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Executive summary
Introduction

Results

Young people who are new to injecting
are identified in most state and national
government strategies as a population
at risk for acquiring hepatitis C. Lately,
discussion has also turned towards
‘potential injectors’ as a priority population,
referring to young people who do not
inject but are thought to be at risk of
transitioning to injecting. While there
has been some research attention paid
to young, new injectors, there is very
little focus on those who are at risk of
transitioning to injecting. It is this group
that is the focus of the present study.

Data were collected from 261 survey
participants and 26 interview participants.

Aims
• What are vulnerable young people’s
experiences of and beliefs about noninjecting and injecting drug use?
• What role do relationships with
others who use and/or inject drugs
play in the drug-using experiences of
vulnerable young people?
• What beliefs do vulnerable young
people hold about hepatitis C,
including knowledge about how it
is transmitted, perceptions of their
susceptibility to acquiring it, and
perceptions of its severity?
• What are vulnerable young people’s
experiences of, knowledge about, and
perceptions of harm reduction services?

Methods
The study used a cross-sectional mixed
method design. Quantitative data were
collected using self-complete surveys
administered on touch screen laptop
computers, and qualitative data were
collected using in-depth interviews.
Participants were disadvantaged young
people recruited from fifteen youth
services in metropolitan Sydney. They were
aged 16–24 years, had used drugs in the
past year, and reported having been offered
drugs to inject or having a close friend,
boyfriend or girlfriend who was injecting.

Social disadvantage
Study participants reported significant
recent and past social disadvantage,
with 33% having experienced recent
homelessness, about 40% having a
diagnosis of mental illness, many having
recent experiences with violence as either
victims (40%) or witnesses (44%), and
most (70%) reporting some contact with
juvenile justice, prison and the police.

Key relationships
Participants reported volatile and tenuous
connections with their families, school
and/or workplaces. For example, while
most reported having good experiences
with school, feeling that they were a part
of the school, they were happy to be
there and felt safe, many also reported
being suspended or expelled recently.
Similarly, participants expressed love,
loyalty and closeness with their families,
but concomitantly reported that their
families had low expectations of them
and their achievements, and reported
experiences of disappointment and
betrayal with respect to their families.

Illicit and injecting drug use
Illicit drug use was highly prevalent
compared to similarly aged peers in other
Australian data (such as the National
Drug Strategy Household Survey) and
tended to start from an earlier age. While
injecting was much more prevalent than
has been found among similarly aged
peers, it was not highly prevalent, with
about 16% saying they had ever injected.
However, all participants knew others
who injected, and for most injecting was a
very common but hidden practice among
their peer networks.
Methamphetamine featured prominently
in the drug-using and -injecting
experiences of study participants. It was
the most common first drug injected by
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Key findings

those who had injected, and was more likely to be used
by those with high exposure to injecting. This may be
because methamphetamine is more easily accessible
to young people or, as anecdotal evidence suggests,
because young people see methamphetamine as a
more modern and fashionable drug in comparison to
others like heroin. Because methamphetamine is an
injectable drug, its prominence among young people
has significant implications for hepatitis C prevention
efforts in this group.
Volatile family connection appears to play a significantly
more important role in participants’ injecting experiences,
and in their knowledge about and interaction with harm
reduction services, than any other form of support such
as peer support, or strength of connection to schools and
workplaces. Even though peer support does not appear
to be directly related to injecting or exposure to injecting,
the most common source of exposure to injecting was
through peer networks with 60% of survey participants
saying many or all of their friends had injected.

Knowledge and perceptions about hepatitis C
and harm reduction services
Knowledge about how hepatitis C is transmitted was
good with respect to the risks associated with injecting
and tattooing but very poor in other areas, in particular
in relation to sexual transmission. Moreover, most survey
participants reported neither accepting nor disapproving
views of injecting, and did not see injecting or hepatitis
C as relevant to them. Participants had particularly poor
knowledge about harm reduction services, in particular
needle and syringe programs. Most (70%) did not know
where to get sterile needles and syringes, and those who
could correctly identify places to get them tended to
identify secondary outlets such as pharmacies, hospitals
and vending machines. Dependence on secondary outlets
suggests the need to improve knowledge about primary
outlets where staff may be more knowledgeable about
and sympathetic towards young injectors, and/or to
improve knowledge and training of secondary outlet staff.
When asked where they might seek help for drug use
or harm reduction, participants expressed a high level
of dependence upon youth services, usually the service
they were recruited from. For example, they identified
their youth service as a source of help for drug use,
rather than any specific drug and alcohol treatment
services. The dependence on youth services suggests
a need for better linkage between harm reduction and
drug services and youth services.
Interview participants laboured to articulate anything
about hepatitis C, often not knowing what it was and
how it affected the body. This general silence about
2
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hepatitis C has important implications for hepatitis C
prevention in this group. Our participants live their
lives in a context where, for many, the opportunities for
injecting are prominent, and injecting may materialise
without any planning. Thus, their lack of knowledge
or concern about hepatitis C becomes problematic.
Here, we need to consider new and innovative ways to
prioritise hepatitis C in the lives of at-risk young people,
and develop health promotion initiatives that help them
to see why hepatitis C matters in their lives.

Conclusion
The study findings point to several ways in which the
harms associated with hepatitis C might be reduced for
socially vulnerable young people:

Contexts of injecting and exposure to injecting
The extent to which participants were exposed to
injecting was related to a variety of factors such as
homelessness and/or volatile family histories, and to the
kind of drug they used, in particular methamphetamine.
Here, gaining better understanding about why
methamphetamine use is common among vulnerable
young people, and what meanings they attach to it, may
allow the development of health promotion initiatives
with messages about methamphetamine injecting that
are specifically relevant to young people.

Making hepatitis C matter
The silence around hepatitis C among study
participants suggests the need to not only improve their
knowledge about what it is and how it affects the body,
but also to find ways to make it relevant to them. This
could be done by connecting hepatitis C to issues that
matter for them in their current circumstances, such
as desires to be good parents, to have a life that is free
from homelessness and violence; in short to have what
some interview participants called ‘a normal life’.

Improving linkage between services
Participants’ dependence on youth services and their
lack of knowledge about harm reduction services
suggests the need for better linkage between youth and
harm reduction services. This could take the form of
outreach work conducted by the harm reduction sector,
where staff who have expertise about harm reduction
go to the places where young people are. This could
have an added benefit of upskilling the youth service
workforce, who may have little understanding of what
harm reduction is, and where to refer their clients.

