ...t e e e s e e e e e e e e 196
ACT SUADITILY. ... s en s en s s en s e eenes e 197

Vi



List of tables

TABLE 1: COUNTRIES WITH DCRS AND NUMBER OF DCRS, AS INDICATED.IN.2019.......cc.c........ 6

TABLE 2: INTENTIONS TO USE A DCR IN THE ACT, CONSUMER AND NSP SNARPSHOT.SURVE®S

TABLE INTENTIONS TO USE A DCR IN THE ACT BY AGE, SEX AND ABORIGINAL AND/OR TORRES STRAIT

ISLANDER STATIS. ...ttt e e e e et et e e e e e e s s e eeeees 10
TABLE 4: REASONS FOR ANTICIPATED USE OF ADCR.IN.THE.ACT.....cccoiiiieeeee 11
TABLE 5: PARTICIPANT DEMOGRAPHICS FROM EPIDEMIOLOGICAL STUDHESORVEMWHOANIECT

DRUGEN THE ACT ... e 16

TABLE 6: DRUG TREATMENT HISTORY AND IONITERRAERISTICS AMOREBOPLE WHO INJECT
DRUGE X X X X X X XXX X XX XXX XXX XXX XXX XXX XX XXX XXX XREX XXX XXX

Vii



Table of acronyms used in this report

ACT Australian Capital Territory

ACTHD ACT Health Directorate

AMA Australian Medical Association

BC British Columba

AOD alcohol and other drug

ATODA Alcohol Tobacco and Other Dragsociation ACT
BBV blood-borne virus

CAHMA Canberra Alliance for Harm Minimisatiand Advocacy
DAA directacting antiviral

DCR drug consumption room

DH Department of Healtl{Victoria)

IDRS lllicit Drug Reporting System

MSIC MedicallySupervised Injecting Centre

MSIR Melbourne Medically Supervised Injecting Room
NRCH North Richmond Community Health

NDARC National Drug and Alcohol Research Centre
NDSHS National Drug Strategy Household Survey

NGO non-government organisation

NSP needle aml syringe program

NSW New South Wales

OPS Overdose prevention site

OSsT opioid agonist treatment

STI sexually transmissible infection

SUSOS { SNPDAOS ! aSNBRQ {FGAaFIOUAZ2Y
THN take-hnome naloxone

F Y R

hdzi O2YSa

viii



Executive Summary

This report details findings af feasibility study on the establishment of a drug consumption room

(DCR) for the Australian Capital Territory (A8a%)wascommissioned by the ACT Health
Directorateandundertaken as a collaboration between the Burnedtitute and the Canberra

Alliance for Harm Minimisatioand Advocacy (CAHMAJhe study involved four main components:

(1) a desktop review of relevant literature, (2) qualitative interviews with stakeholders, (3) a
quantitative survey of peoplewhousett@&d Ay GKS !/ ¢3X FyR on0 ONRST
and syringe program clients. A summary of key findings is presented in this Executive Summary.

Drug useand key drug related harms in the ACT

Primary data collected in this study coupled with otfserrveillance sources suggests that risky
patterns of drug use among key risk groups such as people who inject(daggde who inject

drug9, including polydrug usas prevalentin the ACTImportantly, this work foun@ significant

amount of public drg use waseported (between 14% and 24% of all recent drug use episodes). Key
harms such as recent opioid overdose were reported by around 20% of the ACT samples of people
who use drugs accessed in this stuafigure comparable to those reported in othparts of the

country, including Melbourne prior to the establishment of the Melbourne Supervised Injecting
Room (MSIR). Similarly, rates of heroin/opioid overdose attended by ambulances in tappge@ir
comparable to those observed in Melbourne priorth@ establishment of the MSi&hd there has

been an increase in opioid overdose deaths in the ACT over the previous decade.

The ACTesvice system

The ACT is home to a diverse range of servicgsefmple who use drugdhese include harm

reduction and teatment services that are geographically dispersed across the region, although some
are concentrated in particular areas and other areas have few services available. Tresénveres

are frequently used, for example the majoritythE samples of people who inject drugs in the ACT
report having been in treatmemireviouslyand around half reporturrent engagement with one or

more forms of treatment. Treatment statistics show that participation in treatment has increased
significanty over the last decadm the ACTIn particular, over the last 10 years the proportion of
people receiving opioidgonist treatmentOAT) has increased substantially and amphetamine
treatment episodes have increased drasticalyidence showsery highsatisfaction with AOD

services among clients in the A@Trange of strengths were identified in the ACT system including
cooperation and collaboration between service providansl the wide availability of key harm

reduction responses such Aeedle and @inge Programsa\NSB. Arange of gaps ere also

identified includingnsufficient resourcing of services, poor access to services in some areas, and lack
of specialist services for particular population groups

Drug Consumption Rooms

Drug ConsumptionRooms are spaces in which people can legally consume drugs under supervision.
Evidence from Australia and internationally shows that DCRs are associated with a range of positive
effects for individuals (e.g. reductions in overdose) and communities (e.g.veghpmublic amenity).

Most of the evidence derives from supervised injecting facilities that are typically established in the
context of concerns around public injecting. These facilities have been shown to attract the most
marginalised and vulnerable clisnand economic analysis suggest that they have clear benefits to

the community.



A range of DCR models exist in Australia and internationally:

A Specialise®CRsire fixed site and standlone facilities located close to drug markets. Tailored
exclusively to the needs pkople who use drugshey attract the most vulnerable and
marginalised populations who may not otherwise access other health services

A IntegratedDCRsre incorporated into existing services both physically and operationally and
offer a range of interlinked services

A Mobile DCRsre housed in vehicles which may travel to multiple sites according to. ey
arelimited by the number of clients able to acces@ay one time but are potentially suited to
dynamic or geo@phically dispersed drug marlet

A WomenonlyDCRsddress sgcific health, social and safety concerns experienced by women
who use drugs

A Overdose prevention sitésnique to British Columbia, Cangdmvolvemonitoring clients for
overdose, buto not requireclinical supervision of drug use.

DCRs vary in termd admission and exclusion criteffa.g. minimum age requirementsxclusion of

pregnant women ointoxicated persons), types of drug use allowed (e.g. injection versus smoking),

staffing and hours of operation

A DCR for the ACT

Converging lines of evidea presented in this report demonstrate the feasibility of establishing a
DCR in the ACPrimary and secondary data collected on patterns of drug trends and related harms
indicate that overdose and public drug use are significant public health and ansmnigs. Surveys

of potential consumeracross multiple data collectiorsdicated a strong intention to use a DCR if
established with intentions most frequently reported among participants recruited from Civic

Sector stakeholders were strongly in suppoithe establishment of a DCR, and this support is
echoed by the wider communityeflected in responses to thidational Drug Strategy Household
Survey This support, coupled with the existence of relevant legislation and strong service structures
indicaesthat a DCR can feasibly be implemented in the ACT.

lye 5/w Y2RSt Ay (GKS |rélativelystndlpapulatién condpaFed ® Gtider ( K S
Australian citiesTo this end a model in whichsmall DCHs established initially has been
recommended. This model can be implemented through linkage to existing harm reduction service
frameworksso that a range ofracillary servicesan be offered to clients. The service should initially
focus on injection, witladditionalresearchrequired to determine needs and costs of providing for
alternative routes of administration such as smokiAgsuming a similar pénjectingbooth

throughput to that seen in Melbourne small DCRvould beexpected to be able to acconudate
needgiven the most recent estimate tiie number of people who inject drugs in the ACT.
Nevertheless, capacity to scal@ should be built into the faciiit Monitoring and evaluation of the
service should focus on process and implementation isthasvould inform the development of

any additional services in different locations in theTAshould the need arise.

Service staffing should reflettie requirements ofthe current legislation around medical supervision
but stakeholders and potential asumersalsorecommendedhe inclusion opeerworkersto

ensure appropriate service and systemdmsign as well as to reduce stigma and facilitate service
uptake. Service design may also build on the available resources for DCR design from other
jurisdctions.

Althoughsurveydata suggest high levels of support for DCRs in the ACT commurtiterfwork is
likely to be needed to engage the broader ACT community to build understanding of need and
support for establishment of such a service, as has been the case in other Australian jurisdictions.

X



1.0Introduction

This is thdinal reportof a feasibility study orthe establishment o& drug consumption roonfDCR)
for the Australian Capital TerritonACT. It outlinesthe resultsof astudy undertakeras a
collaborationbetweenthe Burnet Institute andhe Canberra Alliance for Harm Minimisatiand
AdvocacyCAHMA) in 202@ommissioned by the ACT Health Directorate (ACTHD)

1.1 Policycontext

I dza G NJ f upérwdéd infedtildgicifity (81F)the Medically Supervised Injecting Centre (MSIC)
openedA Y YAy 3IQa / NEB AseDnd{héNRipdigeMedicallySupemised Injecting
Room MSIR, openedin North Richmond, Melbourne in 2018. In June 2020 the Victorian State
Governmentannouncedits intention to establish another facility in Mél 2 dzNdé&rel dusiness
district! Discussions around3iFn the ACT can be traced baok1998 when &Supervised Injecting
Place Trial Advisory Committee was established. The followingheACT Legidiave Assembly
passed thesupervised Injecting Place Triat 2099, which outlined a plan fahe trial ofa facility in
Civic, Canberrdn July 2000the ACT government deferretieé implementation of any facilityntil
after the 2002 electionSincehen the legislation and proposed trial has remained inactive, while
interestin the issue hafluctuated over the years until resurfacing reclritin particular, ey
commitment outlined in thecurrent ACT Drug Strategy Action Plan (20481 0 iAvéstigate thew
feasibility, need, effectiveness and appropriateness of establishing a medically supervised drug
consumption facility 1SIF in the ACT This builds upom higory of working towards reducing drug
overdoses in the AQIver the past decadencludingestablishing dza NI f A khérde T A N& {
naloxone (THN) program April 20124

1.2 Project background

As part of the ACT Drug Strategy Action Plan @21§Action 18, page 21), the ACT Government
committed to investigating the feasibility, need, effectiveness and appropriatenestaiflishing a
medically supervised drug consumption facility for the £&84 term used in tender documentation,
but see discussion in 2.0 below for the preferred term, Drug Consumption Room, DCR)

The ACTHD established the Medically Supervised InjecailiyFWorking Group in January 2020.
The purpossof this Groupareto:

A Adviseon development of the feasibility study

A Adviseon other strategies for reduction of overdoselated morbidity and mortality and other
alcohol and other drugXOD related hams in the ACT

A Actas a resource for the successful consultant regarding the ACT AOD sector, appropriate
stakeholder engagement and harm reduction in a local context.

The Group is chaired by ACTHD and includes representatives from Canberra Health S&ibes,

i+

(GKS 1/ ¢Qa RNizalcotnkTohatcaand® @itel Drug Association ACT (ATOMAK S | / ¢ Q&

peak body for alcohol and other drug servigd3irections Health Servicd$$P, Capital Health
Network, ACT Policinthe Public Health Associati@f Australia and the ACT Drug Strategy Action
Plan Advisory Group research advisor. However, for the duration dédsbilitystudy, CAHMA
participatedin Working Group meetings onily its capacity as a member of the study team.



TheWorkingGroup approved the statement of requirements for tRequest for Quotatiofor the
feasibility study in February 2020. Following executive approval, ACTHD redgasest for
tender in Februar 2020.

As successful tenderers, April 202Ghe Burnet Irstitute, in collaboration with CAHMAyas
commissoned by ACHIDto determine the needor, and feasibility ofa DCRn the ACT and
investigate potential models for such a service.

Summarisedrbm the tender documentation, the specific aims of the study were

A Identify current and future drug usage patterns, risk behaviours and related issues in the ACT
Identify gaps in current services in the A& services needed to address those gaps
DescribeDCR models used in Australia and internationally

Reviewdevelopment processes and outcomes for similar seryioetuding cosbenefit

analyses for these services

Assesshe needand feasibilityfor such a service in the ACT

Adviseon anappropriate model for a service in the ACT, should one be identified as neaddd
provide highlevel advice on likely costs and an appropriate evaluation framework for the
service.

> > >

> >

The projectwas carried out during the COVID pandemic, withhe ACT and Austlia in a state of
public health emergency for much of the projetelbourne, where the project team is largely
basedmoved toa state of public health disastduring the latter stages of the studyhis meant
that all interviews for the projecvere conducted remotely (phone or video conferenas
Melbournebased members of the teamere not able to visit the ACT.



2.0Methods

Four research activities were undertaken for theject

1. Adesktop reviewof peerreviewed and grey literature exploring
a. Australian and international evidenedoutDCR service models and design
b. Patterns of drug use and harm in the ACT

2. Qualitative indepth interviewswith stakeholderghereafterttakeholder interview§

a. Organisations and individualsom the ACT including AOD, harm reduction, health
and housing/homelessness service providers, government service providers and
policy makers and people with lived experierfoe27), to explore support for and
possible models foa DCR in the AC3eé Table A1l for detailed breakdown of those
interviewed

b. Organisations and individuals involved in the delivery of DCR services in other
jurisdictions in Australia and international(ly=4), to examine existing DCR models
and issues relating to feasibility of establishment and ongoéngice provision

3. A arveyof people residing in the ACT who currently use drdgd potential DCRservice

users meanage 2 years(range: 2067 years)55% male, 32%boriginal and/or Torres

Strait Islanderexploring basic demographics, drug use and service utilisation patterns and

opinions about utilisation of and support foXCR inthe AGTK SNB I FGSNE W02y adzy
4. AONRA ST | dzingp8hbtBurviybf@isnts@fprimaryNSPsn the ACT(n=242) to

identify their demographicgmean age 45 years, 69% male, 16% Aboriginal and/or Torres

Strait Islander)opinions about a proposed DCR in the A&Rifi,drug use patternghereafter,

W SPsnapshot surve®

Ethics clearance was received from ACT Health Human Research Ethics Committee in May 2020
(reference number 2020.ETH.00086

The following reporsynthesises the main findings of the stuthfirst provides

A Abrief overview of the evidnce supporting thémplementation of DCR services in Australia and
globally

A Adescription of the ACT conter¢gardingdrug use patterns and theurrentservice system for
people who use drugsncluding gaps and other issyesd consideration of whethehere is a
need for a DCR in the ACT

A An exploration of DCR models used in other jurisdictams what may be considered suitable
for the ACT

These findings arthen synthesised witlihe viewsand experiencesf people in the ACThe
appendicesontaindetailed findings from each of the individual research activities listed above

In this report we use the term DCR (drug consumption room), consistentiniérnational
terminology, and to include the consideration of the consumption of drugségns other than
injectionand consumption that does not necessarily involve medical supervision

The esearch methods used in this study were adapted to enable work during public health
emergency conditions brought about by the CO¥®pandemic. The Mieourne-based Burnet
Institute teamwasunable to travel to the ACT to conduct the research. All interviews were
conducted using remote methods such as telephonedddoconferencing



Potential consumer interviews were all conducted by CAHMA =tafbtely. Stakeholder interviews
were conducted by the Burnet Institute. NSP snapshot surveys were facilitated by sEaficat
Phillip and Hepatitis AQGNSP sitesThe CAHM#£eam provided input into the development of
materials and interview schedules but péal no role in relation to data analysis and synthesis.
Stakeholders fromhe Medically Supervised Injecting FacilitpdngGroup andACT @vernment
provided feedback on an earlier draft of this report.



3.0 Summary of evidence fbrug Consumption Rooms

KEY FINDINGS

A DCRs are spaces in which peoplelegally consume drugs under supervision

A DCRs have been shownrtduce a range of drugelated harms both for individuals
who use drugs and communities through direct response to harms like overdose,
advice on safer dig use practices and provision of a range of complementary serviges,
such as those relating to blodabrne viruses.

A DCRs are typically accessed byrtiest marginalised peoplevho use drugs and those
most vulnerable to drugelated harms.

A DCRs have demetrateda positivereturn on investment

A DCRs have been established in other jurisdictions fange of reasonsbut typicallyin
response tahe presence of a street drug market, significant public injecting and
discarcedinjecting equipment and highates of harms, particularly overdose.

A More than 50% of people who use drugs sampled indicated a strong intention to uge
a facility if available in the ACT, with highest support evident among those recruitefl
in Civic.

A Service providers in the ACT repatrong levels olsupport for an AGbased DCR

A A majority of ACT residents indicate support for the establishment of supervised
injecting facilities.Nevertheless,rther work is likely to be needed to engage the
broade ACT community tbuild understandingof need and support for establishmen
of such a service, as has been the case in other Australian jurisdictions.

A Legislationgoverning the operation od trial DCRn the ACTlready exists

A Somedetailed guidelinesfor operationalpolicies and procedures from other similar
servicesare available in the public domain

3.1 What is adrug consumption room

Drug consumption roors aretypically defined aspaces irwhich people can seidminister pre
obtained illicit drugs under trained supervision in a hygiesédeand norjudgemental
environment. Historically, DCRs operate for the supervised consumption of drugs via injeatian
small number of DCRs have besstablished for drug consumption through other routes of
administration such asnorting inhalation or oral administratiahDCRs were originally developed
as a public health response to the rapid spread of HIV/AB&gpeople who inject drugi the
1980s,drug overdoseand to problems posed by public drug use. The first legal supervised injecting
room opened in Switzerland in 1986; as of 2019 there were at least 119 DCRs operating in 13
countries(seeTablel).5” Most of these DCRs operate in Europe and Carauththere areDCRs
(medically supervised injectirfgcilities in Sydney and Melbournél'here are reports of several
unsanctioned DCRs in Latin Ameritee United Statesand North Africa. This review focuses on
publicly availablénformation from sanctioned sites only.



Tablel: Couwntries with DCRand number of DCRs, as indicated in 2019

Australia 2
Canada 49
France

Denmark

Germany 24
Luxembourg 2
Netherlands 24
Norway 2
Portugal

Spain 13
Switzerland 12
Ukraine 1

Although operatingbjectivesmay vary slightlyDCRs are typicalbstablished to reduce some of the
individual and community harms arising from illicit drug use connectetttive and open street
drug markes.2° DCRsimto reduce morbidity and mortality amonglient populations and to
improvethe public amenity oburrounding areadD CRsnay beembedded within existing health
services, physically and/or operationally, providing smooth pathways for linkeggre outside of
the core services offered by the DER1portantly,evidence suggesBCRshould be lowthreshold
(i.e. have minimal barriers to acced3CRs argenerallyimplemented as part of a comprehensive
harm reduction strateggomplementingNSR, OAT and blooeborne virus(BBV}esting and
treatment.®

Publicly availabl&nglisHlanguageanformation on the effectiveness of DCRs comes mostly from
evaluations of facilities in Canada and Australia. The remainder of this section summarises the
available evidence that measures the impacts of DCRs on individual and community harms related to
illicit drug uselmpacts of services relagrincipallyto:

A BBMransmission

Overdose

Injecting-related injury and disease
Linkage to drug treatment

Social and hedh services

Public drug use

A Discarded drugelated litter.

LD D D> D

3.1.2Impactsof DCRs on people wihise drugs

Evidence showBCRseduce drugrelated harmdor people who us¢éhem. Sientific evaluations

show DCRare associated with reductions dtug-related mortality:®!4all-cause mortality??

ambulance aendances at overdosés'®and overdoseelated hospital emergency department
presentations'’*®at an ecological levéh the areas where they have been implemented. Evidence
also suggestseduced needle and syringe sharifig’reduced injectingelated injury and disease
such as abscesses, septicaemia and endocaftiiis] positive changes in injecting practices such as
not reusng needles and syringesd swabbing among clients of DCREurther, DCR staff can



respond quickly to overdoses that occur frequently within faediand ensuresafe disposal of
injecting equipment*?* DCRs hee also beercredited withavoidance of newly acquired HM?>26
and hepatitis C infection$ and importantly, to date there has been owerdosefatality recorded in
any DCR!

There is good evidence that DCRs are accessed byrnimstdan need; the most marginalised and
vulnerablepeople who use drugsncluding those experiencidpmelessnes&?®mental health
disorders!® Indigenous population¥'"2'or peoplewho engage in higrisk drug use practice’8:*
¢tKSAaS 3INRdzZIAI 2FGSy OR-NARKGRMERIrUBIACRIRSa ADInked/ R
to health*? and social service$?*drug detoxificatiod®3*and treatment service$>°in DCRs.

3.1.3Public amenity

Drug consumption roorshave been Bown to havepositive impacts on the local community
throughremovming at least a portion of streebased and other public drug use. There is evidence that
the presence of DCRsassociated with reductions dtug-related litter”-*and public drug
use}?18273%thys improving public amenit§:*" The public amenity impacts of Australian DCRs are
more nuancedcompared with other countriesAn estimated 164,655 public injections were avoided
during the first five yearsf the Y A y 3 Q HydheWSE& However, inNorth Richmond,

Melbourne factors including unforeseen demand, a feisting expansion of the éal drug market,
and some exclusion criteria led tipanelconducting arindependent review of the MSHi& conclude
that the MSIRhad notimprovedpublic amenity duringts first 18 months of operationThe MSIR
review panehoted that the trialwasimplemented rapidlyin response to escalating public health
and safetyconcerns surrounding public injecting in North Richmddata suggests that the number
of people buying and/or using drugs in North Richmarasincreasing befee the MSIR opened\s
such, the MSIR had been inundated with demand in the first 18 months of operatidimitial
implemertation focused primarily oestablishing supervised drug consumptiaith the servicestill
being in theearly stages of implemeimg a suite of responses to address diverse issues in the local
areaat the time of the review?