Introduction
National and state blood-borne virus
strategies, including New South Wales,
identify young people who are new to
injecting as a high priority population
at risk for acquiring hepatitis C. This
is because of the high number of
seroconversions that happen among
young people within the first few years
of injecting (van Beek, Dwyer, Dore,
Luo, & Kaldor, 1998). The most recent
Third National Hepatitis C Strategy
(Australian Government Department of
Health and Ageing, 2010) goes one step
further by identifying ‘potential injectors’
as a priority population, referring to
young people who do not inject but are
thought to be at risk of transitioning to
injecting. While there has been some
research attention paid to young, new
injectors (Treloar et al., 2003), there is

very little focus on those who are at risk
of transitioning to injecting, and it is this
group that is the focus of the present
study. We defined ‘at risk’ young people
as those who are socially marginalised,
part of drug-using networks, and who
are ‘exposed’ to injecting drug use
through their relationships with others
who inject. The study examines their
experiences with and understandings of
drug use, including injecting drug use,
and hepatitis C. It explores the contexts
in which exposure to injecting happens,
and the roles that friends, family and
significant others play in their drug-using
experiences. The study also examines
young people’s knowledge and opinions
about hepatitis C and their experience
with harm reduction services.
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Background
The prevalence of illicit drug
use among young people in
Australia
Illicit drug use is consistently more
common among young Australians
than the general population with, for
example, recent national population
data showing that one in five Australians
aged 20–29 years reported having used
cannabis in the past year, compared
to only one in ten of all Australians
(Australian Institute of Health and
Welfare [AIHW], 2011). The trend is
also true of other drugs like ecstasy and
methamphetamine, although the use of
these drugs is not widespread among
young Australians (10% report recent
ecstasy use and 6% methamphetamine
use) (AIHW, 2011). Injecting drug
use is rare among Australians with
approximately 0.5% of people reporting
injecting in the past year (AIHW, 2011).
While the use of illicit drugs is more
common among young people compared
to other Australians, drug use is generally
not widespread among young people.
Rather it is concentrated among particular
groups of youth such as those who
identify with certain social scenes such
as music festivals (Bryant, Wilson, Hull,
& Treloar, 2010; Lim, Hellard, Hocking,
& Aitken, 2008) and party scenes
(Lindsay, 2003; Sindicich & Burns, 2011).
A particularly affected group in this
regard are young people who are socially
disadvantaged. The most recent NSW
Young People in Custody Health Survey
indicated that 89% of young offenders
reported using illicit drugs, and that this
was significantly higher among Aboriginal
young people in custody (Indig et al.,
2011). The most common illicit drug used
was cannabis (87%) followed by ecstasy
(41%) and amphetamines (29%). Similar
findings have been reported in other
studies of Australian young offenders
(Kenny et al., 2006; Lennings, Kenny, &
Nelson, 2006), which have also revealed
the severity of drug use among this
group, with 36% reporting moderate to
severe forms of drug use. A recent study

4
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of young, socially vulnerable drug users
in Melbourne showed that, in addition
to using drugs more regularly than their
similarly aged peers, study participants
also initiated drug use much earlier
than the general population (McLean,
Brunn, Mallett, & Green, 2009). The
prevalence of injecting drug use among
disadvantaged young people is higher than
that observed in the general population,
but not widely prevalent. Seven per cent
of participants in the NSW Young People
in Custody Health Survey reported having
ever injected drugs (Indig et al., 2011)
and similar studies of street-involved
youth conducted in Canada show that
20% report injecting in their lifetime
(Kerr et al., 2009; Public Health Agency
of Canada, 2007). In sum, illicit drug
use is not widespread among the general
population of young Australians but is
concentrated among particular groups
of young people. This is also true for
injecting and, in fact, even among groups
of vulnerable young people, such as
those in custody, injecting is not highly
prevalent.
However, part of the concern about
young people’s drug use relates not
just to the higher prevalence of use
(compared to older people) but also to
the evidence that young people engage
in more risky forms of drug use and
thereby attract more harm, including
hepatitis C. For example, young people
who have recently started injecting have
been shown to engage in more risky
injection practices (Becker Buxton et
al., 2004), are at higher risk of overdose
(Kerr et al., 2009) and have a much
higher incidence of hepatitis C infection
(Becker Buxton et al., 2004; Kerr et
al., 2009; van Beek et al., 1998). Young
new injectors have been shown to be
harder to reach through traditional harm
reduction services and are perhaps
best serviced through unique outreach
services such as peer distribution
of sterile needles (Sears, Guydish,
Weltzien, & Lum, 2001). Thus, while
illicit drug use is not widespread among
young people, it is highly prevalent

Background

among certain vulnerable groups of young people who
experience amplified harm in relation to their drug use.
This research literature raises important questions about
how some young people come to use and/or inject drugs
while others do not, and how harm can be reduced for
those who do use and/or inject. These questions can
be partly answered by research literature that examines
young people’s attitudes and beliefs about drugs, and
the contexts in which drug use happens.

What are young people’s beliefs and
attitudes about drugs?
Australian data show that, compared to older age
groups, young Australians are more likely to hold
accepting attitudes towards illicit drug use, and show
more support for policies that legalise drugs (AIHW,
2011). International studies of young people’s attitudes
towards drugs show that some drugs, in particular
cannabis, are viewed as acceptable and not risky;
however, others such as ecstasy and amphetamine are
viewed as less acceptable, and some such as heroin
are viewed as “simply dangerous” (Wibberley & Price,
2000). These studies also show that accepting attitudes
about illicit drugs are very much related to the drugusing practices of individuals, with acceptance being
much higher among those who use drugs and lower
among those who do not (AIHW, 2011; Best et al.,
2000; Wibberley & Price, 2000). These patterns are
similar among disadvantaged youth from other western
countries, with a UK study showing that current users
had accepting attitudes while others had strong beliefs
in abstinence (McDonald & Marsh, 2002). A recent
qualitative study of disadvantaged young people in
Melbourne showed that they did not view their drug
use as problematic, and indeed liked more aspects of
using drugs than they disliked (McLean et al., 2009).
Few studies have examined young people’s attitudes
about injecting. A study of young music festival patrons
in Sydney suggested that overall they held neither
liberal nor conservative views about people who inject
drugs, with many unwilling to say that they thought
injecting was immoral (Wilson, Bryant, Holt, & Treloar,
2010). However, a study of Canadian street youth
showed that they generally disapproved of injecting,
despite many of them being injectors themselves (Roy,
Haley, Leclerc, Cedras, & Boivin, 2002). Overall, it
is difficult to see the relationship between attitudes
about drug use and young people’s actual drug-using
practice. The fact that attitudes vary with drug-using
practice suggests that the context in which drug-using

behaviour happens is important, and that young people’s
experiences of using shape their beliefs about drugs.

What are the contexts in which young
people’s drug use happens?
There is a substantial literature that explores the
contexts in which young people come to use drugs.
Studies that examine initiation to drug use tend to show
that the first experience with drugs is characterised
by proximity and opportunity where drug use is not
planned but rather happens because drugs are present
and others are using them (Smith, Thurston & Green,
2011). This is also true for initiation to injecting where
it is reported that injecting was unplanned but often
welcomed by initiates (Crofts, Louie, Rosenthal, &
Jolley, 1996). The research shows that many young
people actively participate in their initiation to drug
use—they are curious about drugs and want to try
them, or are curious about the mode of administration,
such as injecting, and anticipate or seekout the first
injection (Abelson et al., 2006; Crofts et al., 1996;
Fast, Small, Krusie, Wood, & Kerr, 2010; Viadal-Trecan,
Varescon-Pousson, & Boissonnas, 2002). Here, however,
it is important to understand that the ‘choices’ that
young people make about using or not using drugs are
strongly mediated by the social networks they operate in
(particularly their peer networks), their proximity to and
opportunity for drug use, their family history and other
trajectories, and the extent of social capital or resources
they possess. The remainder of this section will explore
the existing literature about how each of these social
features shape young people’s drug use.

Peer networks
The research literature indicates that most young
people who use drugs are introduced to them through
their peers, and use drugs together with their peers.
Often drug use is an activity that is shared by young
people and appears to create a sense of belonging and
shared identity in groups of youth (Lindsay, 2003;
Parker, Aldridge & Measham, 1998; Parker, Williams &
Aldridge, 2002; Stronski, Ireland, Michaud, Narring &
Resnick, 2000). Sociological perspectives have made
significant contributions here, in particular the work of
Howard Parker and others (1998; 2002; Duff, 2005;
Measham & Shiner, 2009). Parker’s work suggests that
the use of some illicit drugs has become so widely
prevalent (in the UK at least) that it is a ‘normalised’ part
of the lives of young people, or a regular part of their
leisure time. This proposition is based on evidence of
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the increasing availability of certain drugs in the past
15 years, together with the increasing acceptance of
these drugs among young people. Indeed, Parker and
others propose that illicit drug use is a major defining
characteristic of modern youth culture—young people
are introduced to drugs by their peers and use together
with them because it is part of ‘being’ a young person
today.
The sociological concept of normalisation is valuable
because it demands closer attention to the cultures
and contexts of young people’s drug use (Duff, 2005).
It helps us to understand young people’s drug use as a
social phenomenon that is not simply about individual
choice or peer pressure, but rather a socially produced
behaviour. However, as other researchers have argued,
normalisation is perhaps better understood as a
phenomenon that occurs among specific groups of
young people (Measham & Shiner, 2009; Shildrick,
2002; Wibberley & Price, 2000). Indeed, this appears to
be the case in Australia where there is no evidence for
normalisation among the general population of young
Australians, and only weak evidence among groups of
youth who are frequent drug users, such as patrons of
music festivals (Wilson, Bryant et al., 2010) and bars
and nightclubs (Duff, 2005). Other research with young
people demonstrates how drug use is strongly associated
with certain ‘scenes’ or social contexts. For example,
in an Australian study, Lindsay (2003) examined how
socialising patterns shaped risk-taking behaviours and
that those young people who socialised in a wide range
of party-type venues engaged in riskier sorts of drug use
compared to their peers. Similarly, in a study of Swiss
youth who were current cannabis users, Stronski et al.
(2000) found that participation in a sports club was
associated with having not progressed to other illicit
drugs. Studies like these suggest that drug use is varies
among groups of young people, such as those who
identify with certain sorts of social activities, such as
sporting and partying.
There is also evidence that behaviours around injecting
drug use are shaped by relationships with peers. Studies
of young injectors from Western Australia showed that
they shared needles with close friends because they
believed that sharing with a well known and trusted
peer meant that there was very little risk of bloodborne virus transmission (Loxley & Davidson, 1998;
Loxley & Ovenden, 1995). Other studies have shown
that initiation to injecting can be heavily influenced by
peers, with many new injectors reporting that they were
initiated by friends, who were usually older and male
(Fuller et al., 2003; Treloar et al., 2003). There is a lot
of research examining how the experience of initiation
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to injecting is different for young men compared to
young women, with male first-time injectors being
more likely to be initiated by a friend or acquaintance
(Crofts et al., 1996) and females being more likely to
be initiated by a male sexual partner (Bryant & Treloar,
2007; Crofts et al., 1996; Diaz, Vlahov, Edwards,
Conover, & Monterroso, 2002; Frajzyngier, Neaigus,
Gyarmathy, Miller, & Friedman, 2007; Roy et al., 2002;
Treloar et al., 2003), and to be provided equipment
by their partners (Bryant & Treloar, 2007; Diaz et al.,
2002). Overall, this research suggests that, like noninjecting drug use, experiences of injecting among
young people—such as initiation to injecting and needle
sharing behaviours—can be strongly shaped by their
relationships with their drug-using peers.

Place and space—opportunistic aspects of
drug use
Previous research identifies the importance of
‘historical moments’ in young people’s lives when a
series of factors come together to provide heightened
opportunities for drug use (Fast et al., 2010; McDonald
& Marsh, 2002; Parker et al., 1998; Smith et al.,
2011). Parker et al. (1998) identify this as a part of
the normalisation thesis by mapping how increased
drug uptake among young people is pre-conditioned
by increased drug availability and increasing moral
accommodation of drug use. The importance of
opportunistic moments is found to be especially
relevant in relation to injecting drug use. UK-based
research by McDonald and Marsh (2002) illustrated
how, when certain ‘opportunity structures’ are aligned,
some forms of ‘problematic’ drug use can emerge.
They described how a surge in the availability of
heroin in middle England in the 1990s, combined
with a total lack of knowledge about what the drug
was, led to a rapid uptake of heroin use among
socially excluded young people. In this context, young
people’s ‘choices’ about drug use are clearly mediated
by the opportunities available to them in their given
geographic and historical spaces. An important aspect
of these ‘historical moments’ is, of course, a young
person’s historical trajectory in relation to family
background, marginalisation, homelessness, violence
and incarceration, among others factors.

Families
Family context is known to be an important predictor
of drug-using practice for some young people. Large
longitudinal studies of adolescents, such as the American
Adolescent Health Study (Resnick, Bearman et al.,
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1997; Resnick, Harris et al. 1993) showed that access to
substances in the home was more highly associated with
drug use. Likewise, these studies showed that youth who
feel better connected to their families and school are less
likely to engage in risky behaviours like drug use (Resnick
et al., 1993). Similar results were found in a Swiss study
where, among adolescent cannabis users, communicating
well with a parent was significantly associated with not
having progressed to use of other illicit drugs (Stronski
et al., 2000). A recent qualitative study of vulnerable
adolescents in Melbourne suggested that many accessed
drugs from family members, and used together with
them (McLean et al., 2009). The young people in
that study talked about the lack of consistent care and
regulation by adult caregivers, and some expressed the
desire to have limits set for them by adults. Despite
their often problematic relationships with caregivers,
participants expressed strong bonds with and loyalty
towards their families (McLean et al., 2009). Similar
patterns of family context have been found in research
that examines young people’s transitions to injecting drug
use, although there is much less literature on this topic.
Abelson et al. (2006), in an Australian study of young
people new to injecting, found that early onset injecting
(that is, at or before the age of 16 years) was associated
with having a family member who injected , and a
constellation of other factors such as early school leaving
and homelessness. While family context is important in
predicting some drug-using behaviour in young people,
some studies have identified that other adults can play
a significant role in mentoring young people. In an
American study of early school leavers, Zimmerman
and Bingenheimer (2002) found that adolescents with
‘natural mentors’ or adults other than parents who provide
guidance and support were less likely to use drugs or
to be involved with the police. Overall, these studies
suggest that adult role models, whether parents or other
significant adults, can have a significant role in shaping
young people’s drug-using trajectories.