3.1.4 Economi@ndsocietalimpacts

Economic evaluations of DCRs provide estimates of the benefits accrued to the community by
comparison with an alternative situation in which the facility does not exist (counterfactual).
Economic analysemclude measurespecific to the context and data available for the service being
evaluated, hence there is no agreagon method for economic analysis. In practice, they focus on
more tangible indicators, such as the costs associated BB infections thathe facilityis likely to
have prevented, as well as costs associated with overdoses that ocaurveste avoidedn the

facility that might have occurred elsewhewnd incurred costs such as ambulances and hospital
treatment 2%-3°

A2010cosb SYSTAG Fylfeara 2F +I yO2d@SNRa Lyaaas
averageabout 35 new cases of HIV atttree deaths each year. This translates toeconomic

benefit of at leasCAD6million (AUDG6.3million) per year after pogram costs are taken into

account!® Anothercosteffectiveness analysaf Insiteestimated an incremental net saga of
almostCAD14million(AUD14.3millior) and 920 lifeyears gained when accounting only for
decreased needle/syringe sharing, increasin@&D 20million (AUD21 million) in incremental net
savings and 1070 Idgears gained with the additional consi@tion of increased safe injection
practices®

WKI N



The most recent economic evaluationtbe MSIC published by Saha International in 20@88und
that the facilitydeliveredsubstantial economic benefia saving of $658,00@ver 12months period
for the New South WaleNSW government(compared to providing similar health outcomes
through other means in the health syst¢rilalfof these savingsame fromthe prevention of HIV
andhepatitis Anfections,and 25% fromavoidance obverdose costé’ It is important to note that
these economic analysese likely to underestimatéhe benefits of DCRé&ecausesome intangible
costs such as deterioration atient health, reduced functionalitgf people affected by BBV
infections and overdosémprovedpublic amenity andiecreasedirugrelated crimewere not
considered

3.2 DCHmplementation

DCRs havgypically beerimplemented idiosyncratically in response to local demand and conditions.
Moves towards estalishing standards and principles for implementing and operating DCRs in the
late 1990sare described mostly ipublicationsin GermanRecently DCRs have emerged as a key
response to the Canadian opioid overdose cramisl a range of related implemeniah documents
cover the key areas outlined in this section of the report.

Operational guidelines developed by the British Columbia Centre on Substar@estdsethat the
primary issues toansider when considering a DCR are the target client population, the existing
network of services fopeople who use drugsvillingness to utilise a DCR, service design to meet
local needandthe resources available including funding, space and staffatithers stress the
importance of including the target population (potential DCR clients) in planning and exe@stion
well asidentifying and consulting other stakeholders. If a D&CRentified as both needed and
suitable for the contextthe next stefs to defineits goals, target and anticipatedoutcomes.

3.2.1 |dentification of neednd suitability

Common factors which have preceded the introduction of DCRs internationally include the presence
of indicators of public drug use suchastreetbaseddrug market, inappropriately discarded

injecting equipmentand high rates of overdose mortality and/or other drugelated harms such as
BBWtransmission. The emphasis on either public health or public order objectives differs between
locations, influenced at least in part by which groigffiencedDCRmplementationprocesses

Quialitative interviewdor this studyfound that oth the MSIR and MSIC were established out of a
perceived need to respond to overdose deathdinding reflected in thearlyliterature on the

MSIC* In Sydney irthe late 1990s, there was increased media and political attention on fatal
2PSNR2aSa Ay (KS Yanyhgueshintd phlieicarrugtiondsdmmentey thew pd T
establishment of a sanctiongslHas there were several clandestine shooting galleries operating in
the area at the time) to combat the problefhln Melbourne, support and lobbying fomsSIF

followed multiple Coronef @commendations after théatal overdose of a woman in Richmaofrd
Support was evident across a wide spectrum includangily groups, theéustralian Medical
AssociationAMA), Ambulance Victoria, Victoria Poljtke Herald Sumewspaper and local

advocacy group Residents for Victoria Street Drug Solutumgportfrom politicianswas also

pivotal in the stablishment of botiAustralianfacilities In the case dBritish Columba (BCFanada,
the key stakeholdewho we interviewedfor this studydescribed an inclusive and collaborative
establishmenproces which involved local health services, police and the local activist group,
Vancouver Area Network of Drug Users.



AustralianCapital Territory stakeholders were asked about whether a DCR would be appropriate for
the ACTand they generally agreed that such a service would bereedlived bypeople who use
drugsand supported by other service providemis sentiment was shared by AOD treatment
providers, homelessness services, justigstemrepresentatives and ACT RaiSome
recommendedhat multiple DCRmay beneededto service thegeographically dispersed drug
consumption scenef the ACTOne suggestion wds establish one primary facilityvhich could
then be followed by other small services in areas where dagjs concentratedand a need is
identified. It was suggested that small site could be easily integrated into existing health facilities.
Onestakeholdemelievedthat a service needed to be located in close proximity to a storag
market,such ashose inNorth Richmond and KirsgCross that have significant concentration of
drugdealing and consumption in one ardar a facilityto be successfulStakeholdersioted the
importance ofclientsbeing ableto walk or catch public transport to the facilityltimately, the level
of buy-in from consumersvas seen as beimgost heavilyinfluenced bythe:

A Geographic location of the service
A Availability of other services onsite
A Confidentiality of the service

3.2.2 Acceptability

There was strong support for the establishment of a DCR among participants in batinthener
and NSRBnapshot surveysA large majority§49%9 of consumersurvey participants and more than
half of NSRBnapshotparticipants(64%)indicated thatthey would use a DCR in the ACT if one were
available(Table2). An additional 9% afonsumersurveyparticipantsand 12% of NS$hapshotstudy
participants said thegid notknow or might use a DGRone wereavailable in the ACT.

Table2: Intentions to use &CRn the ACT, consumer and NSP snapshot surveys

Consumersurvey NSPsnapshot
n=98& n=163
n (%) n (%)
Would you use a DCR
No <5 <5 39 (24)
Yes 85 (87) 104 (64)
Maybe/Don't know 9 (9) 20 (12)

*Missing three responses frontonsumersurvey andne from NSP snapshot survey

Support for a DCR the ACWwas consistent across age groupd$oth surveygTable3). The
percentageof males and females endorsing a DCR was approximately equal fenisRot
participants(67% vs 57%and consumersurveyparticipants (84% vs 90%ut support was lower
among NSBnapshotparticipants Aboriginal and/or Torres Strait Islartconsumersurvey
participantsand NSBnapshotparticipants reporéd intent to use a DCR at similar ratesigsumer
87% vs 75%, NSRapshot 75% vs 62%Anticipated use of a DCR exceeded 50% at all 3P s
participating in the NSBnapshotstudy, with the rate of anticipated use among those recruited from

Civic NSRighest at 70%n=64) (See Table Z5).



Amongst consumer survey participants who said they would use a DCR, common reasons for use
included eduction of overdose risk (52%), concerns about using drugs alone (52%), being away from
police (49%) and needing help with and advice about injecting (30Rtded). Almost half (48%)

advised that they would use a DCR for 50% or more of their injections. A largely similar pattern was
observed among NSP snapshot study participants who reported wantimgeta DCR: the most

common reasons were concern about overdose risk (43%), concern about using alone (30%) and
using away from police (27%). Individuals who did not intend to use a DCR nominated the most
common reasons as already having a safe space tsuoo@ drugs (77%), preferring to consume

drugs at home (69%) or preferring to keep drug use private (44%).

Table3: Intentions to use a DCRtime ACTby age, sex and Aboriginal and/or Torres Strait Islast®us

Consumersurvey NSPsnapshot
N =101 N =164
Yes No Yes Maybe
n (%) n (%) n (%) n (%)
Age
18-30years 14 (93) 7 (35 12 (60) <5 <5
31-40years 29 (88) 8 (22) 25 (69) <5 <5
41-50years 20 (74) 12 (22) 34 62 9 (16)
51+years 22 (96) 12 (23 33 (83) 7 (13)
Sex
Female 37 (90) 13 (28) 26 (57) 7 (15)
Male 48 (84) 26 (22) 78 (67) 13 (11)
Aboriginal and/or Torres
Strait Islander
No 58 (87) 34 (24) 89 (62) 20 (14)
Yes 27 (87) 5 (25) 15 (75) O ©)
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Table4: Reasons foanticipateduse of a DCR the ACT

Consumersurvey NSPsnapshot

N =101 N =164

n (%) n (%)
Concerned about overdose risk 53 (52) 71 (43)
Concerned about using alone 53 (52) 49 (30)
To useaway from police 49 (49) 44 (27)
Need support and advice to inject 30 (30) 37 (23)
Concerned about violence/standover 17 a7 33 (20)
Curious what it would be like 6 (6) 24 (15)
Other safety related 20 (20) - -
Social reasons - - 16 (20)
Not applicable 0 0) <5 (<5)
Total* 228 (100) 274 (100)

*Participants could select more than one response

A strategy to engage the broader local community and foster acceptabilitpth@rimportant
considerationL y aSf 62dzNYyS> GKS ¢whienhad initiNy opdddeiitie | 442 OA | (A
establishment of &1F¢ ultimately played an important role in demanding a DCR to improve public
amenity and reduce the impact of the street drug market on local businé3stswyever, support

for the MSIR among respondents to a community survey reduced during the first year of the trial,
from 61% to 41% among residents and 48% to 41% among business éDensersely, in Sydney
the Kings Cross Chamber of Commerce attempted to thwart the opening of the MSIC by lgunchin
legal proceedings against the licamg authorities, and the Vatican intervened to prevent a Catholic
group from patrticipating in the delivery of servicé®espite igniting public debate, three in five
residents and busisses local to the MSIC supported the establishment of the searidehis level

of support was sustained over the first five years of operatfoh notable difference between the
Melbourne and Sydney facilities is their urban location: the Sydney MSIC is a standalone facility
operating from a shopfront in a commercial shopping strip, whereas the Melbourne MSIR is co
located in a community healtbervice within close proximity to higlensity public housing and a
primary school.

Findings from the 2019 National Drug Strategy Household Survey (NDSHS) suggest that roughly half
(47%) of the Australian populati@upports supervised drug consumptiondiities/rooms to reduce

harms associated witbruginjecting Importantly, at 56%support was highest in the A@Tall

states and territorieg? This figure represents an important foundation for mobilising community
support if needed.

3.2.3 Politicisation

Despite the broad evidence base pointing to numerous benefiisd little basis for concern about
adver® effectsg the implementation of policy supporting DCRs is highly politicised and often
controversial®®**¢Commonly, DCRs (along with other harm reduction programs) are perdeited
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users, and/or worsen negative local community aofs of the local drug market by attracting

consumersand dealers from outside the local area (the@d f f SR WK 2 yThéseJgals STFS O C
have not been relised with the operation of existing DCRs: there was no evidence that the Sydney

MSIC led to an increase in drtgjated loitering at the front of the service after it opened, and there

was no increase in the proportion of drug use or drug supply offecaesnitted locally*’ In

Vancouver, the DCR was found to have no substantial impact on relapse into injecting drug use or

stopping drug usg® drug trafficking or other drugelated crime in the neighbourhodfi.In some

European locations, clients specificDCR are subject to local residency requirements specifically

to prevent attractingoeople who use drugsom outside the local ared.

AustralianCapital Territory stakeholder interviews revealatb potential political or ethical
objections from service providers to a DCR in the ACT. There was some concern amongst
stakeholders that thergvould be a lack of support from government dueeipectediow utilisation
along with high financial investment, resultingniinimalimpactand low return This concern was
also mentioned in relation ta perception ofow rates of drug use anaverdose in the ACT
compared to some other jurisdictiong/hichappeared to be unfounded age consider belovin
Section 40.

3.2.4 Legislatio

Given that they generally involve the consumption of illicit drugs, DCRs typically require specific
legislationor amendments to existing legislatiom operate.

The implementation and operation @I inNSWand Victoria involvethe amendment of pre

existing legislation (the NS®fug Misuse and Trafficking Act 198&d the VictoriarDrugs, Poisons

and Controlledsubstances Act 198&spectively)However, theae amendments includeexplicit
objectives of each Stkat are not included in the ACT legislati¢tor examplethe NSW legislation
makes reference to reduction in the number of overdose deaths, providgaieavay to treatment

and counselling, reduction in the number of discarded needles and syringes and incidence of public
injecting, and reducing the spread BBVsTheVictorian legislation incorporates these four

objectives as well as reduction in amblance and hospital emergency attendances due to drug
overdose and the improved amenity of the neighbourhood for residents and businesses.

In Canada, DCRs require an exemption from federal drug(@evgrolled Drugs and Substances)Act
to operate® This ultimately gives the federal government in Canada the responsibility of approving
any newfacilities. Conditions in thexemption (under Section 56) of tiiederal legislatiomrange

from a requirement that the facility does nobntribute toan increase in crimeédentification ofthe
needfor supportfrom local police, and prohibition of as&d injection. This level of regulation has

led to the introduction of Overdose Prevention Sites (RBC (described further in sectiérb) as

a means of circumventing federal drug laws.

In the ACT, existing legislatiofhe Supervised Injecting RiaErial Act 1999 Wi K S sifoOtieQ 0 | £ f 2
trial of a supervised injecting place. Briefly, the Act outlines the minimum legal requirements for the
operation of the facility, as well as broadly establishing a law enforcement and internal management
protocadl, criteria for accessing thiacility, exemptions from criminal proceedings for staff and other
personsand guidelines around provision of injecting equipment and excluding people from the

service.The Act specifies that injection of a substance atal facilitymust be directly supervised by
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a doctor or a nurse. The legislation also mandates that any trial facility must contain (or provide
satisfactory access to) primary health care services (including medical), AOD counselling services,
health educaibn services, AOD detoxification and rehabilitation services, and BBV testing.
Exemption from prosecution under tH&rugsand Dependence Act 1989 the Medicines, Poisons

and Therapeutic Goods Act 2083plies topossession ah maximum of 0.5g of substance.

Criteria for scientific evaluatioof a trial supervised injecting place in the Agd@not currently
specified under the Acthese are to be determined by the Minister with input from an appointed
Advisory Group whose membership representg RET stakeholders. Operational objectives are
also specifically not defined in the legislation.

A further legislative consideration is the ABOman Rights Act 200#ost of whichreflects
ldza GNI €A Qa AYUSNYyIFGAZ2Y Il KadiynalyCovelikrEda Cidil a@do £ A 3 G A 2
Political RightsSpecific rights of relevance include:

A The right to lifeg by which there is positive onus on governments to take reasonable steps to
protect people
A The right to equality (specifically the right to enjoy other human rights free from discrimination)

3.2.5 Policies angrocedures

TheBritish Columbia Centre orustance UsgublishedSupervised Consumption Services:
Operational Guidancie 2018% This document recommend®veralsteps to be undertaken prior to
the implementation of a DCR and descebey policies and procedures that should be considered.
They include overdose response protocpiocumentation procedureseferral pathwayscode of
conduct/rights and responsibilities for clients and stefigibility criteria and intake procedurges
criteria and protocol for refusal of servigerocedures for contacting police in the event of
aggressionbiohazard disposal procedurestaffing and regulatory structurescreening and

informing clientscommunity engagement and suppoand a detailed description of the services on
offer. Templates are provided fanany of thesegoolicies and procedures

Aside fromspecific elements of protocobnd procedures which pertain directly to evaluation
criteria, examples oturrentoperational guidelines from thBSIC and MSI&e not publicly
available. Howevemany operational facets broadly align with the medical model adopted in
CanadaThe Melboune MSIR was modelled heavily on the Sydney MSIC, with direct support
provided in the development of ptocols!? Examples of specific policies and procedures are given
in further detail inSection 7.0

13



4.0 Drug use, harms artle ACservice system

KEY FINDINGS

A

A

Quantitative data suggest anngoing prevalence of public drug use between 14%
and 24% of recent episodes of drug use.

Qualitative reports of methamphetamine and alcohol as the primary drugs of conc
contrast with quantitative data showing thaeroin is still by far the most commonly
reported and most used drug amgst various studies @eople who inject drugs
undertaken and reviewed for this report.

Rates of use of various drugs amongst the general population have rensiatad

for severalyears.

Polydrug use is commoim the ACT amongsgteople who use drugs

Purchase and use of drugs occurbath private and public settings, with both types
of settings carrying health riskB t dzZNOKIF &Ay 3 'y R dza Ay 3
locations such as car parks and toilets is prevalent.

Overdose deathsnd drug elated hospital separationsn the ACT havimcreased
significantlyin recent years.

Around a fifth of people who inject drugs in the ACT repecent non-fatal opioid
overdose a figure comparable to that seen in Melbourne and Sydney

The rate olambulanceattendance at callselated to heroin or other opioid use is
estimated to be afighas that seen prior to MSIR establishment in Melbourne
Polydrug useis perceived as the most common driver of overdose in the ACT.
Hepatitis Gncidence and prevalence in the ACT have heeglcingin recent years,
perhaps due to increased availability and uptake of treatment for hepatitis C.
Other injectingrelatedrisks and harmsuch as sharing and reusing of injecting
equipment and assisting others to injectyeaemained relativelystablein the last
decade, although a recent drop in sharing of equipment has been reported.
Drugrelatedarrestshave recentlyncreasedin the ACT.

ern

Available data on drug use trends and harms for the W€ collated fom multiple sources and
reviewed for this report. The full list of data sources from published literature is described in
Appendixl, and a detailed review of ACT trends in drug use prevalence;rétatgd harms, health
service utilisation and drucelated crime and law enforcement is included in ApperadiXhe
following section is a summary of findings from the review as well apriheary data collected
throughour consumeiand NSRnapshotsurveys of potential service users and qualitative
interviews with ACT stakeholder$ is important to note thathe quantitative interviews were
conducted during the COWI® health emergencyA small number of questions were included to
identify whether the pandemic had impacted behaviokor example, participantsere askedf the
drugthey hadinjectedmostoften or the total number ofinjection episodes in the past month had
changed due t€COVIBEL9 (only two and 12 participants, respectivealgsponded in the affirmatiye
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More detailed reports from these interviews and surveys can be foudgppendices (ACT
Stakeholder dath 6 (Consumer survey and NSRapshot datd and7 (DCRstakeholdatr data).

Notably, there was an apparent mismatch betwestakeholdef perceptions andonsume@
reports of the prevalence of public drug use and overdose haimnsonjunction with independent
epidemiological dataoverallwe found clear evidence giatternsof drug use and related harms
connected to public drug usa the ACThat requirea considered response.

4.1 Studiesof drug usein the ACT

Inidentifyingdata sourcedor this report,people who inject drugwere the main population
consideredecause they were assumed tde thegroupmost likely to use a DCR. This
heterogereous population ofterexperiencasa range of sociand health disparitiesThe
demographic profileof ACTsamples included in the stugh considered @re similarand are
providedin Table5 below.

The mostup-to-date estimate of the number of people who recently (previous 12 months) injected
drugs in the ACT by Larney and colleagué®m 2014%° The estimated number qfeople who

inject drugsin the ACT was 1250 (5.1 péXdD of population aged X4 years), with lower and

upper uncertainty bounds of 10Q@2500 (3.76.4 per 1000 of population aged 464 yearsf° This

figure represents 1.3% of the estimated national total of 93,8@th lower and upper uncertainty
bounds of 68,000 and 118,000)he authorglo not provide further demographic breakdowns by
jurisdiction, but the ratio of males to females nationally was estimated to be 7:3, consistent with the
people who inject drugsampled for this reporiTable5), with the exception of our consumer

survey which had a relatively high proportion of female participants.

Kwon and collegues$? estimated the annual number gleople who inject drugs Australia
between 2005 and 2016. They noted that between 2012 and 2016 the numipeiopfe who inject
drugsremaired stable, whiclt considering/% population growth in that periogmeans that the
overall rate ofpeople who inject drugper population declined from 0.44% in 2012 to 0.39% in
2016.
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Table5: Participant demographics from epidemiological studies involgewple who inject drugs) the ACT

Primary data collection Secondary data
National NSP
Consumer NSP snapshot ACT IDRS Survey (ACT
survey 2020 survey 2020 2019% site data
2019§?
Number of participants (n) 101 242 100 128
Males 55% 69% 74% 67%
Age (min.) 20 18
Age (max.) 67 67
Age (mean) 42 45 44 42 (median)
Sexuality
Heterosexual 84% . 89% 73%
LGBTIQA+ 16% . 7% 13%
Not reported . . 4% 14%
T\Stizrr]ig::al and/or Torres Strait 3% 16% 24% 16%
Postschool qualification(s) 27% . 54%
Stable housint 83% 90% 78%
Unemployed 82% . 90%

* |llicit Drug Reporting System (IDR&hile ACT IDRS data from 2@19 areincluded in this report, the 2019 sample
was similar to previous years.
" Includes own home, rent or public housing

4.2 Drug use patterns

Stakeholders were asked to describe their understanding of current drug use patterns and trends in
the ACTSocial alcohol consumption and recreational drug use were mentioned as ongoing issues in
the nightlife areas of Civic. In terms of dependent drug use, there was consensus among
stakeholders that alcohol and methamphetamine were the main substances ofrcombatably

there were conflicting perspectives on the prevalence and impact of heroin and prescription opioids
in the ACTwith most interviewees mentionintiat patterns were increasing or stablayt a few
perceived alecreasdn use over time

Findirgs from the 201NDSHShow that overall, 15% of the ACT population reported use of any
illicit drug in the preceding year, with prevalence of use being 14% among men and 15% among
women. The most common age groups for any illicit drug use weg24187%)25¢29 (26.2%) and
30¢39years(13%). The prevalence of illicit drug use in the ACT overall was slightly lower than in
other Australian jurisdictions. Cannabis was the most frequently used illicit drug (Faid8a)se of
heroin (<0.3%), cocaineq2%), nethamphetamine (£2%)andecstasy (24%) reported by less than
5% of the population. These figures have remained largely stable over the past decade.
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Among IDRS participantspaccowas the drug most frequently reported as being recently used
(77%) followed byopioids (54%), cannabis (51%), stimulamtsh as methamphetamin@3%) and
alcohol (29%5?