Social and economic capital
Sociological and other forms of research clearly identify
the importance of social and economic capital in the
drug-using experiences of young people. This is most
clearly in the fact that drug use is more prevalent
among young people who are socially marginalised. The

[T]he research shows that young
people’s drug use is not simply a matter
of ‘choice’ ...
recent qualitative study of young disadvantaged people
in Melbourne identified that drug use was one of a
constellation of challenges faced by participants, with
others including poverty, homelessness, poor mental
health, incarceration and family separation (McLean
et al., 2009). Research exploring initiation to injecting
also shows the central importance that capital, or a lack
thereof, plays in young people’s injecting experiences. It
reveals how initiates to injecting tend to be unemployed
and/or homeless at the time they begin injecting
(Neaigus et al., 2006), after having left school early
(Abelson et al., 2006) and/or having been incarcerated
(Crofts et al., 1996). Initiates are also likely to have
experienced recent abuse and violence (Fuller et al.,
2002; Neaigus et al., 2006).
In sum, the research shows that young people’s drug
use is not simply a matter of ‘choice’, but rather is
produced through social contexts where drug use can
be seen as a part of ‘normal’ youth practice, creating
a sense of belonging and shared identity for young
people. Moreover, choices about drug use can be
produced through historical trajectories where some
drug use is mediated by the users’ location in specific
times and places, their family and other histories, and
the associated lack of social and economic resources
available to them.
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This study
For the current study, we used the
existing literature to consider how
to better identify ‘potential injectors’
(as referred to in the Third National
Hepatitis C Strategy) in order to explore
their experiences around injecting drug
use and hepatitis C. The literature
observes that young people are exposed
to injecting drug use though their social
networks—by having close friends,
sexual partners or family members
who use or inject drugs—and through
contexts of being in specific geographic
and historical locations. Moreover, the
literature shows that those who are most
vulnerable to transitioning to injecting
are those who lack social and economic
resources, and whose daily lives are
challenged by poverty, homelessness,
poor mental health, and incarceration,
among other factors.
While the previous literature is useful
in helping to identify young people who
are vulnerable to injecting, we know
very little about what they know about
hepatitis C and injecting drug use,
whether they see themselves as being
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at risk for injecting and/or acquiring
hepatitis C, their experiences of and
knowledge about hepatitis C and drugrelated services, and what aspects of
their experiences and/or social contexts
lead to or result in starting to inject
themselves. The current study explores
these gaps by asking the following
questions:
• What are vulnerable young people’s
experiences of and beliefs about noninjecting and injecting drug use?
• What role do relationships with
others who use and/or inject drugs
play in the drug-using experiences of
vulnerable young people?
• What beliefs do vulnerable young
people hold about hepatitis C,
including knowledge about how it
is transmitted, perceptions of their
susceptibility to acquiring it, and
perceptions of its severity?
• What are vulnerable young people’s
experiences of, knowledge about,
and perceptions of harm reduction
services?

Method
Data collection
The study used a cross-sectional mixedmethod design, using self-completed
surveys and in-depth interviews to
collect data.
The sample included young people
whom we considered to be ‘potential
injectors’ or exposed to injecting. The
entry criteria was developed through
extensive consultation with the project’s
Reference Group and in relation to
existing literature, and included:
• being aged 16–24 years
• having used an illicit drug in the
previous 12 months
• having been exposed to injecting
through social networks in the past
12 months, which was defined as
having a boyfriend/girlfriend, close
friend or family member who injected,
or having been offered a drug to inject
• having been ‘socially disadvantaged’
in the past 12 months, which was
defined as any one of the following:
homeless for three nights or more,
incarcerated or involved with
police or juvenile justice system,
trouble with work or school (having
been suspended, expelled, put on
probation), living in a high risk family
situation where a parent or main carer
had drug and alcohol or mental health
problems.
At the outset of the project we intended
to use a probability sampling method,
respondent-driven sampling, to recruit
‘at risk’ young people; however slow
recruitment demanded that we switch to
convenience sampling. More information
about this can be found in the ‘Strengths
and Limitations’ section.
The study used convenience sampling
to recruit a sample of ‘at risk’ young
people. To find young people who met
our inclusion criteria, we attended 15
services in metropolitan Sydney that
offered emergency shelter, drug and
alcohol treatment and/or educational and
recreational services to young people.
Each service was visited for several days

or weeks. Wherever possible, we were
provided with space where participants
could complete their surveys and/
or interviews. Staff at each service
were asked to talk to clients about the
research and interested clients could
then approach the research staff if they
wanted to participate. All potential
participants were screened to check their
eligibility and, if eligible and willing, they
completed written consent forms. Eligible
participants completed a 20–30 minute
self-completed survey and some were
invited to take part in in-depth interviews.
Interview participants were selected
in order to ensure that the qualitative
data included a variety of experiences
and perspectives about injecting and
hepatitis C. Survey participants received
a $30 supermarket voucher for their
participation as did participants in the
in-depth interviews.
The self-completed survey collected
information about participants’ recent and
past experiences with illicit and injecting
drug use, and their beliefs about drug
use. It asked about their knowledge of
hepatitis C transmission and whether
they viewed themselves as being at risk
of acquiring hepatitis C, and about
their knowledge of and experiences
with hepatitis C and drug-related health
services. It also included a range of
questions assessing mental health, degree
of disadvantage, social connectedness,
and resilience.
The survey was administered using
touch screen laptop computers, which
allowed confidentiality for participants
and addressed some expected problems
with low literacy. Our previous
experience with surveying young people
about sensitive matters suggested that
they are confident with and interested in
using technology to do research (Bryant,
Ward, Hull, Worth, & Solar, 2011).
The laptops included an audio option
for participants with literacy problems
where questions and answer options
were read aloud via headphones.
The qualitative arm of the study used
a semi-structured interview schedule
to guide the face-to-face interviews.
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Method

The semi-structured interview format allowed for
consistency across interviews while also allowing the
participants to tell their stories in their own way and
permitting the interviewers to be responsive to issues
that emerged during the interviews. The interview
schedule explored central themes including: beliefs and
values about non-injecting and injecting drug use; role
and importance of social networks; role and importance
of family; knowledge and understanding of hepatitis C;
perceptions and experiences of harm reduction services;
understandings of risk; and perceptions and experiences
of peer-based and expert knowledge. The interviews
were conducted in a conversational style in a private
space within the service where the participant was
recruited. Interviews typically took 30–45 minutes and
were digitally audio-recorded.

Data analysis
Survey data are presented as percentages for
categorical data and means and standard deviations
for continuous data or scale items. We conducted a
series of multivariate analyses to determine the key
independent correlates of the following outcomes:
having ever injected; reporting a high degree of exposure
to injecting; reporting good knowledge about how
hepatitis C is transmitted; having good knowledge about
where to get help for drug use and hepatitis C; and
reporting a young age of first using a drug- or hepatitis
C-related service. In these analyses, dependent variables
were sorted into four categories (demographic profile,
recent and/or past drug use, beliefs and attitudes about
drugs and hepatitis C, and social connectedness) and
regression analyses were conducted separately with
each group of dependent variables. Three regression
methods were used, depending on the format of the
independent variable. For binary variables (such as
having ever injected) logistic regression was used. For
ordinal variables (such as degree of exposure to injecting,
knowledge about how hepatitis C is transmitted
and knowledge about where to get help for drug use
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and hepatitis C), ordinal regression was used. For
continuous variables (such as age at first use of a drugor hepatitis C-related service), linear regression was
used. Details about each model’s fit are included in the
footnotes of relevant tables.
The analysis of the qualitative interview data focused
on contextual factors shaping experiences and
understandings of illicit drugs and harm reduction. The
interview data have been interpreted through thematic
analysis (Braun & Clarke, 2006). The interviews were
transcribed verbatim and de-identified. The names of
all participants were changed. After transcription, the
interviews were read to identify patterns, inconsistencies
and themes. The thematic coding framework was
developed with reference to key themes in the research
literature and to themes emergent in the interview
data. The coding framework was established through
consultation between two of the researchers to ensure
consistency. The findings presented in this report were
informed by the analysis of all the interviews, with
specific cases or quotes used throughout to illustrate key
findings.

Project governance
An expert Reference Group was convened to provide
advice about the research method, the acceptability
of the recruitment method to the target group,
opportunities for recruitment, interpretation of research
findings, applicability to youth service delivery, and
appropriate avenues for dissemination. Reference
Group members included experts from research, youth,
and harm reduction organisations. Members were John
Howard, kylie valentine, Jo Holden, Brandon Bear,
Cliff Deyo, Greg Soames, Sione Crawford, Andrea
Meacham, Sofia Lema and Matt Noffs.
The study had ethical approval from the University of
New South Wales Human Research Ethics Committee
and relevant area health service committees.

Our sample
Two hundred and sixty-one young people
completed surveys and 26 participated
in in-depth interviews. The mean age
of participants was 18.4 years and the
median was 18 years, indicating that
half the sample were at the younger end

[F]orms of disadvantage were ... evident, with
participants reporting a high prevalence of
mental illness and learning disability, many
experiencing violence as either victims or
witnesses, and most reporting some contact
with juvenile justice, prison and the police.
of our target age range, aged 16, 17 or
18 years (Table 1). About two-thirds of
our survey sample were male and most
reported being heterosexual, which is a
demographic profile that accords with
other studies of people who use drugs
(Sindicich & Burns, 2011; The Kirby
Institute, 2011).
Survey participants reported
considerable experiences of recent and
past social disadvantage. Only one in
Table 1: Demographic profile of participants
M = 18.4
SD = 2.6

Age

n

%

Male

167

64.0

Heterosexual

221

84.7

56

21.5

Aboriginal/Torres Strait
Islander

ten reported being in full- or part-time
employment and many more (45.2%)
reported having found it difficult to
get a job in the past year (Table 2).
Additionally, about one in five reported
having received a recent probation or
warning at work, suggesting that even for
those who found employment, work was
often tenuous and insecure. A similar
pattern is found in relation to school or
tertiary education where many survey
participants (64.0%) reported that they
were currently attending some form of
education; however, a third reported
being suspended in the past year,
suggesting a fraught relationship with
educational institutions. Other forms
of disadvantage were also evident, with
participants reporting a high prevalence
of mental illness and learning disability,
many experiencing violence as either
victims (40.2%) or witnesses (44.4%),
and most reporting some contact with
juvenile justice, prison and the police.
The interview participants were aged
16–24 years. Of the 26 participants, 11
were male and 15 female. Consistent
with the survey participants, the
interview participants reported past
and current experiences of social
disadvantage. The majority of interview
participants came from families with low
incomes, had experienced homelessness
at some stage in their lives and were
unable to get jobs. Many of the
participants had experienced tension
with their family related to such things
as violence, their own and/or parents’
drug use, incompatible expectations
about behaviour and tension with a
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Our sample

Table 2: Indicators of disadvantage and stressful life
events among all participants
n
Ever had children

35

13.4

Homeless in the past year

88

33.7

167

64.0

Currently at school, TAFE or university
Suspended from school in past year

84

32.2

Currently employed

31

11.9

Probation or warning at work in past year

51

19.5

Ever been in juvenile justice or prison

183

70.1

Ever diagnosed with mental illness

109

41.8

Ever diagnosed with learning disability

94

36.0

Experienced the following in the 12 months
prior to the survey:
Serious illness

55

21.1

Mental illness

66

25.3

Serious accident

52

19.9

Serious disability

37

14.2

128

49.0

80

30.7

Death of family member or close friend
Divorce from husband/wife or separation
from boyfriend/girlfriend
Unable to get a job
Involuntary loss of job
Alcohol- or drug-related problems
Gambling problem
Abuse or violent crime

118

45.2

74

28.4

124

47.5

61

23.4

105

40.2

Witness to violence

116

44.4

Trouble with police

134

51.3

Other stressful event

127

48.7
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parent’s new partner. Similar to the survey sample,
many of the participants described experiences
of living on the street and most had spent time in
youth refuges. Similar to the survey participants, the
majority identified as heterosexual. Only a few of the
interview participants had recent experiences of paid
employment. While the majority of participants were
undertaking some form of education or training, in
most cases this was through a youth service and not
via traditional schools or training institutions. Only a
small number of the participants had attained or were
undertaking high school qualifications beyond year
10. Seven of the participants had children, although
only one participant currently had her child living with
her. The others had children who had been taken into
care by the Department of Community Services and
were either in foster care or living with another family
member. One young woman had given birth to two
children who had been taken into care shortly after they
were born and both had subsequently died.

Relationships and sources of social
support
Parents, families and main
caregivers
Survey participants were asked who
had been their main carer during their
childhood and adolescence. Most
frequently, birth mothers were identified
as main carers (54%) followed by birth
fathers (13%), grandparents (6%),
stepparents (3%), aunts or uncles (3%),
adoptive parents (4%) or other adults
(6%). Almost one in ten participants (8%)
reported that they could not identify a
person they considered to be their main
carer while growing up.
The survey used various tools to
measure the quality of relationship that
participants felt they had with their
main carer, and most of these measures
revealed that survey participants felt they
had moderate to good levels of support
from their caregivers. For example, on
average, participants felt high levels of
closeness to their caregivers (mean 6.4
out of 8, Table 3). They also expressed
moderate to high levels of satisfaction
about their caregivers (mean 15.2 out of
20), with many feeling that their carer

was warm towards them and encouraged
them to be independent. However,
expectations of behaviour were not
high, with participants largely reporting
that they felt their carers would not be
disappointed if they failed to achieve
things like completion of high school or
TAFE, or if they lost their job.
Overall, the survey participants reported
moderate to high levels of support from
their families, but did not feel there were
high expectations about their educational
or work achievements. This is similar to
other studies of vulnerable young people
who tend to express strong feeling of
affection and loyalty for their family along
with desires for their caregivers to set
more stringent guidelines of behaviour for
them (McLean et al., 2009). Moreover,
while our survey participants reported
generally good levels of family support,
this varied considerably and, as is shown
in later sections, participants who had
injected, or who reported earlier contact
with harm reduction and drug-related
services, reported lower levels of family
support (Tables 16 and 39).

Table 3: Measures of quality of relationship with main caregiver
n

%

they feel close to their main carer

152

68.5

their main carer cares about them

165

74.3

M = 6.4

SD = 2.4

they are satisfied with their main carer

156

70.3

their carer is warm and loving towards them

161

72.5

their main carer encourages them to be independent

168

75.7

their main carer tells them when they have done something wrong

165

74.3

Participants who agree quite a bit/very much that...

Scale of closeness to main caregiver (out of 8)
Participants who strongly/somewhat agree that...

they are satisfied with the way they communicate with their main carer
Scale of satisfaction with main caregiver (out of 20)

148

66.7

M = 15.2

SD = 5.4

105

47.3

Participants who report main caregivers would be very/somewhat
disappointed if ...
they did not graduate from TAFE, university or training school
they did not graduate from high school

110

49.5

they lost their job

102

45.9

M = 5.2

SD = 3.8

Scale of norms and expectations of behaviour (out of 12)
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The interview participants were also asked about
their family histories, relationships, where they
sought support and what value they placed on family.
Consistent with the survey findings, the interview
participants typically saw family as important, and in
most cases were close to at least one family member,
although this was not always their main carer. Families
were represented as sources of emotional and practical
support, but in many cases the availability and quality
of family support had not always been consistent.
For many of the participants, family and particularly
parents were also represented as sources of stress and
conflict. Many of the participants had from an early
age experienced periods of homelessness because they
were not able to continue living with their families.
For example Wayne described ending up living on the
streets at the age of 13 because his parents divorced:
I was kicked out of home when I was 13 because my
parents got divorced when I was about 12. They got
new partners and new partners pretty much did not
want kids. So they gave my parents pretty much an
ultimatum saying, you know it’s either your kids or
them. And my parents chose them. So I got kicked out
of home at 13 … I was going to school at the time and
one of my friends there I stayed the night I got kicked
out, I stayed the night at his place for the night. And
then his mother found a hostel for me (Wayne, age 23).