TheAustralianNSPSurvey 25/ear National Data Report showed that among participating ACT NSP
attendees in 2019 (n=12&)¢eroin #6%) and methamphetamind$%) weremost frequently
nominated as being lagtjected an increase from 2010 (heroin 29%; methamphetamine 2vién
injecting methadone (16%) and buprenorphine (10%)y&more commort?

4.2.1Heroin

Although the population prevalence of heroin use is low, the frequenag ase among samples of
people who inject drugss high.Most participantsn the consumer surveyeported recent use of
heroin (79%). Heroin vgaalso the drug that participants typically nominated as their drug of choice
(65%), the drug they had used via any route of administration most frequently in the last month
(53%) and injected most in¢Hast month (64%imilarly, he NSPsnapshotsurvey found that the
most commonly reported last drug of injection during the snapshot periodheasin.

Most people who inject druga/ho participated in the 2018 CTIDRS were frequent users of heroin:
around threequarters ofthosereporting recentuse(past 6 monthsjeported at least weekly use,
and 40% reported daily usBecent heroiruseprevalencedecreasedrom a peak of 92%f IDRS
participantsin 2000 to 77% in 201l participants who reported heroin ugeportedinjecting the
drug>?

4.2.2Methamphetamine

More than half (60%) of the participantstime consumersurvey reported use of crystal
methamphetamine (ice) in the past six months. Across other measures of recent use, crystal
methamphetamine was the second most commonbminated drug, after heroirtwentysix per

centof participants nominated crystal methamphetamine as their drug of choice. This was reflected
in the NSRBnapshotsurvey, wherearound a quarter of participants reported methamphetamine as
their most recetly injected drug.

Results from the 201BIDSHShowed a decrease in the prevalence of methamphetaminanutige
ACTirom 1.2% in 2010 to 0.3% in 20£%°> Among ACTDRSatrticipants both the percentage of

the sample indicatingastsixmonth methamphetamineuseand frequency of ushavesteadily
increased over the past decaé&Twothirds ofthose reporting recent useeported at least weekly

use and ondifth reported at least daily usdllethamphetamine was injected by 97% and smoked by
36% ofthose who reported recent use of the drag

4.2.3Cocaine

A substantial minority of participants in oasnsumersurveyreported recent use of cocaine (19%).
Among participants in thiORSthe prevalence ofecent cocaine usmore than doubled over the
past decade, from 6% in 2010 to 15% in 204#h a few fluctuation®ver that period Howeverthe
median frequency of use has not changedrkedly fluctuatingbetweentwo andeightdaysin the
previous six monthsThe most common route of cocaine administratimminatedwas injecting
(739 followed by snorting (40%83.
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4.2.4APharmaceuticals

Substantiaminorities ofour consumer survey sample reported pharmaiteal drug usewith 17%
reporting recent use of methadone, 26% reporting recent use of benzodiazegiink896 reporting
morphineuse Very small numbers of participants reportgdarmaceuticalas their most frequery
usedtype of drug

Onesixth(15%)of IDRS participants in the ACT reported illicit use of methadone in 2019, an overall
decrease since 201@5%) Around a quarter of this group reported recent injection of methadone
(liquid and tablets)approximately twice a wee¥.

Most IDRS participants who reported recent buprenorphine use reportedpreacribed usgthe
percentageof nonprescribed uselecreased from 35% in 2010 to 6% in 2048ich reflectsreduced
availability since the introduction dfuprenorphinenaloxone Five out of six participants reporting
illicit use of buprenorphine injected it, and the median frequency of use was approximately
fortnightly. The prevalence of illicit use of buprenorphinaloxone was higher at 14% in 2019, with
a medianof monthly use and half of thosénjected it>2

Reports of norprescribed morphine consumption by ACT IDRS participants have more than halved
over the past decadérom 43% in 2010 to 15% in 2019hich may reflect changes imgscribing
practices (Tabl&4). Most of those who reported morphine use in 2019 reported injecting morphine
(93%).

Reports of recent oxycodone use by ACT IDRS patrticipants remained relativelatsialler %oover
the past 10 years, apart from a spike2idil1¢14 when consumption peaked at 35% (TalBig); it
wasl17% in 2019Fortyfour percent of those reporting recent oxycodone use in 2019 reported
injecting the drug.

AustralianCapital Territory IDRS participantare less likely to reportecent fentany usethan use of
other prescription opioidshut NS LI2 N1 a 2F Wl ye FSydlyet dz8Q R2 dzo f
with 79% ofthosereporting recent use reporting injecting the drér.

4.2.5Alcohol

Eightyone per cenbf participants in theNDSH®eported any alcohol use (daily, weekiyonthly,or
less than monthly). Daily consumption of alcohol was uncommon at 4.4% (5.4% in 2010; 6.6% in
2013; 3.7% in 2016). Fourteen pmmt were categorised as having a lifetimé e harm from

alcohol, with males (20%) beiagthree timesgreaterrisk of harm than females (9%).

In ourconsumer survey, 55% reported recent use of alcohol, with the most reported frequency
being Z4 times per month. Just over a third (38%) reported no consumption of alcohol in the past
month.

Recent use of alcohol has hustally been reported by 5¥5% of IDRBarticipants In 2019, this
figure was 62%. The median frequency of use was equivalent to twice weekly (48 days;1Q®,12
with 21% reporting daily use, a considerably higher proportion #raongthe general poplation.

4.2.6 Cannabis

Data from theNDSH$dicate that over the last decade, reports of recent (past year) cannabis use
among the general population has remained stable in the ACT (9.5% in 2010; 10.1% in 2013; 8.4% in
2016; 10.5% in 20193,
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Just under half of the participants in oconsumersurveyreported use of cannabis in the past six
months (44%)Twdve per centeported cannabis being their ,sbused drug in the last month.

Eighty percent of IDR®articipantsbetween 2010and 2019 reported recent use of cannabis. Of
these, 90% reported at least weekly use and over half reported daily use. All participants reported
smoking as their primary raee of administration and on¢enth reported vaping and/or ingestirfy.

4.2.7 Tobacco

As reported in th2019NDSHShe prevalence ofobacco smokingn the ACwas 9%, the lowest of
all the states and territorie¥* However the IDRS shows thébbacco us@mongpeople who inject
drugsin the ACThas consistently remained high, with 97% of the sample reporting recent use in
2019 and 91% of recent users reporting daily ¥se.

4.2.8Poldruguse

Consumer survey respondertemmory reportedpolydrug us€47% identifying usig heroin and

crystal methamphetamine ithe last six monthsbefore COVIEI9.a OYS G Ay | yRO1D2€ f S| I dz
study of recent (past monthjethamphetamineusein the ACTN=183)found that halfof the

samplehad also used heroin (48%) or other opiofEB%) in the past month, with cannabis (80%)

and alcohol use (62%) also being prevalent in the same time p&riod.

4.2.9Publicdrugpurchase anduse patterns

Consumer surveyaticipantsy 2 a0 02 YY2yft & NBLEZNISR &d02NAy3d RNHA:
with other common responsdseingstreet deales (16%) and friensl(14%) Participants mostly

commonly reported scoring drugs fro@ivic 83%). Participants typicaltgportedinjecting drugs in

a private location (8%),including theiown homeaR S| £ SNR& K2YS 2NJ.I y2 i KSNJI L
Public locations (e.g. street, public toilet, stairwell, paxa) accounted foB0% of typical injectins.

The NSBnapshot survejound thathome wasghe typicallocation of the last episode of drug use of

participants (76%). In addition, 10% reportbe last episode of drug use occurring at another
LISNE2Y Qad K2YSd | O2Y0AYylFGA2Yy 2F LMzt AO f20F0A2Yy3
last episodes of drug use.

Amongst the 2019 ACT IDRS sample, 80% of participants reported injecting irieatpriaa on

their last occasion of use (91% in 20I&)e 2020 Australian NSP surveyy2ar National Data
Report shows thapublic injecting in the last month was se#fported by 53% (n=61) of participants
in 2019, and has fluctuated each year since 2640ging from 28% to 569.

In stakeholcker interviews there was general agreement that measures of street drug use (including
public use, public overdoses, dealing and discarded-tklaged paraphernalia) were low and tha

been decreasing over timghich conflicts with reports from consumer@part from some parts of

the Civic area, where homelessness and drug use were concentrated, hotspots in other areas of the
ACT were less obvious, which some attributed to policy that dispersed public housing communities
across the ACT. Additional areas fregtly mentioned as drug use hotspots were Ainslie Village and
parts of Belconnen. Overall, there was a general sense that the majority of drug use activity is both
secluded and dispersed across the ACT.

While much drug use in the ACT is occurring irgpgithomes, purchase and use of drugs occurs in
020K LINAGFGS yR LJztAO aSGiAy3Iad t dzNOKFaAy3a | yF
as car parks and toilets is prevalent. Both public and private settings carryussigdrugsat home
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can exacerbate riskssgociated with using alone, whilssing in public places can carry risks both for
the community and for the individual, which can include rushing injections and lack of hygiene (e.g.
access to clean water and sanitary spaces) discaging used injecting equipmerihappropriately
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4.3 Drugrelated harms

4.3.1 Nonfatal and fatal overdose

Consumer surveyapticipants were asked about experiences with overdose. Twengy/people
reported experiencing one or more accidental herouerdoses in the last six month20 of whom
reported being administered naloxone at least once in the spar@d. Sixteen participantsaid

their most recent overdose occurred in a private location, with a small number reporting a recent
public overdoseMost overdosesvere managed with the assistance of friends (n=13), while an
ambulance attendance occurred at six of the other overdosé@se participants reported a recent
overdoseinvolvingother opioids,eight of whom reported receiving naloxone at$ance in the
same periodAlmost all participant$93%)were aware ofTHNprograms and 8% had received
training in how to administer naloxone.

Stakeholders were asked abdwgy drivers of overdose in the ACTdescendingrder of numbers
of mentions n the data, thesuggestedirivers of overdose were:

A Polydruguse, in particular the combination of illicit/prescription drugs and alcohol

A Varying and inconsistent purity of drugs and drugs that have been cuféatgnyHaced
heroin)

>

Consuminglrugsalone

>\

People using drugs they are not familiar with
People oerestimating their tolerance to a particular drug (eafter release from prison)

Intentional overdose

> > >

Lack of asspace that supportsafedrug use
A An increase in quantity of drugs consurrdge to increase in welfare payments

In addition to causal factors for overdosing mentioned, a few participants acknowledged that the
implementation of naloxone programs in recent yearsl baccessfully prevented overdose deaths
in the ACTThose who coul comment on overall overdose rates (both illicit and licit substances)
suggested that the issue was present b rate was not seen as dramatically higher or lower than
in the past, with a decrease suggested over the past two decatieh does not acad with the
trends presented below

In 2019, ondfifth (19%)of IDRS patrticipants reported having overdosed in the previous 12 months
which was relatively consistent with recent years. Of those who reportedentoverdose, the
median number of overdosein the previous 12 months waso and the most commonly cited drug
involved in participaris overdoses was heroin (14%). those who reported a heroin overdose, 43%
received naloxone and 43% were attended by an ambul&tkeprevalence of selfeported
overdosesn the 2019 ACT IDR#&s similarto that in the nationalsample, with 21% reporting an
overdose in the previous 12 months on a median of two occasions. Naticaraling people who
reported a recent heroin overdose, %/received naloxone, 47% were attended to by an ambulance
and 28% were admitted to an emergency department.
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Data compiled by the National Drug and Alcohol Research C@ir&RCgonfirmsthat annual
deaths relating to drug overdos@sthe ACThave increasethy 79% between 2010 and 2Qf8om
19 reported deaths in 2010 to 34 in 2QXBe most recent year availabé

4.3.2 Blood-borneviruses

People who inject drugare at high risk oinfection withBB\sincludinghepatitis C virushepatitis B
virus, and HIV® all of which are associated wittxcess morbidity and mortality.

Eighty per cent ofansumer surveyespondentgeported a negative result for hepatitis C at their
most recent BBV tesand none reported beingepatitis Qpositive. Almoshalf (43%) reported
having a test in the last 12 months, aB@%reported having a test more that2 months ago.
Twenty-one per centeported having completed treatment for hepatitis C.

According to surveillance data collated from multiple sources, an estimated 2533 pedpeACT
were living with hepatitis C in 2017 (range 1§2602; 1% of national prevalenc&New hepatitis C
infections in the ACT have been steadily decreasing, with 126 recorded it 204 ®owest in the

past 10 years. Current evidence suggests that around 4%agfie who inject drugsn Australia are
living with hepatitis B viru®uring2008;17 there were 928 new hepatitis B infections in the ACT.

In Australia, 3% of new HIV infections are attributed to injecting drug use; in the 10 years between
2008and 217 there were 138 new HIV diagses in the AC*®.

AdzZZ GNX £ A Q& bl A2y It b{t {dzZNWBSe NBSGSI{SR GGKIFId Y
HIV (88%) and hepatitis C (91%) wasimon with 34% and 28%eporting having received test

within the last year respectively. In that same year, 50 pesplereported a hepatitis C diagnosis,

33 (66%pf whomalso reported ever receiving antiviral treatmetit.

4.3.3 Injectingrisks ancharms

In the 2019 ACT IDRS, 11% of participants reported distributive sharing of needles/syringes and 8%
reported receptive sharing in the last month. The prevalence of people sharing other injecting

equipment has been stable over the last decade, althoughridfisignt drop was observed between

2018 (27%) and 2019 (8%haringother injecting equipment was reported by g&g. spoons,

tourniquet, water, and filters; 27% in 20)l8nd reusing own syringes was reported by 44% of the

sample Nearly half (48%) repdrSR A a&adzSa adzOK Fa | WRANIE& KAUGUQ OH
injection into an artery (15%MH third of the 2019 ACT IDRS sample reported having injected

someone else after they injected themselves (in the past month) adiith reported that theywere

injected by another person who had previously injected themselves.

The 2020 Australian NSP surveyy2ar National Data Report shows theuse2 ¥ a2YS2y S St a s
needle and syringe in the last month was reported by 14% of participamisteu® of equipment

(spoons, water, filter, or drug mix) after someone else in the last monthreyasted by49% with

both proportionsconsistent since 2018,

4.3.4 Ambulancettendancesaandhospitalseparations

A drugrelated hospital separation refers to hospital care where the primary diagisgkated to a
substanceuse disorder or harm due to substanege NDARQeporteda 79%increasen drug
related hospital separations the ACTrom 121 per 100,00@eparations in 2010 t@16 per 100,000
in 2017%18%°. Mostwere attributed to the use oAmphetaminetype substances, opioids and
prescription medications
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Data obtained from Ambulanc&CTshows tke number of callén whichparamedics indicate tha
substancds involved in their secondary assessment, final diagrmwsiase natureor the patient
received naloxoneThese mayncludecasesn whichthe reasonfor calling was unrelated to the
opioid or heroin consumptiort¥ KK (& NX-relgtéttizses refer to any drug (other than
opioids/heroin or alcohol) including prescription medications. In 2@a®amedics esponded to 643
W2 K S NIvelafedNdde®s (150.4 per 100,000 people; 673 in 2018) and 219 heroin/opioid related
caseq50.6 per 100,000 people; 214 in 2018).

In Victoria in the years preceding the introduction of the MSIR, the number of any illicitrddated
cases (including heroimttended by paramediasiore than doubled from 5,376 in 20412 (97.1

per 100,00(people) to 12,768 cases in 20478 (202 per 100,000). Heroemelated attendances also
increasedfrom 2,150 in 201412 (38.8 per 100,000) to 3,027 in 2@18(47.9 per 100,000 a rate
slightly lower than observed in the ACSimilarly, pharmaceuticals (arsgw a sharp rise from 8,466
attendances statewide (152.9 per 100,000) to 11,013 in 2087174.2 per 100,000}.

4.3.5 Drugrelated arrest@and incarcerations

Inthe consumer surveyparticipants were asked whether they had been arrested in the last six
months fordrugrelated offerces reported ratesof arrestfor use/possession and dealing/trafficking
were below5%.

The Australian Crimal IntelligenceCommissio®d& Lt t A OA (i resdiddzB60%atrdsts of w S LI2 NI
RNHzZA W02y adzYSNEQ | YR Gnthe ACRINBgRG12182 Gverndpast WLINE FA R S
decade, there has been amcrease in drug? O 2 y & dzY SiNdde ACNINiIh 2048 figures

0SAy3a ftY2aid R2dzo tféhcesir&crded im R0QA0.BRrigrdodheBugdof 2 F

Dependence (Personal Cannabis Use) Amendmeg0Agtwhich came into effect on 31January

2020,most drugrelated offences ithe ACTpertainedto cannabis and Simple Cannabis Offense

Notices (52%), followed by amphetamitype stimulants (25%) and cocaine (149d)he new

legislation decriminalises the use, possession and cultivation of cannabis for pgepl&8 years or

oversubject to specified quantity limisnd other restrictionsalthoughfederal laws still apply and

the sale and supplgf cannabis remains illegal.

In 201&19, ACT police lodged 874 persons iptotective custodyat the ACT Watch House (utilised
for intoxicated persons when no other options for care or protection are available) for antisocial
behaviour relating talrug and/or alcohol intoxicatior(not specified by substance typ®)

In 2019, 32% of IDRS participants reported that they had been arrested in the laé3@%ain 2018;
22% in 2010and 27% stated that thelyjad engaged in drugealing(this figure fluctuated between
2010and 2.9 from 136 t033%)>2

Among alleged offenders proceeded against by police duringc®l, dne in seven in the ACT had a
principal offence that was illicit drug relatétiNationally, illicit drug offences are among the top
three most common offences for people incarceratbdt in the ACTviolent offences are more
common®®

MOYSGAY yR O2tftSI3dzS4Q wnmt &addzReé 2F myo !/ ¢ NB
found that 56% of the sample had ever bgmrsonallyinvolved in the prison system and 28% had

been arrested in the previous year (most often relatednethamphetamine possession/supply,
theft, assault, damage to property, or public order offenc&s).
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5.0ACT ervice system and theommunity

KEY FINDINGS

A The ACThasadiverse range oharm reduction and treatmerservicesfor people
who use drugs thaare dispersedacross the region

A Thelack of a DCkh the ACwas identified as a keservicesystemgap.

A Someareas have aoncentraion of serviceswhile others have fevservices
available.

A Treatment uptakeamongstpeople who inject drugs the ACT ikigh, with most
reportingever having benin treatment and around half reporting current
engagement with oneromore forms of treatment.

A Our consumer survey showeal substantial minorityf people who inject drugs
were unable to access treatment despite trying to do so in recent morthsthis
was not reflected inhe ACT IDRsurveyfrom 2019.

A Participation in AOD treatment has increased significantlyer the last decade
The proportion of people receivifgAThas increased substantiakynd
amphetamine treatment episodes have increased drastically

A There isvery high satisfactiorfor AOD services among clients in the ACT.

A Strengthsof the ACT AOD service system include cooperation and collaboration
between service providemnd good access to key services such as NHRand
counselling.

A Gaps and challengeaclude demand on antesourcing for services, geographic
accessand transportto services and specialist services for particular population
groups.

5.1 Systenoverview

¢CKS YlI22NAR(GEe Oodd:0 2F GKS !/ ¢ LRLMzZIFGA2Yy NBaARS3H
severalsurrounding satellite towns, and a distinct north and south geographical diViteeisa
range of AOD services in tA€Tthat are typical ofAustralian citiesincluding:

A Several rehabilitation services, with some specialising in young people, aaluttsamilies

A Two adult detoxification facilities in Canberra (one medical and onenmediical) and one
adolescent withdrawal unit (nemedical)

A Several community health services and a fgeneral practitioners@P$that can provide @T

Two primary NSPs, four secondary NSRsending machineand 31 pharmacy NSPs

A One main health promotion and advocacy organisation that provides representation and
support forpeople who use drugs

A A newly esablished Drug and Alcohol Court

Supported acammodation for women

A A ommunity withdrawal program

\>\

S
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A A pimary healthcare service f@eople who use drugs

A Services for Aboriginal afat Torres Strait Islander people (B@riginalCommunity Controlled
Organisatiors, 1 program within a pedrased service ahseveral Aboriginatientified
positions)

5.2 Current service utilisation
5.2.1Drug treatment

Consumer surveyarticipantswere asked about their use of the AOD treatment service system
(Table6). Nearly all participantszported ever havingeceived treatment, with the most common
types being methadone maintenance, detoxification/withdrayw@ounselling, residential

rehabilitation and sethelp groups* Recent treatment access was reported by more than half of the
participants, with commotreatments being methadone maintenance, drug counselling and self
help groups. The most common drugs for which participants had received treatment support were
heroin andcrystal methamphetamineA substantial minority oarticipantsreported trying to

access treatment in the last six months bwére unable tq with themost commonly reported

reasons relahgto waiting listsand being turned down or turned away by programs. Some
participantsalso reported not being aware of what programs were availableooy to access them.
Specific data on service types that individuals were trying to access was not collected. Furthermore,
the impact of theCOVIBL9 pandemimn these responsesouldnot be determined.