During his teenage years Wayne had periods of time
where he lived again with one of his parents, but this
never lasted long and he would return to living in a
refuge or on the street. At the time of interview Wayne
was 23 and living in a boarding house, though he had
maintained contact with his parents and siblings up
until a few months prior to the interview. The pattern
of shifting between living with family, in refuges and
on the streets during early adolescence was common
among the interview sample.
Several other participants described having a mother and
or father with mental health or drug and alcohol issues
that meant they did not always provide appropriate
levels of care. For example, Sarah described living from
a young age with her grandfather because her father was
in prison and her mother was using drugs and was not
able to provide a stable home for Sarah and her sister.
Another participant, described feeling very confused
about what was ‘normal’ as she tried to reconcile the
expectations of her birth family and her foster family
around drug use:
… kids when they’re young, when they see their parents
doing something they automatically think that it is right
… I didn’t really think about it. Like it was normal to
me every day. They’re [drugs] always in my house. It’s
14
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always around me. It’s just normal kind of thing … And
then when I went to my foster parents when I was eight
and I used to sit there and say stuff about pipes or about
marijuana or whatever, and I would get told off so bad.
And I’d just sit there and go, ‘but what’s wrong with it?
Like my mum did it. My step-dad did it. My sister did it.
What’s wrong with it kind of thing (Bella, age 20).

Bella has ongoing contact with members of her family,
and included her mother as one of the people she
could turn to if she needed support, along with her
boyfriend and staff at a youth service. However, she did
not always find dealing with her mother easy and did
not believe she could trust her mother because of past
experiences of violence:
[In the past] I’ve put all my trust in my mum and that’s
just been blown out of the water … you know like you’re
meant to be able to trust your mum and I couldn’t even
trust my mum because she tried to kill me like a couple
of times because I was the evil child … (Bella, age 20).

Other participants had developed difficult relations with
their families because of their own behaviour and drug
use. In some cases they were asked to leave by their
parents and in other cases they chose to leave because
living at home placed restraints on their drug use.
It is important to note that a few participants did not
describe negative or ambivalent experiences of family
and instead presented family unambiguously as positive
and supportive. However, overall, the qualitative
interviews reveal ambivalent and complex relations
with family, in many cases characterised by conflict and
unmet expectations.

Peers
Using the survey, we measured participants’ perceived
connection to peer networks, and level of support they
felt they received from their peer networks, using a
sub-domain of the Multidimensional Scale of Perceived
Social Support (Zimet, Dahlem, Zimet, & Farley, 1988).
Overall, this revealed that survey participants felt
moderate to high levels of support from their friends
(mean 12.3 out of 16, Table 4). Despite this, and as is
shown in later parts of this report, perceived support
from peers and friends appeared to have little influence
on the injecting experiences or service use practices of
the young people in the survey (Tables 16 and 39).
Interview participants also described receiving support
from their friendship networks, particularly in relation
to providing temporary accommodation and talking
through problems. Nonetheless some participants
acknowledged that their friends and peers were often

Relationships and sources of social support

in similar situations in terms of social and economic
disadvantage so were limited in the amount of support
they could provide. A few of the participants were
cautious in relation to trusting their peer network
particularly when it came to money, as one participant
put it: ‘you can trust people with your life, but with your
wallet it’s a different story’ (Ned, age 23).
Table 4: Peer support sub-domain of Multidimensional
Scale of Perceived Social Support
n

%

my friends really try to help me

177

67.8

I can count on my friends when things go
wrong

193

73.9

I have friends with whom I can share my
joys and sorrows

194

74.9

I can talk about my problems with my
friends

192

73.6

M = 12.3

SD = 3.9

Participants who agreed or strongly agreed
that...

Scale of support from friends (out of 16)

School and work
Most survey participants (64%) reported that they
attended a form of full-time education such as high
school, TAFE, university or a training course, but only
a small proportion (11.9%) reported being in full-time
or part-time employment. Survey participants generally
reported good experiences with school, feeling that
they were a part of the school, they were happy to
be there and felt safe. The overall measure of school
connectedness reveals that participants felt moderate
to high levels of connection to their schools (mean 17.3
out of 24, Table 5). While the number of participants
participating in work was much smaller, similar
patterns about connectedness to work were present
with participants reporting generally good experiences
(Table 6). This is in contrast to data presented in
Table 2 that indicates that many participants had
fraught relationships with their schools and workplaces,
with many of those attending school or work being
recently suspended, expelled or put on probation. This
may suggest that the reasons that participants have
volatile experiences with schools or workplaces are not

Table 5: Connectedness to school among those who attended school, TAFE or university in the last year
n

%

100

77.5

Participants who strongly or somewhat agree that...
they feel close to people at school, university, TAFE or training course
they feel like they are part of school, university, TAFE or training course

98

76.6

students at school, university, TAFE or training course are prejudiced

57

45.1

they are happy to be at school, university, TAFE or training course

97

75.8

teachers at school, university, TAFE or training course treat students fairly

96

74.4

they feel safe at school, university, TAFE or training course

97

77.6

M = 17.3

SD = 4.5

n

%

they feel close to people at work

26

83.9

they feel like they are part of their work environment

24

77.5

co-workers are prejudiced

20

64.5

they are happy to be at work

25

80.7

the managers and supervisors at their work treat employees fairly

23

74.2

they feel safe at work

27

87.1

M = 17.1

SD = 4.4

Scale of connectedness to school (out of 24)


Table 6: Connectedness to work among those who reported employment in the last year

Participants who strongly or somewhat agree that...

Scale of connectedness to work (out of 24)
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related to the emotional connectedness and safety they
feel in attending those places, but to other influential
factors in their lives, perhaps such as homelessness,
abuse and poverty. Thus, while other research has
suggested that a strong connection to school or work
can be protective against drug use (Resnick et al., 1993,
1997; Stronski et al., 2000), this may only be possible if
other support features are also in place, such as a stable
and safe home environment.
The majority of interview participants were engaged
in some form of education or training at the time of
interview. However, very few were attending a regular
high school or training institution. It was common for
the interview participants to speak in negative terms
about their experiences with traditional education. In
some cases participants reported having to discontinue
school as result of being homeless. In contrast,
participants were very positive about education and
training that they accessed through non-traditional
settings such as youth services. In particular they
appreciated that they could undertake study in a flexible
way, such as taking a number of years to complete year
10 or doing more vocational training, such as courses
focussed on working in community welfare and youth
services, which a number of the participants were
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undertaking. Interview data also suggest that young
people are interested in getting a job, and highly value
the opportunities for work experience facilitated by
youth services. Despite a desire for work, only a few of
the participants had ever had paid employment.
Overall, the survey participants generally reported
feeling emotionally supported by their families,
peers and schools or workplaces. This is despite also
reporting that their families had low expectations
for their achievements and behaviour, and that they
often had volatile relationships with school and work.
The interview data show family relations were often
fraught with conflict and stress. This demonstrates the
complex relationships young people have with their
social support networks. It may suggest that they will
express loyalty and commitment to their families, but
nevertheless need or want more stringent guidance
from them (as per McLean et al., 2009). Moreover,
even if they report strong connections to school or
work institutions that are known sources of support
for disadvantaged youth (Resnick et al., 1993, 1997;
Stronski et al., 2000), this can be strongly mediated
by other contexts of their lives such as homelessness,
violence and poverty.