Consistent with previous years, half of the 2019 MRS sample reported that they were currently

receiving treatment for substance use, mostly methadone maintenance (30%). Eigigrper

reported receiving treatment for methamphetamine u¥eContrasting with data from our consumer
survey,17% of ACT IDRS participantg@@®i9 f 42 G(K2dZAKG G§KSe& ySSRSR RNizA
ydzY o SNRQ dzy ddzOOS & & T dzf .f>Natiadhalyg1X% @=156PdDRI2<péndedts (1 NB | { Y &
had not accessed drug treatment in the past six months despite thinking they needed it, with 33% of

these people reporting that they had tried to access treatment but were unabie to.

The National Alcohol and other Drug Treatment Minimum Dataset report showed that iq2918

ACT AOD services provided 6,700 treatment episodes to 4,026 clients. Most clients were male (61%)
aged 2@29 (24%), 3€B9 (29%), or 4619 (23%). Alcatl was most frequently nominated as the

drug for which people accessed treatment (43%), followed by amphetamines (23%), cannabis (13%)
and heroin (11%). Drug treatment episodes overall have increased significantly in the ACT over the
last decade, with théncrease greatest for episodes for which amphetamines are nominated as the
primary drug (Table A. Types of primary treatment offered were information and education (29%),
counselling (28%), support and case managemertjldssessment (14%), withdrawal

management (8%), rehabilitatiof%) and pharmacotherap$%) While these data reflect current
capacity and usage, tigado not reflect the need for AOD services in the ACT. The report is also
incompletein that data fromAboriginaland/or Torres Strait Islandeservices, government services

and the Canberra Sobering Up Shelter are not included.

Data from the 2019 National Opioid Pharmacotherapy Statistics Annual Data Collection report
indicates thatthe number of peoplan the ACT receivingharmacotherapy drug treatment

increased from 811 in 2010 to 1,014 in 2qE&ure AB). Among those beingreated in 2018, 65%

were male, 77% received methadone, 1% received buprenorphine and 22% received buprenorphine

a Participants could nominate more than one treatment type, so percentages add to greater than 100 overall.
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naloxone. Pharmacotherapy was most often dispensed in the ACT through pharmacies (73%), public
clinics (15%) and correctional facilities (12%).

Table 6: Drug treatmenthistory and utilisation characteristicamong people who inject drugsconsumer
survey

N = 101 n (%)

Ever received drug treatment 88 (87)

Drug treatment types ever received

Methadone 62 (61)
Detox/withdrawal 49 (49)
Drug counselling 49 (49)
Residential rehab 47 47)
Selfhelp groups 38 (38)
Suboxone 18 (18)
Subutex 9 9)

Treatment received past six monthgmultiple choice)

Methadone 56 (55)
Drug counselling 27 27)
Selfhelp groups 16 (16)
Residential rehab 13 (13)
Suboxone 7 )
Detox/withdrawal 6 (6)

Primary drug of concerin treatment seeking

Heroin 66 (65)
Crystal nethamphetamine 14 (14)
Other (ecstasy, oxycodone, methadone, alcohol) 8 (8)

Inability to access treatmerg past six months
No 65 (64)
Yes 34 (34)

Reason for inability to access treatmeniultiple choice)

Waiting list/lack of beds 18 (18)
Turned down/away by program 15 (15)
Don't know of any programs/how to access programs 8 (8)
No treatment program nearby 6 (6)

The 201§ S NI A O SatisfaétiGnMiid @utcomes Surv&USOS had621 respondentfrom 25
AOD servicem the ACTandfound that the most common methods of transpaiitan for service
users veretheir own vehicls (41%), public transport (33%) or family/friends taking them where
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they neecedto go @%). When asked about how easy it is for people to get around, 48% stated that

WL OFy Slairfte 3FSihcd2a GiIKBS R G OSE WL yEBRRS {irXSa oKl @
LX - O0Sa L ySSR (20> wmw: adlFdiSR WL 2F0Sy KIF @S RATFT
OFyQi 3ISG G2 (TKSephdalscdduatigh ovefal BuRls af SeQidser
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was consistent with the 2015 SUSOS report.

Mostrespondents felt that the location (80% agreed or strongly agreed) and opening hours (83%
agreed or stongly agreed) of the services were convenient and appointments were available when
needed (84% agreed or strongly agreed). Attitudes towards staff and services also generally scored
favorably Regarding ancillary services, the most requested support typeshousing (14%),

dental health (13%), mental health (12%), Centrelink or related payments (11%), employment/skills
training (L0%) and BBVs (10%je nost common secondary services receivelhted tomental

health (27%), Centrelink or related payme(22%) and legal issuezl®o).

5.2.2Needle andyringe programs

Needle and syringe prograrmase easily accessible in the ACT. In 2019 there were two primary NSP
servicesninesecondary NSPs, 31 pharmacy NSP outletsixisgringe dispensing machines. The
2019 NSP National Minimum Data Collection Report states that in the ACT gl 281,076
syringes were distributed hyon-government organisation®NGO3%and the public sdor (93% of all
distributions) the remaining were distributed by pharmaci&s.

5.2.30ther health services

Use of other health and support services was exploratiérconsumer surveyCommon services
recently accessed by patrticipants included @G&sreasons other tha®AT) (69%), social avelfare
workers (41%), dentisi{(28%) specialist doctas (18%)and psychologists (14%)

5.3 Strengths, @ps ancchallenges

While a comprehensive assessment of the ACT AOD service system is outside the scope of this
report, data on perceived gaps in seesdn a general senseere collectedn order to provide

context for any perceived need for a DORis was awbjective of this study (see section 1.Zhe
specific questions asked in qualitative and quantitative interviews and surveyscirded in the

data collecion tools in Appendi8. Whilerepresentativegrom a range of services were included in
stakeholderinterviews, those involved were limited by time and content constraints and were not
an exhaustive list of individuals who cdydrovide perspectives on the AOD service system.

In stakeholderinterviews, participants highlighted several areas of the AOD service system that were
working well. Cooperation and collaboration between services was viewed as a key feature of the
systemm the ACT, which contributed to a high awareness of available services and the ability to
easily make referrals between servic8sakeholders mentionegood access to counselling services
and excellent availability of naloxone training programs and adoeBsIN The recently

implemented drug court system was seen as a positive initiative with the potential to divert people
from prison into treatment.

Service providers and people with lived experience shared similar perceptions of the ACT AOD
system, destbing a wide range of gaps and challenges. These needs mostly stemmed from a
shortage of funding and resourcing in the sector to meet high denfiaamd diverse clientsincluding
specific population groups such as young people, women and Indigenous,diemntg with an
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increased workloadidentified gaps in the ACT AOD system included some sepeicesdifficult to
accesslue to location poor public transport, and concentration of some services on the south side
of Canberrawhich highlights the impoaince of ensuring easy access to services through a
consideration of transport and other linkBemand for services for detoxification/withdrawal,
residential rehabilitation, mental health support services and dual diagnosisesasibedas
substantially atstripping supply. There were particular shortages for appropriate
treatment/rehabilitation services for young people, Indigenous people, people who use
methamphetamine and familie§or example, Indigenous people in Canberra, and specifically the
inner rorth, were identified by a stakeholder from the homelessness sector as being
disproportionately affected by drugelated harms, with another stakeholdaotingthat only one
health servicen the ACBpecifically targetindigenous people.

Access to serviis was seen as hampered by a lack of drogervices and an overly complicated
intake for AOD services a@AT AODspecialist blk-billing GPs were also difficult to access in
particular areas of the AChestrictingaccess t@ATfor resicents.

A fewstakeholdersnentioned that lack ofa DCR was a current service gap in the, AQflgiven that

the focus of interviews overall was on DCR, stakeholders may have interpreted quebtioms

service gaps or challenges being about areas of concern asid®ftisThe NSBnapshotsurvey

asked participants which new harm reduction services they would like introduced in the ACT.

Participant responses were coded by staff, rather than staff reading out a list of possible service

types. Researchers made this cleoio methodology to allow participants to generate and prioritise
GKSANI 29y NBalLlRyaSas gKAOK Aa AYyGSYyRSR (2 ARSy(A
that any and all services in a provided list are needed or wafitee.most common rgmnses were
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6.0 DCR models

KEY FINDINGS

A SpecialisedCR are fixedsite and standalonefacilities located close to drug
markets.Qupervision of drug consumption is tigrimary focus, but they may
provide ancillary services onsite or via established referral pathways. Tailored
exclusively to the needs pkople who use drug they attract vulnerable and
marginalisedopulations who may not otherwise access health services.

A Integrated DCRare incorporated into existing services both physically and
operationally and offer a range of interlinked services. This model is @ogué to
the ease and low cost of implementation relativespecialisedgervices. Integrated
facilities may suit geographically dispersed drug markets and have additional
capacity to provide wraparound care for clients who present with complex needs.

A Mobile DCRs are housed in veh&Which cantravel to sites according to need,
thus suiting a geographically dispersed drug market. They may operate
independently or as a complement to a fixette facility. Mobile facilities typically
face less oppositiordm community stakeholders. They are limited by the numbgr
of clients able to access at any one time and the lack of ability to provide ancillary
services onsite.

A Women-only DCR operate exclusively for women who use drugs to address
specific health, sociand safety concerns.

A Overdose Prevention Sitesre unique to British Columbia, and may fit into any of
the describedmodel types. They monitor clients for overdobat their main point
of difference from DCRs is the absence of the requirement for alisigpervision of
drug use. OPSs were enabled under a public health emergency declaration,
exempting their implementation from the usufderal application process.

6.1 Models of DCR

Internationally, DCRBperational modelgan be classified as specialised, integrated, embedded,

outreach and womesonly. While inSydney and Melbourne & G NA Ot & Of AyA Ol £ | LIJ
Y2RSt Q0 (2 GKS &dzLJSNIIA & Aadopted? bt alRshidizas opaylithdner Ji A 2 Yy K
a high level of medical supervision. For exampl@ddition to DCRs, Canaldashad an OP$olicy

since 2016and ®me European DCRs operate without the clinical empludsiee MSIC and MSR

A description of thenain types ofmodelsfound internationallyfollows. The information on existing
DCRss sourced from secondary data (published evaluations and research), and key stakeholder
interviews.Examples of DCRs operating according to each of the described modeladgd in
Appendix 4.
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6.2 Specialisethodel

Jecialised DCPHOperate adixedsite, standalone facilites, separate from any other services. The
are usually located in areas with a high concentration of drug market and use activity, typically with
other services targeted towardseople who use drugsearby and often with referral pathways
between servicesSpecialised DCRs vary in size, aratidtion to the core role of supervisg drug
consumptionsome largefacilities may also offer social services such as showers, meals,
refreshments and laundry. They may also provide their own health and medical services such as
general primary care, BBVdsexually transmissible infectio®T) testingand treatment

counselling and AT. One of the benefits of this model is that it can reach sections gidpelation
who use drugs whare not actively engaged in health or other social services, becatbkeiofocus

on the needs opeople who use drugsiore broadly andusually a lower threshold for service than
traditional medical service$.

An example of a specialised DCRisthe InsiteAfd A ié Ay I yO2dz@SNE /Iyl RI @&
Downtown Eastside district, it caters to the high concentratiopadple who inject drugi this
neighbourhood. Its clients have high rates of unstable housing, daily injection, recefatabn

overdose and public injecting. Insite addresses these problems by offering-tht@shold service

staffed by nurses, counsellors, mental health workers and peer support wolkalsohasreferral
pathwaysto local community health centres, a hospitakehalilitation centreand support services

for women, as well as a withdrawal management facility located in the same buifding.
{@RySeQa a{L/ Aa  hdviaga standiarelsudihd from wihito operaResS f
Organisationally, however, it is integrated into the Unitigreservice delivery framework.ike

Insite, he MSIGvas established as a meansre$ponding to a high concentration of drug dealing

and useassociated wittoverdos deathsWhile its primary function is to supervise injections, it also
offers inreach services fgorimary health caremental health, a dental nurse, housiagd legal
assistance, as well as referrals to nearby services offering BBV testing and care and drug treatment.

6.3 Integratedmodel

Integrated DCRs operate within larger faigbioffering an array ointerlinkedservices, usually with
harm reduction gals and targetingeople who use drugand local homeless populatiof$This

model is the met common worldwide, partly due to the relative ease of setting up a new service
within an existing structuré! As the DCR is just one of many services on offer, it will only caer to
portion of clients of the broader facility, meaning the DCR may have a separate physical entry or
specified area withi a premises. Integrated DCRs may be more suitable for drug use environments
that are more geographically dispersed, because they offer a range of social, medical and health
services that can attract clientefeom a wider geographic ardar a diverse rage of servicesThe
inclusion of a DCRithin a network ofother services offered within the same facilityay alsdhelp

to prevent loss to care, decrease barriers in access to care, and ensure continuity of care. Thus,
integratedDCR may more easily prade wraparound care for clients who face complex health and
social challengge®

A key advantage of integratddCR$s that they are less costly to implemehtn specialised

servicesbecauseil KS& OF'y 68 Wil O1SR 2yQ (2 SEA&AGAYI FI OAf
ly SEGSyaArzy 2F G(KS AyidS3aNI (Sdustehantebugdesissii KS WS Yo
embedded into existing services but différem integrated DCR&ith respect tothe type of service
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in which it isembedded. Embedded DCRs are set up within services that are not strictly harm
reduction based (examples include within housing services in Luxembourg and Frafkfurt).

aSft 02 dzNYy S Qéxanple bf an imegratdd DCFhe MSIRs situated withinthe catchment of

¢ and operated by the localcommunity healthservice (North Richmond Community Heajth

NRCH). Prior to the MSIR opening in 2018, NRCH had its own AOD program which included an NSP.
The MSIRmploys its own staffing compone(dlong withprovidingBBYV testing and treatment,

legal servicesGP services, mental healthcare coordination, dregitment and supportoral health

and housing servicgswhich is separate from the NRCH staffimgl servicesomponent’? This

separation is not necessarily a feature of an integrated service mBdethe first part ofts two-

year trial, theMSIRoperated within the main NRCH building with its own separate entrance and exit.

In 2019t commenced operation ian adjoiningpurposebuilt facility.

6.4 Mobile outreachmodel

This type of DCR is most suited to an environment where drug use and markets are more
3S23IN) LIKAOFtff&@ RAALISNESRTE KFNRSNJ G2 NBFOK 2NJ WKA
injecting booths that can drive to locations identified as pocketsutdlic drug use or where there

are people who inject drugezho may want to use the servic&hey can also complement fixside

DCRs by offering a servicepgeople who use drugeho may not be able to engage with a fixsite
facility. An advantage of th model, beyond the ability to cover multiple sites, is thagibbe more
acceptable for local stakeholders such as police, neighbourhood business organisations and
policymakers. Howeveg smaller capacityneansmobile facilities are unable to see asny clients

as most fixeesite DCRgjet require similar staffing levels as fixed facilities, so costs per client can be
high#° Another drawback is the limited ability to offer ancillary sees and spaces other than those
specifically designated for drug consumption.

In Berlin, mobile DCR facilities have been in operation since 28f8plementing wo fixedsite
DCRsThe mobile DCRs target the numerous westablished drug marketand consumption areas
around the city, offering three injecting booths staffed by two nurses as well as one or two social
workers’®

6.5 Womenonly model

Women who inject drugs can experience physical and sexual violence, vulnerability to BBV
transmission and a greater rate of mortality and homididen the general populatior*’*DCRs that
cater exclusively to women provide a safe space to engagehaitin reduction services, and help
women overcome the barriers and dangers they may face in their homes and in public. There are
two known DCRs that provide services exclusively to women, as well as one facility in Biel,
Switzerland that provides a womemly service for two hours per week. The first worratly DCR

was established as part of the RAGAZZA facility in Hambhis service is part of a broader facility
that provides social, medat and material support for women, completely staffed by women.
SisterSpace in Vancouver opened in 2017, facilitating 16,000 visits in its first year of operation, with
65¢75 women visitingeach ddy{ A & G SN LI OS A& LI NI 27F Gwhkh! GANF 2
providesbroadsocial support to women. These services not only provide @romith a safer

alternative to injecting in public, they give clients an alternative to injecting at home if this is not a
safe environment for them.
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6.6 Overdosegreventionsites

Overdose Prevention Sites are lolreshold harm reduction services desigrgakcifically to
provide onsite monitoring of people at risk of overdose and allow for a rapid response when an
overdose occurg Dozens of OR®perate across BC, where they have been integrated into existing
services, have their own purpogeiilt premises or are mobile outreach based. In practice,SOPS
provide many of thesamesocial and health interventiorssDCRs (g. drug checking, BBV testing,
naloxonetraining and supply, sterile injecting equipment), but do affer medicalsupervison of
drug consumptionThe lack of supervision can create a loslmeshold environment, while still
monitoring clients for overdos&@he BC Minister for Healtlnitiated OPS#0 respondrapidlyto a
growingoverdose crisisUnder a declaration of a public health emergenby,drder gives BC
Emergency Health Services and regional health authorities the ability to prexigerdinary
overdose prevention services as necessary on an emergency baiis contrasts with a more
lengthyand cumbersome@rocedureto establish a DCR federally governed processhich requires
an gplication to Health Canada for an exemptiamder Section 56 of th€ontrolled Drugs and
Substances Aetlongsiderequirementsfor feasibility studies and extensive stakeholder
consultation® The lowresource intensityand flexible service modef OPSs mean that they can be
implemented at many different service pointdfering wide geographical reach
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7.0 DCR: their clients and servigpecifications

KEY FINDINGS

A DCRs are accessed by thest vunerable and socially marginaksi people who use
drugs

A Admission and exclusioariteria range from personal and health attributes (e.g.
minimum age requirements, pregnancy, intoxication), to social or externally
sanctioned specifications (e.g. parole conditidosalresiderce).

A ACTstakeholders agreethat the supervision of injectiorshould be a central feature
of a facility and notedssues withother routes of administration (e.g. allowing
smokinghas potential harm reduction benefits but is costly to implement).

A Drug consumers we overwhelmingly in favor ahultiple routes of administration
being permitted in a DCR (injecting, smoking, snorting).

A Ancillary services offered at DCRs can be basic, practical, bealtted or support
oriented. ACT stakeholders and consunsrengly supportedofferingawide range
of health and support services

A Staff may include nurses, social workers and people with lived experientential
clientsindicated that they would likéo seepeer workers, medical staff and case
managersat a DCR.

A Localcommunity engagemenaind education is essential for DCR site selection.
interviewedexperts and stakeholdeionsideredoroximity to local drug market/s,
public transport and other health servicasbe vital.

A Opening hoursshould be tailorediccording to local neethut include normal
business hourat a minimum

A Implementation costsvary considerably according to staffing profiles and operatio
model, including the emphasis on medical supervision.

A Most stakeholders felt ®CR would be worthwhile expenditure of available funds
in the ACT.

A ACT stakeholders ditbt considera medically supervised modetssential but a
governance structure could include medical oversight, alongside a range of othe
professionals.

A Stakehatlers from existing DCRs identified that ttigmaassociated with injecting
drug use hinders service delivery, lpger workerscould help minimise this.

7.1 Serviceclients

TypicallyD@Rs are targeted towards the most vulnerable and socially marginajissgle who use
drugs?”*°DCRs in other parts of the world have generally been most utilised by populations such as
people injecting drugs anbr experiencing homelessnesStakeholders sawatgeting a potential

service in the ACT to those most marginalised in the community as part of an appropriate harm
reduction approach.
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Stakeholders from MSIR and MSIC described agnagortion of homeless or unstably housed
service users, as well asdi®% Indigenous clientmanyclients withmental health comorbidities
and clientswith a history of incarceration. Théictorianstakeholdes described cohorts of clients
that will use the service once or twice a wetlosewho have come almost every day since it
opened and somewvho do not live in the area and will use it infrequently or itrgut of curiosity.
They also obserdthat regula serviceuses are predominantly from he local drug user
community,access the local drug markahd have high need for complementary servicHsese
characteristics may mean that clients are less likely to have access to a private space,tsuclect
as their own homeand be more likely to experience druglated harm.

7.2 Admissiorcriteria

Admission criteria for DCRaryworldwide. Most commonly, services are not availablepeople

who are under 18 years of age, have never injected dmagpiirehelp injectingare occasional
injectors, are pregnant or are accompanied by a child, or present as intoxft¢atéuile these
conditions are designed to reduce the harms associated with injecting drug use, some DCRs have
admission criteria that are aimed at regulating clientele. For gptaymuse of a facility may be limited

to clientswho are registered and can prove they live in the local atkis measure is designed to
prevent an influx of clients from other ared#.is also common for services to require new clients to
agree toa code of conduct or list of house rules before usirgcility for the first time. These

usually relate to client and staff rights and responsibilities, as well as what is permittedot

permitted and the consequences of breaching the rules.

The provision of an inhalation room as part of a DCR requires a different physical space to the clinical
models that currently operate in Australia. Occupation health and safety consideratoessitate
adequate ventilation; in Switzerland and Germany, inhalation rooms are sealed off from the rest of
the facility, are kept at negative pressure, and have a ceiling extraction system leading to an external
exhaust. Air quality (especially drugncentration) is monitored in the rest of the building to ensure
occupational health and safety compliance for staff

Stakeholder interviews with providers of DCRs found thatrhain eligibility criteria at MSIC and
MSIR are having a history of injecting drug use, being aged 18 years antaraingto selfinject
(with or without professional advicend not being pregnanit the MSIR, ifiponentryt  Of A Sy (i Qa
level ofintoxication poses alinical risk to themselves or to others, they will be refused access to
inject further substancesThe exclusion of pregnaclients was noted to be against the best
available evidence and personal views of MSIC managemeraduick fromthe AMA. This
sentiment was expressed in the recommendations made by MSIC management to NRCH when
establishing the Melbourne facility. Hower, as was the case in NStWyas determined that
pregnant womerare ineligible to use the servicEhe NSW regulatory stakeholdeisoidentified

the exclusion of pregnant people and people under the age of 1&asvice gap. They discussed
strong advocacyanda statutory reviewon this matterfinding that there was support in the
community forchange Evidence angublic acceptabilityvere identified as factors in establishing a
need tochange the policy

AVictoriandepartmentstakeholder listed the various reasons for refusal of MSIR use as: people
with bail or parole conditions prohibiting them from using the service or being in North Richmond
pregnant people and people with accompanying childseung people (under 18people who
cannot inject themselvepeopleseeking to inject drugs in groups larger than two pepatel
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people who use drugs through routes of administration other than injectingasnoted that
refusing supervision may reduce client engagement witteotiealth and social supports offeréd
drug consumption facilities

AVictoriandepartmentstakeholder noted that there were various reasons for potential clients
electing not to use the facility of their own accord. These included having a preéet@irgject at
another locationwaiting time at the MSIRbeing or accompanying someone who had been
sanctionedwishing to avoid other service users or stafid concerns aboytotential surveillance
or perceived risk opolice presence.

In BC, eligibilit criteria vary across sites, baitminimumage of 16 yearis universalHowever,
stakeholdergeported that in practice people do not get turned away from services.

AustralianCapital Territory-basedstakeholdersproposed several criteria farseof a DCR and
whether there should be any specific restrictions or exclusions. Most were supportinmiofial
restrictions. One topievherethere was substantial consensus was the exclusion of indiaered
display violent or threatening behaviour. Papiants saw this as essential to maintaining a safe
space, both for clients and staff.

One of the other issues discussed was the age of possible clients. Particggartiedallowing
people agd underl8 to attend such a servi@s a complex issybut there was general agreement
that some young people would benefit from using such a service due to the potential for harm
reduction.It was suggested thatounger people could be separated from oladéients with physical
design of the space being a key medHor achievinghis separation

Some stakeholders questionathether a service should allow visibly pregnaatmento attend,
including those under 18. There was no consengadicipantsrecognisedhe need to support
people at a crucial time when iatvention is neededand that if they are turned away they will
probably use drugs anywa@ther stakeholdersuggest that pregnancy should not besason for
excluding potential clients.

There was some discussion in relation to the exclusion of intoxicated people from DCRs in the
stakeholderinterviews. One stakeholder mentioned that if people were obviously intoxicated on
KSNRAY (2 GKS LRAY(d 2F 0SAiitdaserict. HoweRr, 2 RQ> (G KS@
stakeholderalso noted that in their experience working in a DCR, most people turned away for this

reason wouldprobably simplyconsume drugelsewhere Anotherstakeholderargued that excluding
intoxicated, pregnant and yourmeople wasdonefor political reasons only, and that such eligibility

criteria did not make sense otherwideejectedpeople face a higher combined risk of initial

intoxication and usingrugsalone.

7.3 Allowable routes of drug administratiand drug tpes within
DCRs

DCRs provide a space for clients to consume drugs in a variety of ways under supervision. The most
common route of drug administration supported in DCRs worldwide is injettind,many services

only allow injecting. HowevesomeDCRsupport other routes of administratiorsuch asntranasal
(snorting),inhalation (smoking) and oral (swallowing). There are different reasons for facilitating
alternative routes ohdministration. In the Netherlandgjecting is now rareni Switzerland and
Germany, smoking was incorporated into injectongy services to cater to the shift in local drug use
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patterns as well as prometess risky forms of consumption amopegople who inject drugs In
Canada, several DCRs offer oral as well as intranasal consumption, to address the fact that a
significantproportion of overdose deaths arattributed to routes of administration other than
injecting®

Participantdn stakeholderinterviewstalked about ways of consuming druaisd whether there
should be rstrictions related to these in the ACT .€Fé was a broad understanding that supervised
injection of drugs would be a central feature of a faciliyt there wasmuchdiscussion of the
inclusion of smoking askey mode of dministration. In particular, thisccurredin the context of
smoking drugs like ice, rather than cannabis or tobaCowe stakeholder from the AOD treatment
sector noted that the transition from smoking to injecting drugs is comraad, by facilitating
inhalationa DCRan provide valuable interventions around safer injecting practices for new
injecting initiates. However, most of the discussion regarding the smoking of drugs incemfed

on the need to protect staff from the harms of secehdnd smokeandthe consequenneed for
proper (and costlyyentilation. It should be noted that nearly all of the participantgle consumer
surveyreported recent injection of drugs, so further research may be required to better understand
the needs and views a@imokersof drugs

Consumer survesespondents strongly supported allowingultiple routes of administration being
available in a DCRlost participants (76%) believed that injecting, smoking and snorting routes of
administration should all be permitted aaDCR in the ACWhile most (73%) reportethat they
wouldinject in a DCR, smivigand snoringwere reported by 35% and 13% respectively.

Most consumersurveyparticipantsreported being primary injectors, although many also engaged in
other routes ofdrug administrationTherefore, some further exploratory work witfeople who use
drugswho are not primary injectors is required to scope their interest in using a DCR.

With regards to injectingseveralparticipants talked about wanting to be able to inject wijtoups
of peoplein any proposed facilitjWhile most participants ithe consumer survef67%) said they
would use a DCR to use drugs on their ow8%4aid they would use the DCR to use drugs arie
other person and 30% would use with a group.

WhenACThased stakeholders discussetiat types of drugs should be allowed to be consumed
within a DCR, there was a general understanding that any targeting or restrictions should consider
which drug typs offer the greatest opportunity for harm reduction if consumed in such a space, and
whether other spaces currently exist where particular drug types can be safely consuviosd.
participants thought that alcadl should be excluded. A few stakeholders ®sigd thatother drugs

that presentminimalopportunity for harm reduction (an example suggested was magic mushrooms)
could also be excluded.
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7.4 Service inclusions/additions

Broadly, services offered by DCRs can fall under foegoaes: basic senas; practical support;
health care and education; and care, support and daily acti\ffiable6).%°

Table6: Services availabla DCRénternationally

Additional Services Examples

Tea/coffee, warm meals, needéxchange, provision of drug paraphernalii

Basic services
and personal care (showers and laundry)

Phone for client&use support with financial and administrative affairs,

Practical support .
PP lockers,a mailingaddress

_ Primary health caredrug treatment, mental health, vein care, sexual hea
Healthcare and education

information
Care, support, and daily Referral to care and treatment facilities.geOAT, dental and other medical
activities referrals), recreational activities

The services a D@Rerswill depend orits objectives, which will in turn be shaped by several social
and political factors. For example, if the typical characteristics of DCR clients include unstable
housing and homelessness, more social services should be considered t@d¢agsr heedsThe

physical size of the service, available funding and staffing profile also limit what services may be able
to be offered.

With the advent of direchcting antiviral (DAA) treatment and poiaf-care testing for hepatitis C
infection, it 8 now much easier for DCRs to provide comprehensive dmsjitatitis Gesting and
treatment services. A 2017 survey of DCRs commissioned by the International Network of Drug
Consumption Rooms noted that more than half of DCR clients tested positivepatitieeC

infection, creating an opportunity to treat a high concentration of people living with untreated
chronic hepatitis C who might not otherwise engage with mainstream health sefices.

There was a strong consensus amor@Stbasedstakeholders interviewed that ®CR should

house a comprehensive suite of servicdgenceptually, these werconsidered as wraparound

services, capable of meeting a variety of needs (i.e. social, psychological, medical, physical). A DCR
could incorporate referral into onsite provision of servidfiean integrated model is usedhe DCR
function was viewed as @atform for the delivery of a range of supports to marginalised

populations who may find it difficult to access services in other contédsrdination of referral

and service access was seen as a key professional function within the space, alanlgngtlist of
possible service types and worker disciplif@eAppendixb).

Participants irthe consumer survewgtrongly agreed that an Athased DCR should provide
comprehensive information, educatiand advice on a range of topics relating to drug use, health
and welfare. Most (3%) thought that additional services should be provided on3ikeservices
mentionedmost commonly werdODcounselling (48%), methadone maintenance (45%), naloxone
training (45%)and NSP&0%) Participants expressedreng preferences for a comprehensive

range of other health and support services spanning primary healthcare and social s@spoeHll

as physical amenities like toilets and relaxation spagdsll listis givenin Appendix6.

The NSRBnapshotsurveyalso asked which services participants would like to see offered within an
ACTo aSR 5/ wd ¢KS Y2ad L} LizZ I N NBaladiéessd ¢ SNB
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support to access drug treatment (14%), med health support and treatment (14%) and BBV
testing and treatment (10%). A full listskownin Appendix6.

Services offered at other Australidmased DCRs include primary healthcare (including BBV testing
and treatment), dental, housing, legal suppairug treatment referral and income support
(Centrelink irreach).Specific support related to injecting drug use is also provided onsite

(e.g. injecting adviceTHNtraining).

7.4.1Bloodborne virugestingandtreatment

Given the high prevalence and incidence of BBVs arpeagle who inject drugdDCRs are a logical
site for testing and treatment, especially (in Australia) for hepatitis C infecfidwstralia has

enjoyed unrestricted access to ndAAtreatments for hepatitis Cwhichrequire a short period of
therapy and minimal followup, since their listingn the Pharmaceutical Benefits Scheme in March
2016 While treatment regimen barriers habeen loweredn the past four years, there remain
multiple barriers fopeople who inject drugt access testing and treatment initiatiéhin

mainstream primary care models, attrition from the care cascade is well documé&ité.

provision of low or necost onsiteHC\Wand other BBV) care in DCRs goes some way to addressing
some of these other barriers, including convenience, accessibility, reduced risk of stigma and
discrimination, poor venous access for phlebotomy, travel to appointments, and cost.

The Melbourne MSIR provides a good recent example. In partnership witff &ty G Q& 1 2 a LA G | ¢
Melbourne, MSIR offers testing, assessment, counselling, and treatment for HCV for its atients

well as STI testing and hepatitis A and B vaccinatidmsrecent review of the MSIR found that the

service achieved its objective of radng the spread of BBVs, citing that in the first 18 months of

operations, more than a third of people screened tested positive for HCV, and a quarter went on to

be treated*?

In an international census of DCRs, most services indicated that they pt@ddeation to clients
about HCV transmission and prevention routes (94%), information on HC\gté&i¥) and HCV
infection symptoms or treatment options (76%8)mostly through brochures angamphlets (89%)
and individual consultations (88%). Onsite testivag offered at 65% of the surveyed sitesth
around twothirds of these services offering prg5%) and postest (68%) counsellinNinety-six
per centof surveyed DCReportedreferral pathways to services that provided treatment.

7.4.2 Drugchecking

Drug checking ia service whereby individuals can submit samples of illicit drugs for scientific
analysis of contents to determine the presence of psyciive substanceg#\s a harm reduction
measure, drug checking offers reahe consumercentred information that can lead to safer drug
use® Drug checking is available at twlirds of DCRs and various other harm reduction seniites
Canadaoffering consumers the opportunity to test the contents of their drugs and decide on
whether and how much to consume after receiving a result. The British Columbia Centre for
Substance Use publisemonthly results foiits service for example of the 365 samples of any drug
tested in March 2020, 274 matched with what the client believezighbstance to be, 45 did not
match and a further 48ubstancesvere notidentified.®®

When stakeholders were asked what range of services should be offered in a DCR, drug checking
was mentionedbut there was no consensuss to whether this should be a key feature of a DCR
service implemented in the ACWhen asked to list services that could be included in a Canberra
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DCR36% of participants (n=3&) the consumer surveynentioned drug checkinglthough this
service is at currently an operationalfeature of other Australian DCRParticipants were not
prompted to mention this service they were asked an open question and researchers coded all
responses provided by participants.

The 201INDSH&sked respondents whether they would support allowing potential drug users to
test the purityof and substances in their pills/drugs at designated sites. The harm reduction
approach was supported by 70% of ACT participatiggherproportion thanin all other states and
territories (57% nationally’:

7.5 Staffing

From their worldwide survey of DCRs, Belackavé colleagues identified 15 staff rojedthough

the mix of disciplines varied in each servithe most common roles were nurse (80% of DCRs) and
social worker (78%). Other common roles were director/manager (57%), medical doctor (46%),
technical or achinistrative staff (35%), security staff (33%) and peers in a paid position {24%).

The compsition of DCR staff will need to be considered in accordance with the overall model, as
well as services offered, budget and resources, capacity, and hours of operation. However, all DCRs
should have policies and procedures in place to determine minineweld of staff, skill sets,
competencies and training required for each réfle.

For exampleboth the MSICand MSIR arkegally required to be supervised by a medical director
with qualificatilms as a medical practitioneFhey arealso requirel to havefour registered nurses
and four counsellors on staff at any one time, all recruft@ttheir relevant professional
qualifications, training and experiené¢€At the Insite facility in Vancouver, the injection room must
always have two staff members, one of whom must be a registered nusi&e the whole facility is
staffed bytwo nurses, five programmorkers from the Portland Hotel Socigiy nonprofit

community organisation)and two peer worker&' OPS in BC argrimarily staffed by peer

workers®

ACThased stakeholders agreed that a service should be staffed by airatioln of trained health
and welfare professionals and people with lived experie@asumer surveyparticipants
nominated wanting to access peer workers (88%), medical staff @2dsupport staff like case
managers (67%) in a DCR, as well as cours¢iio%).

7.6 Site selection

Given thepolitical complexityassociated with establishing a D@Rperts have recommended
extensive community engagement and education inirtldevelopment and implementation. Site
selection is particularly important: the Eapean experience suggests that in order to be effective,
the location of DCRs needs to take into account proximity to illicit drug makeilgy tobe
embedded in a wider network of services, compatibility with the needs of people who use drugs,
and conpatibility with the needs and expectations of local residents.

Stakeholdeinterviews with DCR providers found thaiet North Richmond locatioof MSIR was
chosenbecause of its proximity tthe main streetbased drug marketand being physically
connectedio a community health servicdssues such as discarded needles, verbal interactions,
public injecting, and rarer, more serious incidents involving violemosyrredin the local area prior
to the MSIR openind
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Ly GKS OFasS 27F { &R yofeofsd locatipris toBsidetddyhiialy dueN®@thed ¢ I a
sheer volume of drug activity in the area, including a high number of fatal overdoses. Kings Cross
also had a history of drug activigmdhoused! dz& G NitsttNSP, Rhach opened in 1988. After

initial pushback from local community and business representatives, support has grown since
evidence of a reduction in crime and fatalities in the area has mounted.

AVictorian stakeholder noted that international evidence demonstrated that in order to be

effective, D&s need to be located close to where injecting drug use and harm is most prevalent and
where they can be embedded in a wider network of services. They then explained that NRCH is
located near the epicentre of ambulance overdose callouts and historicalbbdergose deaths in

North Richmond. Tik stakeholderlso explained that NRCH was chosen because it already operated
the busiest NSP in the region, and offered naloxone and overdose response s&Bidedycation,

health promotion and outreach in the laccommunity.

There are dozens of DCRs and OPSs isdlr BC stakeholdatescribeda variety of community
NB & L2 M2aIS dAay We o O & depidked aslhaséddaickiziR ShderstarliNgdout

how DCRs can help reduce needle litter and public drug use. There was also mention of people
actively working teshut down DCRs in their region. However, examples of residents no longer
objecting to facilities once they had opened and the anticipated riegaffects were not
experiencedvere alsooutlined.

Throughout stakeholder consultations, there wvaasonsensughat any established service shoud
accessible and convenient for clientgth a high coverage of public transport optiofgoximity to
other health servicesvas identified as @other key factor in determining service location
Stakeholders anticipated that community acceptability would be a challenge when selecting a
location especially in aredsickingexisting AOBRype services.

7.7 Opening hours

Both the MSIC and MSIR are open seven days a week, with shorter operating hours on weekends:
MSIR is open 7ano ®pm during the week and 8ane ¥pm on weekends; MSIC is open 9am t

9.30pm during the week ar@l30am b 5.30pm on weekends. Both services began with shorter
opening hourstheywere extended in Melbourne aftenitial establishment and then again tee

service moved into a purpodauilt facility, and in Sydney after advifrem the MSICConsumer
GCommittee.

Theopening hours of the MSIR & been reviewed and amended over time to better meet capacity
and the needs of community and clien@ient demand may be modelled by assessing a range of
data including ambulance overdose response data anddd&&ss by time of dait.has been
suggestedy DCR stakeholdetisat currentopening hoursnay beskewed too early (weekdays from
7am, weekends and public holidays from 8am), #vad key demand occurred closer to 9am to
10am.

Ly 222R&Q H nRsinEdrazd HERs défe open Monday to Friday, except for one

German facility which closed on Wednesd&isty percentof DCRs were open on Saturdays, and

64% on Sundays. Average oparhours varied across days of the week, with Monday having the

longest average at 8.6 houmsne German DCRasopen for 20 hours on weekdaysnd aSwiss DCR

wasopen foronly 3 hours and35 minutes on five of its seven operating days. In Canada,

+| yO2dz@SNN& LyaiaidsS 7T OAf A(%Undedapiolgbgranfire2BI7my K 2 dzNEB
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Insite opened for 24 hours from Wednesday to Friday on weeks that social welfare cheques were
distributed ** The aim of the pilot was to address the spike in opieidted overdose cases in these
periodsbut we could not locatgublished dataon the effects

When asked about what opening tis would make the most sense for a DCR in the ACT,
stakeholderinterview participantsprovided differing insights. Sonassertedthat the proposed

service should be accessible as earlyaas @r8am, explaningthat people who inject drugseften

W3 O 2aiyBn@he 8ay and many also receivATOat these times. There was general agreement that
the service should be opeaturingnormal work hours, with participants stating the importance of
beingopen outside @m to5pm for those who are employed. Suggested closing times ranged from
6pm to 10pm, with most anticipating that there would be little utilisation of a service that operated
overnight.

Responses tthe consumer surveyvere consistentvith the views ofACT stakeblders suggesting
that core opening hourshould be normal business hours8%),but a minoritysuggestd the

service shoulde open late in the evening. A substantial minority (2%&ggested the service should
be open from midnight to 9am, which was@asuggestedy somestakeholderinterviewees, who
believed the service should be 24 hours a day, given that drug use happens around the clock.

Data obtained from ACAmbulance shows that the most common time of day for opioid and heroin
overdoseattendancesare 10amto 3pm and 8pnto 10pm. For other drugshere is an upwards

trend starting from around 10am to a peak of callouts around 8Ppioid and heroin overdose
attendancesare stable throughout the week and decrease over the weekBedhtively morether
drugs overdose responses occur on Wednesdays and weekends.

7.8 Fundingand operating costs

Thea { L/ Q& 0 dzRM riyeak &ith fixedieasis euch as salaries angesacomprising 70%

of the budget StakeholderR A 8 Odza 8 SR (KS a{L/ Q& FTAESR &SNWAOS
certain number of qualified staff on site at any one time. The lack of flexibility in this model was
described as a potential issue for opoas, using the example of fewer clients using the service

during the current COVHDO health emergency and the resulting overstaffing of the service.

To gauge perspectives related to funding and costs of a DCR in thetak@holdes were asked for
their views on what costs would need to be factored into the service, as well as on whether the
funds required to operate a DCR could be better spent on other AOD seltvivas. noted that
staffing would be the highest financial burden, which would be highiewere going to be staffed
by medical professionals (doctors, nurses) rather than people with AOD certifications. Longer
opening hours were alsanentionedas a factor that could drive staffing costs up.

When discussing whether the money spent on a D&RI be better spent elsewhere, opinions

among stakeholders were divided. Thagko thought a DCR could be a responsible investment

cited that such a service could mitigate risks and harms related to drug use, as well as providing
linkagedo other interventions such asithdrawaland rehabilitation. Some participanssiggested

that even iftreatment services fowithdrawaland rehabilitation were better resourced, there would

still be people taking drugs whose lives could be saved by a DIBR.r&€&tponses in favour of setting

up a DCR also mentioned that funding for AOD services in the ACT needed to improve overall, and
that it should not be a question of whether a DCR should receive funding over other services that are
just as important.
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Of thosewho did not support establishing a DCR, atakeholderargued that the population of
people that would use the service is too fracturdispersedand small to justify funding the service.
Otherrespondentsargued that the money could be better spem initiatives such as an NSP in the
Alexander Maconochie Centrerug checking, better diversion services forlewel offending and
housing for homeless people, as well as existing servicewilikdrawaland rehabilitation that are
known to be underesourced and struggling to meet demand.

Victorian stakeholders suggested costing a DCR model based on a staffing profile and award
requirements, rather than relying too heavily on costing data from other DCRs. This would then take
into account requiremerd around shift length and operating hours to match up with award
requirements and mandatory additional payments. Additional factors that would influence the
staffing profile, and therefore costings, included the level of medical supervision, booth sizes, ¢
located services and whether there are services and staff funded by outside organisatgamaple
budget has been generated using this approach in Appéndix

7.9 Governance

{e@RySeéQa a{lL/ R2Sa y2i KI @S A iunitng @afeboatdr NRX NI (i K S
Frontline nursing and health education staff report to their respective manager, who reports to two
2LISNF GA2ya YFYylF3ISNEY ¢6K2 (GKSYy NBLRNI (d2ndiKS Of Ay
NGOservice, and while it does follogome policy directives from the NSW state government, it is

part of Uniting Care. It is also governed by legislation and licensing conditions.

In Melbourne, the MSIR is operated through NR@hb arelicensedto operate the MSIR bijhe
VictorianDepartmentof Health DHP ¢ KA & | NN y3ISYSyd YSIya (GKS T OA
protocols but is also overseen by the state government and governed by legislation. MSIR also has its

own operations manager who reports to the clinical/medical director. The climiedical director

reports to the CEO of NRGkho then reports to the NRCH board. Governance also includes regular
meetings between MSIR atide representatives of th¥/ictorian DHllicerce inspections and audits

and community and local service engagemétdrformance requirements for Didnded services

also provide a method of oversight by government.