Illicit and injecting drug use
Recent and past illicit drug use
The survey sample indicates that the
incidence of recent drug use was high,
with almost three-quarters of participants
having used cannabis in the past year,
40% having used ecstasy and about a
third having used methamphetamine or
cocaine (Table 7). This was expected
because recent drug use was a criterion
for entry into the study. These rates are
about three to four times higher than
those reported by similarly aged peers
in national population data (AIHW,
2011) and the average age at first use
of these drugs among our survey sample
was much younger (AIHW, 2011). In
addition, only a small proportion of
survey participants reported that they
were ‘former triers’ of drugs, i.e. they

had used drugs in the past but had not
done so recently, suggesting that if young
people had started to take drugs, they
continued to do so. Overall, this suggests
that illicit drug use is common among
our survey sample and that, among those
who had used drugs, they started using at
an early age and have continued to do so.
Importantly, a substantial proportion
of survey participants reported never
having used drugs like ecstasy, methamphetamine, cocaine or heroin
(Table 7), and a further examination
of patterns of use among those
who had recently used showed that
some participants used these drugs
infrequently and in small amounts (that
is, they reported a light pattern of use)
(Table 8). However, many also reported

Table 7: Recent and past illicit drug use
n

%

Cannabis
Used recently

185

70.9

Used in past but not recently

31

11.9

Never used
Average age at first use

44

16.9

M = 13.7

SD = 2.9

Ecstasy
Used recently

104

39.8

Used in past but not recently

29

11.1

Never used
Average age at first use

127

48.7

M = 15.0

SD = 2.7

Methamphetamine
Used recently

91

34.8

Used in past but not recently

28

10.7

Never used

142

54.4

M = 15.2

SD = 2.9

Used recently

83

32.2

Used in past but not recently

21

8.0

Never used

155

59.4

M = 13.8

SD = 2.4

Used recently

27

11.5

Used in past but not recently

12

4.6

Never used

218

83.3

M = 16.1

SD = 2.3

227

87.0

Average age at first use
Cocaine

Average age at first use
Heroin

Average age at first use
Used any illicit drug in past 12 months
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moderate to heavy patterns of use. In particular there
was a substantial amount of heavy cannabis and heroin
use among those who had recently used these drugs.
This accords with other studies of disadvantaged youth
that show that drug use is not only highly prevalent but
the severity of use can be high (Lennings et al., 2006).
The survey measured participants’ beliefs about illicit
and injecting drug use using a scale developed by Best
et al. (2000). While the majority felt that cannabis
should be made legal and that taking drugs is just a bit
of fun, they also felt that drug use could be dangerous
(Table 9). The overall mean of the scale was 8 (out of
15) suggesting that, as a group, participants held neither
conservative nor liberal views about illicit drug use.
The majority of interview participants were currently
using drugs, although many of them described themselves
as trying to stop or reduce their drug use. Typically, the
participants’ first time using an illicit drug was between
the ages of 13 and 15 and usually it was marijuana.
Participants reported using drugs for the first time with
friends, a peer they met at a refuge or a family member.

acceptable. All of the interview participants were asked
to describe what they regarded as good about using
drugs and in only a few cases did the participant say
there was nothing good about using drugs. Participants
identified a number of positive roles for drugs including,
having fun, blocking out or escaping everyday reality,
offering a different perspective on life, relaxing and
facilitating social interaction. For example, Anneliese
associated drugs with having fun and feeling good:
Participant: They make you feel awesome. I don’t know
it fun. Like yeah they are so much fun. It depends what
drug but. Some drugs are just like normal, like weed, you
smoke it to be normal. But other drugs they’re just fun.
Interviewer: What drugs are the most fun do you think?
Participant: Like eccies, I love eccies they’re awesome
(Anneliese, age 20).

One young woman preferred to use drugs that opened
her up to alternative perspectives and new ways of
thinking and allowed her to escape from bad aspects of
her life:
I like free-thinking drugs like acid and stuff like that for
that reason; the fact that like it literally opens up my
mind to like new perspectives and crap. And like yeah,
I don’t know. Like that’s pretty much the main reason.
Like it blocks out all the bad stuff like it really does
(Meg, age 17).

Marijuana remained the most frequently used drug
among the interview participants, followed by Ice
and ecstasy. Of the 26 participants only two had ever
used heroin. Interview participants often represented
their drug use as problematic, but this may in some
cases reflect answers that they understood as socially

Table 8: Patterns of drug use in the past 12 months among recent users
Cannabis
N = 185

Ecstasy
N = 104

Methamphetamine
N = 91
n
%

Cocaine
N = 83
n

Heroin
N = 27

n

%

n

%

%

n

%

Light

23

12.8

53

51.0

35

38.5

38

45.2

6

22.2

Moderate

32

17.8

37

35.6

39

42.9

37

44.0

13

48.1

Heavy

125

69.4

14

13.4

17

18.7

8

9.5

8

29.6

* light = used once a month or less often in small quantities; moderate = used once a week to daily in small quantities or once a month or less often in
large quantities; heavy = used once a week to daily in large quantities


Table 9: Beliefs about illicit drug use
n

%

cannabis should be made legal

158

60.5

taking drugs is just a bit of fun

124

74.5

taking drugs is dangerous because you don’t really know what you are taking

197

75.5

taking drugs is OK if you are careful and you know what you are doing

117

44.8

Number and proportion who agree or strongly agree that...

most young people who use drugs come to little harm
Overall score (out of 15)
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34.9

M = 8.0

SD = 3.0
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Another participant felt that drugs no longer had much
to offer him, but in the past had found them a good way
to escape everyday reality:
It blocks out things ...stops you being able to feel the real
world sort of thing, sort of like a fake world (Ned, age 23).

Ned had come to see drugs as something that created
additional problems and hampered his potential to
pursue of other life experiences, in particular his desire
to have greater access to his young daughter.
The qualitative data suggest that drugs are used for
a range of reasons, and while it is clear that many of
the participants use drugs to manage stresses in their
everyday lives, they also use them to enhance their
everyday experience and as a form of fun and pleasure.
While many of the participants enjoyed aspects of
using drugs, they also believed that drugs had created
additional problems in their lives, including the need
to engage in crime to fund their drug use, missing out
on or messing up employment opportunities, family
disconnection, exacerbating a diagnosed mental health
condition and in relation to Ice use, being unable to
control anger and violence.
In sum, most survey participants reported using
cannabis in the past year, and they most commonly
reported using it frequently and in large amounts.
There was less use of other drugs such as ecstasy,
methamphetamine, cocaine and heroin, with many
participants saying they had never used these drugs.
However, among those who had, the most common
pattern of use was moderate or heavy use, showing as
other studies have (Lennings et al., 2006) that some
disadvantaged young people engage in potentially
problematic forms of drug use. Initiation to drug use
was, on average, very early compared to young people
in other research studies, and only a small proportion
of participants reported being former triers of drugs.
This suggests that those participants who used drugs
started their drug use early and have continued their
use. Even though the prevalence of drug use was high,
survey participants did not hold particularly accepting
or liberal views about drug use, perhaps suggesting that,
despite high rates of drug use, there is ambivalence
about drugs among the sample. Overall the interview
participants had similar patterns of drug use to the
survey participants in terms of level of use and types
of drugs used. The interview participants presented
drugs as something that held both positive and negative
value in their lives, and therefore support the picture of
ambivalence suggested by the survey data.