In BC, there are various arrangemegatross the dozens of DCRs and &R&st commonly, local
health authorities run the service and governangavithin teir remit

Many stakeholdes discussed whether a medically supervised model with a medical directatheas
most appropriateform of governancdor a potential ACTDCR Amaijority of respondentsdid not see

this model as necessary to ensure appropriate clinical governance and risk management for a DCR.
Others mentioned that they did not believe clients of a service would wamb@el involving
supervisiorby a medical practitionerand that a normedical model could be more cesffective

and potentially more effective in general.

There was broad agreement that the service would be best rumiiy@O With regards to a
governance structure for oversight of the service, a board, governance comraittésteering
committee were all suggested as possible models. There was consensus that any governance
structure should include a balance of professionals and people with lived experience. Some
participants discussed the importance of accountability f@ $ervice to various directorates within
the ACT governmenincluding health, justiceand community services, as well as associated
ministers. Broad political support for the service vp@sceivedas central to its success. A
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partnership between variouservices, governmenand otherrelevantbodies was suggested as a
possible approach.

7.10 Evaluations

We asked each of thBCRstakeholders how their services approached evaluations. The MSIR is still
in a trial period, which has recently been recommended to be extended for another three years
(after an initial twg. The evaluation of the first two years of operations was bageuhdicators

listed under theDrugs, Poisons and Controlled Substances Act, ¥88&h include reduction of fatal
and nonfatal overdoses, BBfectionsanddiscarded syringes in public, an increase in the uptake

of treatment and a range of health and social servigaprove amenity of the neighbourhood for
residents and businesses in the vicindg,well as reductions use ofservices such as druglated
ambulance and hospital emergency department attendances

Theexpert panel withreviewed the initial tweyear period of the MSIR trial noted that the facility
was introduced in the context of escalating drug harmspfwople who inject drugsThe panel
regardedthe objectives of the triahs ambitious, especially around improving amenity as well as
saving lives and reducing harms pmople who inject drugsDespite thisthe panelfound that the
service was meeting most of its ambitious targets, eistimates thaiat least 21 deathsvere
avoided in its first 18 months of operation andi@monstrablereduction in ambulance attendances
in the vicinity andBBVspread.The panel noted thalbcal amenity improvements were a work in
progress

The original evaluation of the MSIC was conducted bgnsortium of academic organisatioasd
since therorganisations includingihe Kirby Institute anthe NSW Bureau of Crime Statistics and
Researchhavecompletedindependent evaluationdn BC, there iess formal evaluation of ORS
that involves qualitative interviews with the peer workers that staff the services.

Given theextensive body of work evaluating the effectiveness of DCRs internationally, evaluation of
a DCR in the ACT shoplimarilyfocus onimplementation andhe experiences of service users and
meeting consumer need.

7.11Challenges ansliccesses

Thea { LWQA& Y I ihgve Bedadwibing iif€&aving injecting supervision servicesidthe
opportunistic provision of a growing range of health and social services pwsiiehis seeras
particularly important fothea { L wQa O théc&ugelthy MayBtrmglE to access external
services or navigate complex health and social syst&mather strengthisthe comprehensive suite
of services offered at MSIR and NRCH and the opportunities it provides to link people with life
changing support, where anwhen they need itThe importance of offering longcting
pharmacotherapy (buprenorphine implants) since the beginning of the GO8/Handemidas been
noted; it has helpedeoplereduce the needo useillicit drugs andsimultaneouslymaintain contact
with pharmacies and other pharmacotherapy dispensers.

When asked about the most important successes of the service, aside from the lives saved by
preventing fatal overdosestakeholdersiteda { L / Q& forRh@ 2liénks Oféhe service and harm
reduction in the community more broadly. This local advocacy was described as being nuanced,
palatable and unique in how it engages community, police and political stakeholders. An example of
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this advocacy provided was the M$FGm the Hearevent, which exhibg art made by MSIC clients
to the Kings Cross and broader local community.

Whendiscussing challenges with D&tRkeholdes, MSIR and BC representatveR Sy 4 A FA SR
common experiencef stigma around drug us&he MSIR i®catedin Richmonda dersely

populated, sociademographially and culturally diverse area, including large areas of public and
private housingwhich may contribute to a lack of understanding between residerie
organisational structure of MSHas beerdescribed as being a keyatter to consider during
implementation mainly due to the MSIR being a large and complex service integrated intqa NRCH
which isrelativelysmall in comparison tother community heéth services, which are often muiti

site and employ larger numbers of stdfideed LJ- NII 2F a{ L/ Qa adz00Saa
operating as part of UnitinGare which is a much more established and diverse service with
presence across NSW, maiit less susceptible to media and public scrutiny.

Stakeholdersuggested thathe single best feature of / DGR and OR®rvicesvas the
engagement of peersvhothey described as having an important rolehinilding trust with clients,
as well as midng services feel comfortable and welcomimgispeer relationship also enabled
conversations witltlientsaroundtypes ofsubstance$eing usedand providing information around
the strength and purity of drugs circulaion. In turn, this supportive rie was an empowering
experience for the peer workers.
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8.0 ADCR in the ACT

Sakeholders and consumem/erwhelmingly supporthe establishment of a DCR in the A®fhich
matchesbroader community support. There is also a high leveinoferstanding of and familiarity
with the DCRs introduced in other contexts and jurisdictions expkctations arouneffectiveness
in reducing drugelated harms, reflecting the strong international eviden®eur data demonstrate a
stronginterest in, endrsement of, and intent to use a DCR in the ACT for a high proportion of
episodes of drug usemongstpeople who use drugs and people who inject dcugsnsumers cited
health, safety and legal reasons for wanting to use a DCR.

The primary and secondary tiasources analysed for this study indicate a clear need for the
expansion of comprehensive harm reduction services to meet the needs of a vulnerable population
of people who inject drugsThe development of a service to address these chpetific needs

should also be compatible with the needs and expectations of the wider local community.

This section addresses the level of need for a DCR in the ACT, how one might operate and how much
it might cost.

8.1 What is the level of need for the service?

Our aralysis of drug use patterns and related trenmclshe ACEBhoweda high level of polydrug use

and an underlying prevalence of harms that requs@ssponse These conditions are similar to

K248 GKIFG SEAAGSR 6KSy (i KSstTHN progvath @ eBpori®d Sa Gl ot A
overdose”? ADCR is a good fit for the documented neettl is well supported by the stakeholdeys

especally consumers; we interviewed for this study

Larney and colleagues estimated that the number of regeiple who inject drugs the ACT in

2014 was 1250 (range 10€1600).An intent to use a DCR (yes/no) if there was one in the ACT was
expressed by 83% of consumer surpayticipantsand 64% of NSP snapshstrveyparticipants.
Extrapolating from these figures, we estimate that a DCR in theed@dbe utilised by 80@1038
people who inject druggFifty-seven percent (58/101)of consumer surveyparticipantssaid they

would use a DCR for half or more of their injection episodiee.MSIR currently has around 5000
total clients and services around 300 clients per filagn a maximum of 20 injecting booths (13 are
operating at the momentd allow forphysicaldistancing)lf demand were similar in the AGSIx to
eightbooths would serveip to an expected®0 to 120clients per day. It would be prudent to
provideadditional boothgo allow easy scalap to meet peak demands.

We foundevidene of increasing or dynamic druglated harm, particularly in relation to prevalence
of recent overdosePrevalences ofeported recenton-fatal overdose amongst participants in our
consumersurvey (past six months: n=21, 21%) and the ACT IDRS (pashttd:me19, 19%) ere
almost identicato the prevalencsof recent overdoseeported in the Melbourne arm dahe IDRS in
2016¢17 (past 12 months30/150, 20% in 2016 an?9/150,19% in 2017), immediatefyrior to the
establishment of the MSI®pioidrelated ambulance attendances were also higher in the ACT
during 2019 than during 2087 in Melbourne (50.6 per 100,000 people in the ACT in 2019 vs 47.9
per 100,000 in Melbourne during 20467). Overdose deaths in the ACT increasgd8%rom 19 in
2010 to34 in 2018.

Other risks of drugelated harm are evident in the AQI@ug-using populatiorfrom reports of
sharing of injecting equipment, assisted injecting and drug use in both public and private spaces.
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Gonsumerssurveyed as part of this study indicat8@% of their injection episodesccurred inpublic
locations (street, public toilet, stairwepark, car). For NSP snapshot participants, public locations
accounted for 14% of last episoglef drug wse. This discrepanclgetweenreports suggests public
drug use in the ACT is more hidden tlgmerallyappreciated. It is well known that the
criminalsation and social stigma of drug use drives clandestine drug purchase and consumption
behaviours. The associated potential harms include risk of overdose, violence, anasiealth
complications from injecting in unsanitary conditions. People injeatmgs in public may also rush
the process, also increasing the risk of harm.

Conversely, mund half of all reported injections occurred in private settingsich carry a
significantoverdoserisk when using alone. Around thregiarters of reported nosfatal overdoses
occurred in a private home.

The increasig mean age of participants imtional surveillance studies (e.g. IDRS, Australian NSP
Survey), coupled with estimates that the numbeipebple who inject drughas remained stable
Australiawide foryears suggests that the Australian populationgdople who inject drugs an
ageing cohort with longerm drug use histories. Our primary dataggest prospective DCR clients
have high social and health support needs (e.g1¥2o report unstable housijnand 16§19% areof
Aboriginal and/or Torres Strait Islanddgscenj. Aside from preventing overdose mortality and
other injectingrelated harms, a DCRould provide an essential point of contact for higkeds
consumers, providing a link to the/ ¢bfpader AOD and other health service system.

8.2 What is the best modahd what are the benefits

Given the profile opeople who use drugs the ACTandthe dispersed ACdirug market and
geography, the recommended model isititially integrate a DCRwith existing services, both
physically and operationally. Thisodelwas well supported by stakeholderatdgrationwith an
existing servicavas seen as offering benefits with regard toessing existing staff expertised
networks with potential clientsthe provision oholisticcare,anda means oprotecting client
confidentiality (because clientswould visit a site offeringarange of services in addition to a DCR)
The importance oénsuring lowthreshold acceswas highlightedy manycontributorsand is
supported by the international evidence.

The MSIR and MSIC have an explicit medical model of operditiovever, a overly medical model

is not recommended for the ACT. The staffiegnponent could include futime nurses with

appropriate clinical supervision; this may be facilitated through existing health and medical services
within the facility in which the DCRIiidegrated orprovided externallyA less medicalised model

than that employed in other jurisdictionsould cost less and enhanckentengagemenand

community ownershipThis approach was well supported by ACT stakeholders ahe:aly

feasible withinexisting legislation.

On the basis dbcal and international views and evaluation of eviderwee recommend a service

model that is integratedvithin a broader servicthat is

A A fixedsite with smallbut potentially expandableapacity (e.gsixinjecting boothswith space to
expand to eigh)

A Low threshold, with minimal client exclusion criteria (see sedidrbelow)

A Able toadapt tocaterfor drug consumption via routes of administration other than injectimg
the future (see8.4 below)

A Staffed by nurses and people with lived experieatdrug use.
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Keeping the service small would bendfitintegration into an existing service and give the chance to
evaluate the level of utilisation by the target populatjataling up or establishirgglditional sites
elsewhereas neededIt mayalsohelp to establish local community acceptant®cause the facility
would already offer services to this client group.

The proposed model fgasibly implemented withiexisting legislationhput some amendmergdare
recommended (see sectidh8).

Operatioral objectives

The operational objectives of a DCR in the ACT are not currently specified in the legistaitbn
allows for a trial. The MSIC is mandated to the following objectives:

A Reduction n the number of overdose deaths

A Providing a gatews to treatment and counselling

A Reduction in the number of discarded needles and syringesiacidence of public injéing

A Reducing the spread of BBVs.

The Victorian legislation incorporates these four objectives for the M8iRthe addition of:
A Areduction in ambulance and hospital emergency attendances daeug overdose
A The improved amenity of the neighbourhoodrfresidents and businesses.

The MSIR Review Panel notedtsnlune 2020 report thain Victoria, the specificity of the

legislation made it difficult to adapt or innovatkiring the implementation phase of the first 18
months. Legislated operational @gjtives may also restrict the development of an innovative and
unique DCR in the ACT. However, this needs to be balanced with community expectation and
political appeal. Any objectives incorporated in legislation should therefore be carefully considered
in light of the recommendation to target the most vulnerable and marginalssaple who inject
drugsandpeople who use drugis the ACTIn this contextobjectives related to service satisfaction
among clients should be incorporated into operational objexs, most appropriately into service
contracts.

8.3 Who should mvidethe service?

ACThased stakeholder participants mentioned a range of senatreadyequipped to provide a

DCR as an extension of existing services. Suggestions predominantlydricmaereduction and

AOD services. Most participants mentioned more than one service that could work in partnership.
There was general consensus that sersigeuld needto developanappropriatestructure for

clinical governance and leadership.

Existing services in the AGWith established reputatiogand relationships with the expected client
group, central and accessible geographic locations, and appropriate governance strgoulces
feasibly be adaptetb provide such a service.

8.4 Who carattend theservic®

Consistent with most DCRs internationally, an ACT in the DCR would likedgstrelevant and

useful topeople who inject drugBroadly, the service should target the most vulnerable members
of the drugusing community (e.gpeople eperiencinghomelessess people withcomplex ce
occurring physical and mental health negd=cently released prisonérbecause they are the most

at risk of drugrelated harms and the most likely to benefit from the service. Targeting vulnerable
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and marginalised drugonsumerss likely to achieve the greatest impact in terms of health
outcomes givenfewer service users in the AContextthan inthe MSIC and MSIR.

There should be strong consideration given to facilitating the consumption of drugs by routes other
than injection. Consumers surveyed for this study indicatapport foruseof a DCR for non

injecting routes of admistration, as didstakeholders in qualitative interviews. However further
research with people whose primary route of drug administration is inhalation or snorting is
recommendedbecause our consumer sample overwhelmingly represented people who primarily
injectdrugs Intranasal consumption is a relatively straightforward inclusion, accompanied by
relevant operational guidelines for monitoring clients for overdose. The inhalation of drugs presents
more complex issuesa separate room with adequate ventilan is required, and this has significant
cost implications duringnplementation

Client entry criteria should be carefully considemith the aim of maximisngthe harmreduction
benefits of a DCR in the ACT, balanced with occupational health ang safesiderations. To this
end, restricting client entry based on personal attributes which point to high vulnerability is not
recommended. Some of these are discussed below.

A Safety.The physical safety of staff and clients is paramount and excludingsctiarthe basis of
the threat of, or actual, violence is recommended. In addition, perceptions of safety
important in ensuring the facility is accessiblectand utilised by other clients.

A Age Strong consideration should be given to allowing eturgeople aged under 18 years (e.g.
16¢17 years), which may be assessed on a-bgssase basis. This may be particularly
important for providing harm reduction intervention to new initiates to injecting.

A Pregnancy The best available evidence supports ttcommodation of pregnant clients in a
DCR and is supported by tAdA In practice, the exclusion of pregnant clients from a DCR
prevents intervetion in the event of overdose when the client expresses an intent to use drugs
regardless of admission thé facility. Admitting pregnant clients may also provide a critical
opportunity to link them withtreatment and supporservices at a time of heightened
vulnerability.

A Intoxication. Where a client presents to the facility already intoxicated (throughpthier
consumption of alcohol and/or illicit or prescription drugs), additional use of substances
presents a significant risk of overdose. On this basis, strong consideration should be given to not
excluding intoxicated clients from using the faciifigofacto but accommodated on a cad®-
case basis, taking into account other factangluding expressing an intent to udeugs
regardless of entry. The perceived safety of staff and other clients maynélsencethis
assessment, as outlined above.

A Selfadministration of drugs via injectionPeople who use drugs via injection but require help
to do so may represent a particularly vulnerable client group. Evidence shows people who
require help injecting i@ more likely to be womeiand young peoplelack atonomy in their
drug consumption, and experience a high risk of violence and BBV transmission. Entry to a DCR
may provide these clients with a safe environment to exercise autonomy in their drug
consumption, advised by experienced staff.

A Physical injectio sites.Venous access in the forearm may be compromised for some clients
including older, longeterm people who inject drugghose who have a history of injecting
substances which do not readily dissolve in water @gie pharmaceutical tablets), or those
who have lacked the ability to inject in hygienic environments and suffered health problems as
a result. Aproportion of thesepeople who inject drugmay continue to inject in other sites,
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including the femoral veim the groin or jugular in the neck. It is recommendiedt clients
should not be excludedn this basis. DCR staff may be addeise on how sucimjectioncan be
performed as safely as possible amulv to findalternative venous access.

8.5 Whatshoul beavailable within the service?

The core services provided in a DCR would include:

A Safer drug use supplig®.g. needles/syringes, other drug using paraphernalia)

Supervised drug consumption

Overdose responsée.g. monitoring, oxygen, naloxone)

Other ham reduction suppliede.g. condomsTHN

Harm reduction support and educatiofe.g. vein care, reducing BBV risk, reducing overdose
risk)

A Firstaid(e.g. wound care)

> > > >

The existing legislation allowing for a trial of a DCR in the ACT also mandates thepafg or
satisfactory access toprimary health care services (indingmedical), AOD counselling services,
health education services, AOD detoxification and rehabilitation services, and BBV. tadliidR
integrated into a larger health facility atul offer some of these services onsite and establish referral
pathways for others.

Stakeholders and consumessggested wide range of addn services. Implementatiocouldstart
with the provision of services regularly provided by DCRs internaticaradiyoe adjusted according
to local need and deman@xamples of services which may be included initiatty

A Additional harm reduction services (e.g. drug checking)

Primary health care (e.8BV and STI testing and treatment initiation)

OATand other drug treatment (external referral or-ieach clinic)

Social services (e.g. linkage to housing and mental health support)

Practical services (e.g. mail forwarding, telephone and internet usedesa Centrelink, MyGov,
Medicare onlineetc.)

A Personal care services (e.g. showers, laundry, meals, tea/coffee)

> > > > >

8.6 When and wherwill the servicebe available?

A DCR needs to Isituatedin an area which is readily accessible by the target populaioritial
DCRsite should be centrally located and within walking distance of public transport. Additional small
sites may beadded in later stagesijtuated less centrallyandscaledaccading to need Snapshot
surveyclients interviewedn the Civic areéor this study indicatedhe highestlevel (70%)of intent

to use a DCRMore than 50% of participants from all locations indicasedintent to use a DCR.

central location would alsgive ready access toearbyhealth and social support servicést the
DCRmay not offer directly.

A DCR could initially open during normal business hours (e.gtd®apm) and adapt based on client
demand after opening. Any extension to opening hours sthailso consider transpoevailabilityfor
the majority ofits clients.

8.7 How much will the service cost?

A potential budget for a single small DCR, integrated into an existing service is provided in Appendix
5, based on interviews with stakeholdersiinexisting DCR$he provided budget (total $632,500)
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assumespproximatelysix to eightinjecting booths and service delivery during normal business
hours In addition, a base hourly rate of $320 has also been generated, which is inclusive of-staff on
cods and a small infrastructure imputation but exclusive of salary loadings that may be required for
after hours or weekend work

As with all service delivery, the greatest cost component comes from staff salaries, including direct
and oncosts.A more prese assessent ofsalarycosts will depend on the desired staffing profile
which in turn is dependent on factors such as opening hours and number of balpithst the

current legislationa nursewould always be required to be onsit8taffing needs would also be
influenced by theexistingstaffing profile of the servichostingthe DCR, and how the DCR is
integrated both physically and operationally.

Other costs would need to be considered in the context of existing infrastru@ugethe availability
of an existingphysical space to host the DGR the addition of a new physical spac8ome capital
investment in designing and constructing injecting booths walddbe needed but we have not
estimated these costas they are etirely service and sitelependent

8.8 Feasibility assessment

The feasibility of establishing a DG&&s been assessed throughout théport. This section
specifically examirsgfeasibilityin the context of a range of specific critergated to feasibity and
priority setting Across all criteria, it appears feasible to implement a DCR in the ACT.

Theproposed modek likely todeliverthe intendedharm reductioroutcomesn the context
of the size and nature of need identified

International evidencelgygests that anodestly sized DORII deliver substantiatirug harm
reduction benefits particularlyfor the most marginalisegeople who use drug&.g.homeless
people, Indigenous people, people with mental health issues, young people, pregnhant pedyuie)
appear concentrated in the Civic ara#&ith appropriatesite selectiontargeting of services and
servicepromotion, expected benefits include reduons in overdosgand other injectingrelated
harms,andenhanced consumer engagemergferralandaccess to complementary services,
including drug treatment.

In line with international evidencenitial measures of service success would focus on assessme
guality by service users, successful referrals to other services (including those provided onsite) and
numbers of drug overdoses treated within the facilities. Future evaluations could explore impact on
communityreported rates of norfatal overdose data on fatal overdose, ambulance attendance and
drugrelated hospitalisation, although the expected impact would be modest, gheproposed

size ofthe service and targeting to marginalised grougsaluation of implementation should be
undertaken todetermine lessons for potential additional sifefiould a need be identified.

Theproposedmodelis likely to be wellitilised by the target population

Data collected in this studsuggest that the target populatiomould use a DCHven if restricted to
injectingonly, it is estimated that up td038clientscould use the serviceActual demand for and
use of a DCR would depend on factmduding lowthreshold access, geographic accessibility
(including public transport), elmcation of other servicesuch as NSP, proximity to drug markets,
flexibility in eligibility and drug consumption requirements (through allowing-imggcting routes of
administration)and linkages to ancillary services (esrvices for homeless peopl&jinally, peer

50



involvementin service design and delivery will enhance service promotion among clients and
increaseuptake.

Systems for measuringigoing utilisation will neetb be established alongside performance
indicators. Mechanisms to allow for scalp withinanyselected site (including enhanced service
hours) should be established implementation alongside systems for measuring unmet need in
other areas of the ACthat can inform future service development

Theproposednodel is likely to be cosfffective

The proposed model, in which leadership augbervision can be provided by nurses rather than

medical practitioners, along with substantive involvement of peers in the delivery of the sesvice,

expected to cost less than largecaleDCRs elsewheiig Australia¢ KS ! / ¢ Q& f 2 ¢ LJ2 LJdz |
and geographic spread necessitatesmaaller scale and more integrated modehis model could

feasibly be implemented with some existing staffing within some services, further reducing costs.

Integrating with existing servicesayassist with keepinghysicalinfrastructure costs low, buwill

be dependent upon thelpysical size of facilitieend thespaceavailablein existing services
Opportunity for downstream expansion, following initiabnitoring of utilisation may be possible if
capacity is tooitnited.

The proposed model is likely to be acceptable tgtiidic, professionalsind decision
makers

Available data suggestronger supporfor DCR#& the ACThan inthe rest of AustraliaStakeholder
support for a DCR was clear. Leveraging sitdimtaalready frequented by the target population
through linkage with existing services means that it should be possible to minimise any concerns
about sacalled honeypot effects and be more acceptable to potential clients.

The proposed smatlize of the sitanay also improve acceptability. This may also mean that, subject
to initial evaluation andlemonstration ofpositive impact, expansion to other sites with identified
need may be deemed appropriate and feasible.

The proposed model is ligeb be legally acceptable

The existence of a specific Aeintred on a DCR in the ACT enhanbedeasibility of establishment

and implementationThe proposed model is consistent with provisions in the Act in that it specifies

nurse supervision,consSty & A G K GKS !/ ¢Qa NBldZANBYSyiGa F2NJ a
or a nurse. It also specifies-tacation within existing services with established service provision and

referral, consistent with provisiorspecifying that thedcility must contén, or provide satisfactory

access toprimary health care services (indingmedical), AOD counselling services, health

education services, AOD detoxification and rehabilitation services, and BBV .testing

The Act allowprovision for a mxmum 0.5g of asubstance to be carried and/or consumed onsite
without potential prosecution These amounts would need harmeaiion with recent changgto
ACT possession and supply laws.

However, theproposed modelvould require changes to the Act to provide fiearer specification

2F LISNF2NXIyOS NBIdZANBYSyiiaz AyOfdRAYy3a (GKS NBY2(
that DCRs are effectithat has emerged since the Act was writtémy future consideration of

allowing drug consumption via routesher than injecting would alstequire a review of the Act,

which currently allows only for injecting.
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These changes will require political asmmmunity supportwhich evidence suggestsfesasiblein

the ACTRecent ACT drug law changes have attdé@emmonwealth interesbut given strong
community support and the existence of larger services in Sydney and Melbourne, the establishment
of a DCR is likely to go unchallenged by the Commonwealth.

The proposed modebln be accommodated withedministraive and governance
frameworks

The Act currently specifies that the Minister makes decisietated to the injecting facilitybut

takes advice from a steering committee. Steering committee membership is dictated by the Act and
includes representativesdm a range of sectors (e.g. academia, peer bodies, health service
providers, etc.). This is congruent with arrangements recommended by stakehaddrgjould

support the proposed modelntegration of the services with existing organisations which Ipage
existingadministrative and governance structures will provide appropriate clinical and community
oversight of operations and assist with ensuring appropriate levels of community, consumer and
political support.

The proposed model is scalable

The introdwction ofa small DCReflects the population sizand expectedutilisationin the ACT

While the nitial scale of the model will also be partly influenced by available physical spabes in
service sitethe recommendation of establishirix, but ensuring space for up &ight, booths will
allow scaleup if demand exceeds expectationifthis capady issubsequentlyexceeded, imay be
more appropriateto scale up to other geographic locations or to integrate with other services or
sitesaround chosen location3 he likelihood of needing to scale down is considered low, if starting
with a relativelysmall number of booths
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9.0 Conclusions

Converging lines of evidence in this report demonstrate the feasibility of establishing a DCR in the
ACT. Primary and secondary data collected on patterns of drug trends and related harms indicate
that overdose and public drug useessignificant public health and amenity issues. Surveys of
potential consumerscross multiple data collectiomsdicated an intention to use a DCR if
establishedSector stakeholders were strongly in support of the estabiisnt of a DCRand this
support is reflected in responses tioe NDSHS

Therelatively small population of the A€dmpared to other major Australian citieseans wehave
recommended a DCR modelwhicha smallfacility be establishednitially. This mdel canbe
implemented through linkag® existing harm reduction service frameworkscan not only provide
a link to enhanced care but potentially reduce costs compared to other mdtlelm be expanded
and/or enhanced if additional need becomes evident.

The ACT has an enabling policy environment for the establishment of this DCR Sevdiek
providers are linked through engagement with relevant peak bodies. There is existing supporting
legislation for a DCR that would requirenimalmodification to accommodate the recommended
model. An advisory framework exists to support implemematihrough the Advisory Committee

for this project that could evolve to support the establishment of the D@Rsh like the role of
supporting Committees evolved in relation to timeplementationof THNin the ACTIlndeed, such

an Advisory Committee isqeired under the current provisions of the Act.

Finally, the ACT is weadérved by an active illicit drug consumer grdhbat will be able to provide
support and guidance around service developmamd implementation help market the services
through consmer networks and facilitateptake and use of the serviamce established
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Appendix 1. Secondary data sources

Table Al: Data sources for examining drug trends,-gelajed harms, health service utilisation, and drug
related crime and law enforcement

Data source Publisher/author ~ Source Publication = Summary of data
year frequency
National Drug Strategy Australian Institute 2010, 3-yearly Data on alcohol, tobacco,
Household Survéy of Health and 2013, and other drug use in
Welfare 2016, Australia among the general
2019 population
ACT lllicit Drugs Reporting  National Drug and 2010-  Annual A survey about drug use
System (IDR%) Alcohol Research 2019 trends among people who
Centre inject drugs. The 2019 ACT
sample included 100 people,
mostly men with a median
age of 44.
Australian NSP survegs Heard S, Iversen J, 2020 Special Collects data on
year National Data Report  Kwon JA and Report demographics, drug use,
199520193 Maher L health, and health service
utilisation data from NSP
service users on a snapshot
day each year.
l dzZaGNJ f A Q& ! Penington Institute 2019 Annual Describes overdose trends it
Reporf* Australia using data sourced
from the Australian Bureau
of Statistics.
ACT Policing Annual Re@dBrt Australian Federal 2019 Annual Reports on response to crim
Police by ACT Police
Alcohol and other Drug Australian Institute 2018 Annual Data on alcohol and other
Treatment Services in of Health and 19 drug treatment services
Australi&® Welfare
National Opioid Australian Institute 2019 Annual Snapshot data from
Pharmacotherapy Statistics of Health and pharmacotherapy clients,
Annual Data collectidi Welfare prescriptions, and dosing
points
{ SNAOS ! &S NE& Alcohol Tobacco & 2020  3-yearly A single day census of servic

and Outcomes Survéy

Other Drug
Association ACT

users accessing ACT specia
AOD servicesovering
satisfaction and outcomes of
clients from both residential
and nonresidential services.
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Appendix 2: The ACT contexdetailed findings

Drug use trends: prevalence of alcohol and other drug use

Findings from the 2019 National Drug Strategy Household Survey show that overall, around one
seventh (15%) of the ACT population reported use of linif drug in the past year, with prevalence

of use being 14% among men and 15% among women. The most common age groups for any illicit
drug use are 124 (37%), 229 (26%) and 339 (13%). The prevalence of illicit drug use in the ACT
overall is slighyl lower than in other Australian jurisdictions. Cannabis is the most frequently used
illicit drug (~10%) with use of heroin (<0.3%), cocaifg4?, methamphetamine {2%) or ecstasy
(2-4%) reported by less than 5% of the population. These figures haairrednlargely stable over

the past decade. The survey also found that 56% of ACT respondents supported supervised drug
consumption facilities/rooms to reduce harms associated with injecting, the highest of any state or

territory (47% Australiavide).*

In 2019, the proportion of selieported use of any category of substance liste@étle &2 was
similar to those reported in previous yearsvith the exception of cocaine which has increased and
methamphetamine which has decreased. The proportion of drug use was also similar between the

ACT and Australia relative to population size.

Table R: Recent (12 monthslicit drug use in the ACT and Australia among persons aged 14 and over, 2010

19
ACT Australian

Drug type 2010 2013 2016 2019 2010 2013 2016 2019

(%) (%) (%) (%) (%) (%) (%) (%)
Cannabis 9.5 10.1 8.4 10.5 10.3 10.2 104 11.6
Ecstasy 2.3 29 2.2 2.3 3 25 2.2 3
Methamphetamine 1.2 2.2 1.1 0.3 2.1 2.1 1.4 1.3
Heroin **0.3 **0.3 - - 0.2 0.1 0.2 -
Pain killers* 3.1 3.2 - - 3.3 3.5 - -
Cocaine 1.8 2.8 1.9 3.5 21 21 25 4.2
Hallucinogens 15 1.7 1.2 - 1.4 1.3 1 -
Any illicit drug 13.9 15.3 12.9 14.6 14.7 15 15.6 16.4

*For nonmedical purposes, includes over the counter drugs; **High sampling;erkot reported
Source: Australian Institute of Health and Welfa¥ational Drug Strategy Household Survey2@ktailedfindings. AIHW

2020

Among IDRS participants gtlmost used substances were tobacco (77%), opioids (54%), cannabis
(51%), stimulants (33%), and alcohol (2%%8heAustralianNSH dzNJZS & Q a
Report showed that amongarticipating ACT NSP attendees in 2019 (n=128), the most common
drugs last injected were heroid§%) and methamphetamind%%), an increase from 2010 (heroin

H P

8SINJ bk dA:
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29%; methamphetamine 27%) when the prevalence of recent injecting methadone (16%) and
buprenorpline (10%) was more commah.

Heroin

Most people who inject druga/ho participated in the 2019 ACT IDRS were frequent users of heroin:
around three quarters of those reporting recent use (past 6 months) reported at least weekly use,
and 40% reported daily use. Recent heroin use prexalelecreased from a peak of 92% of IDRS
participants in 2000 to 77% in 2019. All participants who reported heroin use reported injecting the
drug 52

Figure A: Recent heroin use, ACT IDRS, 2040
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Source: Uporea J andPeacockA. Australian Capital Territory Drug Trends 2019: Key findings
from the lllicit Drug Reporting System (IDRS) Intervi2@k9. National Drug and Alcohol
Research Centre, UNSW Sydney.

Methamphetamine

Results from the 2019 NDSHS showed @efese in the prevalence of methamphetamine use in the
ACT overall in the past decatle®>However, aong ACT IDRS participants, both the percentage of
the sample indicating pastixmonth methamphetamine use and frequency of use have steadily
increased over the past decaé&Two thirds of those reporting recent use reported at least weekly
use and ondifth reported at least daily use. Methamphetamine was injected by 97% and smoked by
36% of those who reported recent use of the dfég.
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Figure R: Recent methamphetamine use, ACT IDRS,-2910
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SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings
from the lllicit Drug Reporting System (IDRS) Intervig®i®. National Drug and Alcohol
Research Centre, UNSW Sydney.

The percentage of ACT IDRS respondents who reported weekly or daily methamphetamine use was
68% and 18% respectively, with the most common form consumed being crystal methamphetamine
(77%). Crystt methamphetamine was injected by 97% and smoked by 36% of those reporting recent
use, with the median amount consumed on a typical day being .20 it@®Rs0.16.30). The

median price for one gram of crystal methamphetamine in the ACT was $325 @3R&10ne
GKANR 2F StA3IA0fS NBaLRYyRSyda LISNOSAOSR ONERadl
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Cocaine

National Drug Strategy Household Surveys suggest that recentednahe past 10 years in the ACT
has risen (1.8% in 2010; 2.8% in 2013; 1.9% in 2016; 3.5% ir28h®)ng participants in the IDRS,

the percentage reporting recent cocaine use has more than doubled over the past decade, from 6%
in 2010 to 15% in 2019, with a few fluctuations in that time (Figure A3). However, the median
frequency of use has not changegimarkably, fluctuating fromé days. The most common route of
cocaine administration was injecting (73%) followed by snorting (40%). In 2019 the median amount
of cocaine consumed on a typical day was .20 grams (IQR&QAP
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Figure B: Recent cocaine use, ACT IDRS, 2®@10
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SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings
from the lllicit Drug Reporting System (IDRS) Intervi2@k9. National Drug and Alcohol
Reseach Centre, UNSW Sydney.

Pharmaceuticals

The 2019 National Drug Household survey found that the recent use of any pharmaceutical
(excluding over the counter) in the ACT has remained somewhat stable over therlgstss (3.1%
in 2013; 4.6% in 2016; 3.4%2019)*

Pharmaceutical opioids

IDRS monitoring has found that since 2010, both prescribed and diigtr{ed) use of methadone
decreased from 2022015 and has since stabilised at 45% and 15% in 2019 respe(figeireAd).
Of concern for increased overdose risk, the 2019 ACT IDRS also reported that anoanigiaof
those reporting recent methadonesereported injecting (liquid and tablets) on a median of nine
daysin the past six months.
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Figure A: Recent methadone use, ACT IDRS Z®10
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SourceUporova J, and PeacockAustralian Capital Territory Drug Trer2i¥l9: Key findings
from the lllicit Drug Reporting System (IDRS) Intervi2@k9. National Drug and Alcohol
Research Centre, UNSW Sydney.

Table B: Recent buprenorphine use, ACT IDRS, 2®10

Year Any recent use (%) Median frequency of use (days) Non-prescribed recent use (%
2010 35 178 27
2011 28 90 21
2012 28 81 20
2013 19 90 16
2014 17 9 12
2015 16 25 11
2016 9 3 8
2017 16 19 14
2018 9 2 9
2019 6 14

SourcelUporova J, and PeacockAustralian Capital Territory Drug Trer2319: Key findings from the lllicit Drug
Reporting System (IDRS) Intervie®&19. National Drug and Alcohol Research Centre, UNSW Sydney.

Most IDRS patrticipants who reported recent buprenorphine use reportegonescribed use; the
percentage of nosprescibed use decreased from 35% in 2010 to 6% in 2019, which reflects reduced
availability since the introduction of buprenorphimaloxone. Five out of six participants reporting

illicit use of buprenorphine injected it, and the median frequency of use wpeoaimately

fortnightly. The prevalence of illicit use of buprenorphimgoxone was higher at 14% in 2019, with a
median of monthly use, and half of those injecteéfit.
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Reports of nomprescribed morphine consumption by ACT IDRS paatitithave more than halved

over the past decade (from 43% in 2010 to 15% in 2019), which may reflect changes in prescribing
practices (Table A4). Most of those who reported morphine use in 2019 reported injecting morphine
(93%).

Table A: Recent morphinese, ACT IDRS, 2019

Year Any recent use (%) Median frequency of use (days) Non-prescribed recent use (%)
2010 43 4 36
2011 34 5 30
2012 36 7 30
2013 29 10 23
2014 17 20 12
2015 24 4 20
2016 16 6 12
2017 27 6 21
2018 17 3 10
2019 15 5 11

SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings from the lllicit Drug Reporting
System (IDRS) Interviev2®19. National Drug and Alcohol Research Centre, UNSW Sydney.

Reports of recent oxycodone use by ACTIPRrticipants remained relatively stable at;14% over

the past 10 years, apart from a spike in 2§14 when consumption peaked at 35% (Table A5); it was
17% in 2019. Fortfour per cent of those reporting recent oxycodone use in 2019 reported injecting
the drug.

Table A&: Recent oxycodone use, ACT IDRS,-2910

Year Any recent use (%) Nonprescribed recent use (%) Median frequency of use (days
2010 14 13 3
2011 25 23 4
2012 35 34 3
2013 20 17 10
2014 21 16 6
2015 17 15 2
2016 14 12 1
2017 14 9 5
2018 15 10 30
2019 17 14 3

SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings from the lllicit Drug Reporting
System (IDRS) Interviev2919. National Drug and Alcohol Research Centre, UNSW Sydney.
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Australian Capital Territory IDRS participants are less likely to report recent fentanyl use than use of
20KSNJ LINBAONRALIGAZ2Y 2LIA2ARAaZI o0dzi NBLRNIAIRTFT WIye
with 79% of those reporting recent use reportinggicting the drug?

Table &: Recent fentanyl use, ACT IDRS, 2040

Year Any recent use (%) Median frequency of use (days) Nonprescribed recent use (%
2013 . 5 11

2014 . 5 7

2015 . 4 10

2016

2017 . 4 8

2018 8 5 6

2019 14 3 10

SourcelUporova J, and PeacockAustralian Capital Territory Drug Trends 2019: Key findings from the lllicit Drug Reporting
System (IDRS) Interviev2919. National Drug and Alcohol Research Centre, UNSW Sydney.

In 2019, 19% of the ACT ID&Ra®ple reported any codeine use in the past six months on a median of
seven days in that period (IQR22) 2

Nonprescribed pharmaceuticals
Benzodiazepines

In 2019, 26% of ACT IDRS participants reported recent benzodiazepine use {i¥scdbed

alprazolam and 22% neprescribed benzodiazepines) (Figure A5). Alprazolam was reportedly used
onamedianofsevendays (IQR310 YR W20iKSNJ 6SyT 2RAIT SLIAYSaQ ¢S
days (IQR-35) in the past six months.

Figure A&: Reent benzodiazepine use, ACT IDRS, 2080
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SourceUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings from
the lllicit Drug Reporting System (IDRS) Intervi@@%9. National Drug and Alcohol Research Centre,
UNSWSydney.
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Pregabalin

Ten percent of the ACT IDRS sample reportedprencribed pregabalin use, for a median of 3 days
in the previous month (IQR9). No participants reported injecting pregabdifn.

Alcohol

Eightyone per cent of participants in the NDSHS reported any alcohol use (daily, weekly, monthly or
less than monthly). Daily consumption of alcohol was uncommon at 4.4% (5.4% in 2010; 6.6% in
2013; 3.7% in 2016). Fourteen per cent were categorised asdhadifetime risk of harm from

alcohol, with males (20%) being at three times greater risk of harm than female€3(9%).

Recent use of alcohol has historically been reported liy75% of IDRS participants. In 2019, this
figure was 62%.1e median frequency of use was equivalent to twice weekly (48 days; IQRQ)?2
with 21% reporting daily use, a considerably higher proportion than among the general population.

Figure &: Recent alcohol use, ACT IDRS, 280
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SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings from
the lllicit Drug Reporting System (IDRS) Intervi@@$9. National Drug and Alcohol Research Centre,
UNSW Sydney.

Cannabis

Data from the NDSHS indicate that over the last decagmrts of recent (past year) cannabis use
among the general population has remained stable in the ACT (9.5% in 2010; 10.1% in 2013; 8.4% in
2016; 10.5% in 20193.

Eighty per cent of IDRS participants between 2010 and 2019 reported recent use of cannabis. Of
these, 90%eported at least weekly use and over half reported daily use. All participants reported
smoking as their primary route of administration and eteath reported vaping and/or ingestinyj.
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Figure A: Recent cannabis use, ACT IDRS,-2010
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SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings from
the lllicit Drug Reporting System (IDRS) Intervi@@$9. National Drug and Alcohol Research
Centre, UNSW Sydney.

Polydrug use

Almost all of the 2019DRS participants reported using one or more drugs on the day before the
interview (99%%2

z

aOYSiGAY FyR O2fttSI3dz28SaQ uHnmt aiddzRé 2F myo NBOSyI
in the ACT found that half had also used heroin (4&%}ther opioids (50%) in the past month, with
cannabis (80%) and alcohol use (62%) also being prevalent in the same time*period.
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Drugrelated harms and health

Non-fatal and fatal overdose

In 2019, ondfifth (19%) of IDRS participants reported having overdosed in the previous 12 months,
which was relatively consistent with recent years. Of those who reported a recent overdose, the
median number of overdoses in the previous 12 months was two and the most commonly cited drug
involved in participant's overdoses was heroin (14%). Of those who reported a heroin overdose, 43%
received naloxone and 43% were attended by an ambul&htke prevalence of setéported

overdoses in the 2019 ACT IDRS was similar to that in the national sample, with 21% reporting an
overdose in the previous 12 months on a median of two occasions. Nationally, among people who
reported a recent herim overdose, 47% received naloxone, 47% were attended to by an ambulance
and 28% were admitted to an emergency department.

Figure B: Nonfatal overdoses in the past 12 months, AB¥E, 20149
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SourcelUporova JandPeacockA. Australian Capital Territory Drug Trends 2019: Key findings from

the lllicit Drug Reporting System (IDRS) Intervi@@%9. National Drug and Alcohol Research

Centre, UNSW Sydney.

I dza G NI £ A | Q& e Repoyf 221 % showsANIR2D 1Y (the most recent year with data
available), 28 people in the ACT died from unintentional dnagiced causes, an increase of 40%
since 2010 (Figuresh®*
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Figure A: Unintentional drugnduced deaths, ACT, 201G
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Source: Penington Institutéustralia's Annual Overdose Report 202919. Penington Institute.

Data compiled by the National Drug and Alcohol Research Centre also confirraarthat deaths
relating to drug overdoses have increased, from 19 reported deaths in 2010 to 34 inR2& (
AB).%’
Figure A&: Drug induced dedis in the ACT, 2012018

Source: DrugTrends, NDARC Intent
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Source: National Drug and Alcohol Research Cebtigyinduced deaths by jurisdiction, intent, age, and
sex 2020. University of New South Wales.
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Bloodborne viruses

People who inject drugare at a high risk of BBV infection includivepatitis C virushepatitis B

virus, and HI® that leads to excess morbidity and mortaliyccording to surveillanceata collated
from multiple sources, an estimated 2533 people in the ACT were living with hepatitis C in 2017
(range 15482602; 1% of national prevalenc®New hepatitis C infections in the ACT have been
steadily decreasing, with 126 recorded in 2@li®e lowest in the pasi0 years. Current evidence
suggests that around 4% pé&ople who inject drugs Australia are living with hepatitis B virus.
During 200817 there were 928 new hepatitis B infections in the AQf Australia, 3% of new HIV
infections are attributed to injecting drug use;time 10 years between 2008 andl? there were

138 new HIV diagnoses in the A€T.

Figure A: Unspecified or newly acquired hepatitis C infections, ACT-2010
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HIV (88%) and hepatitis C (91%) was high, with 34% and 28% receiving a test within the last year

respectively. In that same year, 50 people sefforted ahepatitis C diagnosis, 386%)of whom
also reported receiving antiviral treatment currently or in the past.

Injecting behaviours and harms

In the 2019 ACT IDRS, 11% of participants reported distributive sharing of needles/syringes and 8%
reported receptive sharing in the last month. The plewae of people sharing other injecting

equipment has been stable over the last decade, although a significant drop was observed between

2018 (27%) and 2019 (8%). Sharing other injecting equipment was reported by 6% (e.g. spoons,
tourniquet, water, and fters; 27% in 2018) and reusing own syringes was reported by 44% of the

Al YL S® bSFENI& KIFIfF o6ny:20 NBLR2NISR A&dadzSa &dzOK |
injection into an artery (15%). A third of the 2019 ACT IDRS sample reported havinglinjecte

someone else after they injected themselves (in the past month), and a fifth reported that they were
injected by another person who had previously injected themselves.
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The 2020 Australian NSP surveyy2ar National Data Report showt & NXdzaS 2F az2vySz2y.
needle and syringe in the last month was reported by 14% of participants, and reuse of equipment

(spoons, water, filter, or drug mix) after someone else in the last month was reported by 49%, with

both proportions consistent sae 20103

Ambulanceattendances and hospital separations

Data obtained from Ambulance ACT shows the number of calls in which paramedics indicate that a
substance is involved in their secondary assessment, final diagnosis or case nature, or the patient
received naloxone. Theseay include cases in which the reason for calling was unrelated to the
2LIA2AR 2N KSNRAY Orlgted dagdslieferdo/aty didd (atie R NHz3
opioids/heroin or alcohol) including prescription medications. In 2019, paramedics respond48 to 6
Y2 (i K SatedreakHzq150.4 per 100,000 people; 673 in 2018) and 219 heroin/opioid related
cases (50.6 per 100,000 people; 214 in 2018).

The most common time of day for opioid and heroin overdoses are between Bpamand 8pra

10pm (Figure 8). ForW2 1 KSNJ RNHz3aQ GKSNB A& |y dzLlsl NRa (NBYyF
of callouts around 8pm (Figur@©A Regarding days of the week, opioid and heroin overdoses are

stable throughout the week and decrease over the weekend (Figude Ahere is alght variation

GAGK | KAIKSNI ydzYoSNJ 2F W20 KSNJ RNHZA&aQ 20SNR2a&S
(Figure Al).

Figure &: Opioid and heroin related ambulance callouts by time of day
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Figure A0: Opioid and heroin related ambulance cal®by day of week

60

50

40

30

20

10

Monday Tuesday

Wednesday Thursday Friday Saturday Sunday

—018 =—2019

Source: Ambulance ACT, 2020, private communication
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Figure A1 'Other' drug related ambulance callouts by day of week
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Analyses by NDARC found that @tOgrelated hospital separations occurred in 2618in the ACT.
This equates to 216 druglated hospitalisations per 100,000 peoplen increase from the rate of
121 per 100,000 people observed in 2620lost of these sepations were attributed to the use of
amphetaminetype substances, opioids, and prescription medications (Figu2g Al

Figure A2: Drugrelated hospitalisations by substance, ACT, 22008
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Regarding emergency responses, a paper reporting on the National Ambulance Surveillance System,
which found that out of 42,098 ambulance attendances in the ACT iaGh6&17 financial year,
1,130 were AOBelated (2.7%§

Health service utgation and coverage

Drug treatment

Consistent with previous years, half of the 2019 ACT IDRS sample reported that they were currently
receiving treatment for substance use, mostly methadone maintenance (30%). Eight per cent
reported receiving treatment fomethamphetamine usé? Contrasting with data from our consumer
adzNBSesxr wmtir 2F 1/ ¢ L5w{ LINILAOALIYdGaA AY HAamd I
ydzY o SNRQ dzy ddzO0OS & & T dzf £2NatiaiaNye IWY6 @h=1663 of IDRBOI&@oadenisNB | { Y &
had not accessed drug treatment in the past six months despite thinking they needed it, with 33% of

these people reporting that they had tried to access treatment but were unabie to.

Q)¢

The National Alcohol and other Drug Treatment Minimum Dataset report showed that if2918

ACT AOD services provided 6,700 treatment episodes to 4,026 clients. Most clients were male (61%)
aged 2@29 (24%), 3€B9 (29%), p40c49 (23%). Alcohol was most frequently nominated as the drug
for which people accessed treatment (43%), followed by amphetamines (23%), cannabis (13%) and
heroin (11%). Drug treatment episodes overall have increased significantly in the ACT over the la
decade, with the increase greatest for episodes for which amphetamines are nhominated as the
primary drug (Table A7). Types of primary treatment offered were information and education (29%),
counselling (28%), support and case management (14%), assaqdd¥n), withdrawal

management (8%), rehabilitation (6%) and pharmacotherapy (4%ile these data reflect current
capacity and usage, they do not reflect the need for AOD services in the ACT. The report is also
incomplete in thatAboriginal and/or Toes Strait Islandeservices, government services, NSPs and
the Canberra Sobering Up Shelter are not inclugimbering Up Shelter data were requested by
authors of this report but were not available at time of report completion)
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Table A: Total closedreatment episodes, also by heroin and methamphetamine, ACT,-2009

Year Total episodes Heroin Methamphetamine

(all substances)

200910 3585 484 213
201011 3156 487 198
201112 4080 608 409
201213 4416 696 496
201314 4652 510 677
201415 5222 451 907
201516 5914 522 1392
201617 6389 502 1572
201718 6931 575 1626
201819 6700 689 1479

SourceAustralianinstitute of Health and WelfareAlcohol and Other Drug Treatment Services in
Australia 201819. 2020

Data from the 2019 National Opioid Pharmacotherapy Statistics Annual Data Collection report
indicates that the number of people in the ACT receiving pharmacotherapy drug treatmezdsedr
from 811 in 2010 to 1,014 in 2018 (FiguréSAJAmong those being treated in 2018, 65% were male,
77% received methadone, 1% received buprenorphine and 22% received buprenemplorene.
Pharmacotherapy was most often dispensed in the ACT throbghmpacies (73%), public clinics
(15%) and correctional facilities (12%).

Figure A3: Clients receivingharmacotherapy on a snapshot day, ACT, 2080

1200

1000

80
60
40
20
0

2010 2011 2012 2013 2014 2015 2016 2017 2018

Number of people
o o

o

o

SourceAustralian institute of Health and Welfardational Opioid Pharmacotherapy Statistics
Annual Data collection 2012020
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Needle and Syringe programs

Needle and syringe programs are easily accessititee ACT. In 201¢here were two primary NSP
services, nine secondary NSPs, 31 pharmacy NSP outlets and six syringe dispensing machines. The
2019 NSP National Minimum Data Collection Report states that in the ACT Tl 2@B1,076

syringes were distiuted by nonrgovernment organisations (NGOs) and the public sector (93% of all
distributions); the remaining were distributed by pharmacigs.

The Australian NSP survey:-y@&ar National Data Report 192019reported on data collected on a
shapshot day in 2019 from 128 participants. The median age of service users was 42 (ré6pe 18
with the proportion of older serviceisers increasing over the yedfgure A). The majority of
respondents were male (67%) and 1@#ntified as Aboriginadnd/or Torres Strait Islander or both.
Regarding drugs most recently injected, 46% reported using heroin and 45% reported using
methamphetaminefigureA15 below shows a gradual increasing trend in the prevalence of these
substancs in the last decad&

Figure A4. ACT poportion of younger and older NSP survey participants (%) by survey year
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Figure A5: ACT proportion of NSP survey participants (%) reporting last injecting heroin and
methamphetamine
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SourceAustralian NSP survey: Prevalence of HIV, HCV and injecting and sexual behaviour among NSP attgadees, 25
National Data Report 1998019. 2020

Drug-related crime and law enforcement

Drugrelated arrests

The Australian Crime Commission provides an annual report onrdlatgd arrests. The 2019 report

found that during 201y Ay GKS 1/ ¢X cndg RNHA WwWO2yadzYBNARQ |y
total of 697 offenders. Over the past decade, there has been an increase in consumer arrests in the
ACTwith20181dp FAIdzNBEA o0SAy3d fy2adGd R2dzofS G#S omu WO:
(Figure A6).%2

Figure A6: Police proceedings against illicit drug consumers, ACT ;2809
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Prior to the Drugs of Dependendegrsonal Cannabis Use) Amendment Act 2019, mostmiated
offences in the ACT were related to cannabis and Simple Cannabis Offense Notices (SCON) (52%),
followed by amphetamingype stimulants (25%) and cocaine (14%) (TaB)&*AVlostdrug offences

in the ACT involve possession or use of offences (82% in1Z){&able 8).

Table B: Drug arrests for consumers and providers, ACT, 2@L7

Drug Consumers Providers Total
Amphetamines 157 31 188
Cannabis Arrests 295 43 338
Cannabis SCONS 52 0 52
Heroin 22 4 26
Cocaine 98 6 104
Hallucinogens 12 1 13
Steroids 4 0 4
Other Drugs 21 3 24
Total 661 88 749

Source: Australian Crime Intelligence Commisdibeit Drug Data Report 20178, 2019.
Table A: Drugoffences by type, ACT, 2012

Offence type 201415 201516 201617 201718 201819
Possess and use drugs 550 541 638 784 507
Deal and supply drugs 69 20 71 109 68
Manufacturer drugs 41 21 18 16 15
Other drugs offences 25 30 23 44 32
Total drugoffences 685 682 750 953 622

Source: Australian Federal PoligeCT Policing Annual Report 2a18 2019. Commonwealth of Australia. Canberra.

A 2017 study of 181 people who used methamphetamine found that around half (56%) had been
involved in theprison system and 28% had been arrested in the past year (most often related to
methamphetamine possession/supply, theft, assault, damage to property, or public order
offences)®

People placed in custody owing to intoxication

In 201819, ACT police lodged 874 persons iptotective custodyat the ACT Watch House (utilised
for intoxicated persons when no other options for care or pro@tiare available) for antisocial
behaviour relating talrug and alcohol intoxicatiof¥

In 2019, onehird (32%) of IDRS participants reported that they had been arrested in the last year
(30% in 2018; 22% in 2010) and 27% st&ted they engaged in drug dealing (this figure has
fluctuated between 20149 from 1333%)>2
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Appendix 3: Interview Schedules

Consumer Survey Schedule
Section A

Administration

Interview Date

Interviewer Initials

Interviewer: We are going to start by asking you a few questions about yourself and your
circumstances at the moment.

Al. What is your age?

A2a. What is your residential postcode?
Drop down/searchablést of postcodes
A2b. What suburb do you live in?

A3. What is your gender?

Female

Male

Transgender

Intersex

Agender/Gender non specific

Other

Don't Know

Refuse to answer

Not applicable

A3a. Specify 'other' gender

A4. \WWhich gender identity best describes you?
Male

Female

Non binary/gender fluid

Different gender identity (please specify)
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Don't Know
Refuse to answer
Not applicable

Ada. Specify 'other' gender

A5. What is your sexual orientation?
Heterosexual

Gay

Lesbian

Bisexual

Queer

Other

Don't Know

Refuse to answer

Not applicable

Ab5a. Specify 'other' sexual orientation

A6. What is the highest level of education that yowdaompleted?

None

Primary School
Year 79

Year 1611

Year 12/Completed secondary school

Tertiary

Diploma/associate diploma/advanced diploma

Trade/technical qualification or TAFE qualification at certificate level

Other

Don't Know
Refuse to answer
Not applicable

Ab6a. Enter 'other' education?
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A7. How are you employed at the moment?
(Choose one)

Not employed

Full time

Part time/casual
Full time student
Home duties
Student/employed
Other

Don't know
Refuse to answer
Not applicable

AT7a. Enter 'other' employment status

A7b. Has your employment status changed as a result of CBMiEstrictions or changes in COVID
19 restrictions?

No

Yes, lost my job

Yes, got a new job

Yes, other (specify

Don't know

Refused to answer

Not applicable

A8. What was your main source of income in the last month?
(Choose one)

Wage or salary

Government pension/allowance or benefit
Criminal activity

Child support

Sex work
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Parents

Other

Don't know
Refuse to answer
Not applicable

A8a. Enter 'other' main source of income

A9. How much did you earn (money in the pocket) in total in the past fortnight? (Including
Centrelink payments etc., wages, jobkeeper)

(9997 = Don't know, 9998 = Refused, 9999 = Not applicable)

Al1l. Which of the following best represents your average weekly income during the past 6 months
from all sources (before tax, including illicit)?

(Choose one)
$2500 +
$2,000$2499
$1,600$1,999
$1,300$1,599
$1,000$1,299
$800-$999
$600$799
$400$599
$250$399
$150%$249
$1-$149

Nil income

Don't Know
Refused to answer
Not applicable
Al12. Who do you currently live with?
(Choose one)

Spouse/partner
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Alone with children
Spouse/partner and child/children
Parent(s)

Friend(s)

Other relative(s)
Housemate(s)
Alone

Other

Don't Know
Refuse to answer
Not Applicable

Al2b. Enter "other" person live with

Al13. What type of accommodation do you curtlg live in?
(Choose one)

Owner occupied

Rental property (private)

Rental property (public)

Boarding (&. paying rent for accom with
family/friends)

Boarding house

Supported accommodation (crisis/medium term)
Squat

Homeless/street

Rent free (ag. with family/friends)

Couch surfing

Community housing

Other

Don't Know

Refuse to answer

Not applicable
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Al3a. Enter 'other' type of accommodation

Al4. Is your current accommodation stableumstable?
Stable

Unstable

Don't Know

Refuse to answer

Not applicable

Al5a. Have you moved as a result of C@Mestrictions or changes in COMI®restrictions?
No

Yes, moved to be with family/partner

Yesmoved to be away from vulnerable house members
Yes, to selfsolate

. 8azx O02dAZ RyQi I FF2NR NBYyGkNBLI @YSyia
Yes, other, please specify

A16. Are you of Aboriginal or Torres Strait Islander origin?
(Choose one)

No

Yes, Aboriginal

Yes, Torres Strait Islander

Yes, Aboriginal and Torres Strait Islander

Don't know

Refused to answer

Not applicable
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Section B

BO. Have you injected any drug in the past six months?
No

Yes

Don't Know

Refuse to answer

If BO=1, Section B: Supervised Injecting Facilitypéidicipants who have injected in past six
months)

Interviewer: In this section of the survey, we are going to ask some specific questions about
supervised injecting facilities and drug consumption rooms.,Fisineed to understand if you
predominantly e drugs through injecting or other modes of administration (e.g. snorting), so that
we can tailor our questions to your situation:

B1. Have you heard of medically supervised injecting rooms, like the ones in Melbourne and Sydney?
No

Yes

Don't Know

Refuseto answer

B2. Have you ever used a medically supervised injecting room?
No

Yes

Don't Know

Refuse to answer

B3. Where was that?

Sydney

Melbourne

Other

52y Qi Yy26

Refuse to answer

B4. Why did you use it?

Being away from police

Concerned about overdoseski

Concerned about using alone
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Need help and advice about injecting
Concerned about threat of violence/standover
Curious

Other

Don't know

Refused

Not applicable

B4a. Specify other reason

If B2=No

B5. Do you think you would use a supervised injecting facility if one were available in the ACT?
No

Yes

Don't Know

Refuse to answer

If B5=yes

B6. Why do you think you would use it?

Being away from pale

Concerned about overdose risk

Concerned about using alone

Need help and advice about injecting
Concerned about threat of violence/standover
Curious

Other

Don't know

Refused

Not applicable

B6a. Specify other reason

If B5=No

B7. Why do you think you would not use it?
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Already have a safe place to inject

Prefer to inject at home

Depends on where it would be located

Heard that you have to wait too long to inject

Need help injecting

22dz2A Ry Qd gyl G2 NBIAAGSNI G2 dza$s
Concerned about police near these sites

Prefer to keep drug use private

Prefer to inject alone

Don't want to inject with strangers

Poor treatment by health care professionals

tKS@QNB T2NJ KSNRPAY dzaSNR 2yf e
Other

Don't know

Refused

B7.1 Already have a safe place to inje€tlease provide details:

B7.2 Prefer to inject at homePlease provide details:

B7.3 Would depend on where it waxchted¢ Please provide details:

B7.4 Heard that you have to wait too long to inje&lease provide details:

B7.5 Need help injectingPlease provide details:

. Tdc 22dA Ry Qi 6 y i Pldage phnRiddetais:S NI (2 dza §

B7.7@ Concerned about police near these sitBéease provide details:

B7.8 Prefer to keep drug use privai®lease provide details:

QX
>
[N
w
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B7.9 Prefer to inject alonePlease provide details:

B7.10 Don't want to inject witktrangersg Please provide details:

B7.11 Poor treatment by health care professiondMease provide details:

.TOMH ¢ KS&QNB TFPRIdabeiOWIR dei dza SNE 2y f @

B7.13 Specify other reason and detail

If B6=yes

B8. How often do you think you would use it?
All injections (100%)

Most injections (more than 70%)

Half of my injedbns (50%)

Some of my injections (25% to 50%)

A few of my injections (less than 25%)
Hardly any of my injections (less than 10%)
Don't know

Refused

B9. Should the supervised injecting facility have access to facilities to allow people to inject only or
would you like to see smoking/snorting or other types of drug use accommodated?

Injecting only
Injecting, smoking only
Injecting, smoking and snorting only

Other please specify

B9a Would you use the supervised injecting facility to?
Inject

Smoke (glass pipe or foil)

Snort

Other
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B9b Would you like to use the supervised injecting facility

On your own

To share drugs with another (one) person (2 people share one lot of drugs)
To share drugs with a group of people (3 or more share 1 lotuafs)

Other

B10. If a supervised injecting facility were established in the ACT, which area would be the best place
to have it?

Civic

Belconnen

Gunghalin

Tuggeranong

Woden

Fyshwick

Weston Creek

Kingston, Manuka and inner south
Dickson, Watson, Mitchell and inner north
Queanbeyan

Mobile facility

Other

Multiple ¢ if so list locations

B10a. Why do you think that the area/s you named would be best?

Close to my home

¢KFGiQa ¢ KS NXBckWlageéss drig LI S LI

CKIGQ&8 6KSNB Y2ail RNHA dzas 200dNE Ay GKS 1/ ¢
Other, specfy

B11. What information/education/advice do you think should be offered at a supervised injecting
facility? (mark all that apply)

Injecting vein care advice

Advice on drug treatment

Drug and alcohol information

Drug checking/fentanyl testing results

Sexual health advice
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BBV advice/ information

Other health education

Peer education

Advice on skin disorders

Advice on asthma/chest infection
Advice oraccommodation
Advice on legal issues

Advice on finances

Quit smoking advice/information
Advice on tourniguet use
Information on safer injecting
Advice on injecting technique
No information provided

Don't know

Refused

B12. Do you think you would want to &5 other health or social services at a supervised injecting
facility?

No

Yes

Don't Know

Refuse to answer

B12a. What additional health or social services do you think should be offered?
Drug checking/fentanyl testing service

Drug Tx Detox program

DrugTx- Buprenorphine treatment (implant or oral specify)
Drug Tx Drug and alcohol counselling

Drug Tx Methadone maintenance

Drug Tx Residential rehabilitation

Drug TxNaltrexone maintenance (specify if oral or implant)
Drug Tx NaloxoneTraining

Drug Tx; Counselling
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Drug Tx; Case management

Drug Txg Peer treatment support

Drug Tx¢ Needle and syringe program
Consumer Group

Volunteer Program/opportunities

Health Care Medical consultation

Health Care Health education

Health Care BBV/STI Testing

Social Welfare Social Welfare assistance
Social Welfare Other counselling

Social Welfare Legal advocacy

Social Welfare Housing advocacy

Social Welfare Child and Youth Protection Service (CYPS) support and advocacy
Don't know

Refusel

B13. Are there any other things or services that you think should be offered at a supervised injecting
facility?

No
Yes
Don't Know

Refuse to answer

B13a. What sorts of things or services do you think shouldfleesdl?

NSP access

Drug checking/fentanyl testing service

Accessible Toilet

Client space with tea/coffee, internet, phone services, private space, chillout space

Private space for consulting with healthcare workers

Peer treatment support space and casanagement space

Nurse station for wound dressing etc.

Activities/training/education room (arts and crafts, safer injecting/OD prevention workshops,

consumer participation groups)
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