Injecting drug use: experiences and
contexts of injecting
About one in six survey participants (n = 42, 16.1%)
reported that they had ever injected a drug, and more
than half of them (n = 24) reported that they had done
so in the past year. These are proportions that are
similar to those found in other studies of disadvantaged
or street-involved young people (Indig et al., 2011; Kerr
et al., 2009; Public Health Agency of Canada, 2007)
but are considerably higher than has been reported in
national Australian data (AIHW, 2011).
Among those survey participants who had ever injected
(n = 42) the most common first drug injected was
methamphetamine, followed by heroin (Table 10).
While many participants said they had used these drugs
before their first injection (usually by smoking), for
many (42.9%) the injecting was the first time they had
ever tried the drug. Usually participants reported being
injected for the first time by a friend who was male
and older, a pattern that is commonly reported in other
research examining the contexts of initiation to injecting
(Bryant & Treloar, 2007; Crofts et al.,1996; Fuller et
al., 2003). This also demonstrates the contextual role of
friendship or peer networks in the drug-using practices
of some young people, as outlined in the research
literature.
We found that participants used secondary outlets
(pharmacies, 28.6%, and other services, 19.0%,
together accounting for almost half of the sample,
Table 10) more commonly than primary needle and
syringe programs (NSPs) (19.0%) to obtain needles
for their first injection. This corresponds with other
research that shows that young people know they can
obtain sterile needles from pharmacies, but have less
knowledge about primary sources of equipment such
as fixed-site NSPs (Bryant et al., 2010). Finally, while a
small proportion reported that they were worried about
hepatitis C during their first injection, most were not
and this was largely due to them having no knowledge
about hepatitis C or because they did not think of it or
care about it. This raises important questions about how
much young people know about hepatitis C, and how to
make hepatitis C prevention a priority in the drug-using
practices of young people.
All survey participants were asked for their opinions
about sterile needles, regardless of whether they had
ever injected, using a sub-scale adapted from Racz,
Gyarmathy, Neaigus and Ujhelyi (2007). Participants

National Centre in HIV Social Research
The exposure and transition study: exposure to injecting and hepatitis C among young people at risk

19

Illicit and injecting drug use

Table 10: Context of initiation among those who had ever injected
n

%

Methamphetamine

23

54.8

Heroin

13

31.0

6

14.2

13

31.0

4

9.5

Drug first injected

Other (including cocaine, prescription opioids, buprenorphine, others)
Used this drug before?
Yes, smoked
Yes, snorted or swallowed
Yes, other means
No

7

16.7

18

42.9

Who first injected you?
Myself

7

16.7

Partner

8

19.0

Friend

19

45.2

8

19.0

24

68.6

24

68.6

Same age

7

20.0

Don't know

1

2.9

Other or don’t remember
Sex of person first injected you
Male
Age of person who first injected you
Older

Where did the needle come from?
Pharmacy

12

28.6

Primary needle and syringe program

8

19.0

Other service (vending machine, hospital, clinic)

8

19.0

Partner, friend or other person

6

14.3

Don't remember

8

19.0

Friend/acquaintance

18

42.9

I did

14

33.3

Other or don’t remember

7

16.6

Partner

3

7.1

Who got the needle?

Worried about hepatitis C at first use?
Yes

4

9.5

11

26.2

No, because I had never heard of hepatitis C

7

16.7

No, because I didn't think of it at the time

7

16.7

No, because I didn't care about it at that time

7

16.7

No, injection equipment had been cleaned with bleach/water

1

2.4

Don't remember

5

11.9

No, because I was using sterile needles
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reported a general belief in the efficacy of using
sterile needles, with an overall score of 9.3 out of 12
(Table 11). We also asked survey participants about
their beliefs about injecting drug use, regardless of
whether they had ever injected, using a scale adapted
from Brener and von Hippel (2008) where higher scores
represent less accepting views about injecting drug
use. While many participants believed that injecting
drugs was just plain wrong (60.2%), many also felt
sympathetic, believing that people who inject are
mistreated and should be shown more understanding
(Table 12). The overall score suggests that survey
participants held neither liberal nor conservative views
about injecting, and in a way that is similar to their
beliefs described in the previous section, they were
generally ambivalent about injecting.

Interviewer: So have you ever injected?
Participant: No. I’ve never touched a needle... I’m just
petrified of needles. I won’t touch a needle. Yeah, I even
refuse blood tests. I just can’t do. (Wayne, age 23).

Another participant described being both afraid of
needles and repelled by the practice of injecting:

Of the 26 participants, the majority (22) had never
injected, and four participants had injected. Of those
who had never injected, most believed they were
unlikely to ever do so. Overall, the participants held
negative views about the use of needles and people who
injected drugs. Many of the participants said they were
afraid of needles, for example:

Interviewer: what do you of think about injecting; what’s
your sort of attitude to it?
Participant: I don’t like it. Like fair enough if that’s your
thing or whatever. Like I’m not going to be a hypocrite.
Like I use drugs. That’s your drug, whatever. But not for
me. I don’t like it. It’s gross. And I’m scared of needles,
so (laughs)...
Interviewer: Okay. Yeah, so what do you find gross about
it...?
Participant: I don’t know. Like, as if you would. Like it’s
a needle and like, I don’t know you can just take drugs.
Like I just think it’s bad, like, injecting. It’s just heaps
brutal, like. You shouldn’t take it to that extreme I guess
(Meg, age 17).

Table 11: Perceived efficacy of using sterile needles and syringes among all participants
n

%

using dirty needles increases chances of HIV infection

186

84.9

using sterile needles decreases the chance of HIV infection

147

67.1

stopping injecting decreases the chances of hepatitis C

146

66.7

M = 9.3

SD = 2.8

Participants who agree or strongly agree that ...

Overall score (out of 12)


Table 12: Beliefs about injecting drug use among all participants
n

%

Number and proportion who agrees or strongly agrees that...
injecting drug use is merely a different kind of lifestyle that should not be looked down upon

95

36.4

injecting drug use is just plain wrong

157

60.2

injecting drug users are mistreated in our society

144

55.2

injecting drug use is immoral

118

45.2

people should feel sympathetic and understanding of injecting drug users

116

44.4

M = 10.3

SD = 3.2

Overall score (out of 20)
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Despite often being frequent users of illicit drugs, many
of the participants held stigmatising attitudes toward
those who injected drugs:
Interviewer: What do you think about injecting?
Participant: That’s gross. Yeah like I totally judge people
that inject.
Interviewer: And what do you judge about them? What
do you think about them?
Participant: I don’t know like, okay, you can be on drugs,
like you can smoke pot or something and still like have
a normal life. Like you can still go to work and stuff and
then go home and like smoke pot or like go take eccies
on the weekend and stuff. And you don’t fucking end
up with no teeth and like just a dirty skinny junkie that
runs around the streets like talking to yourself and shit.
Like just putrid. I hate junkies, no offence if you know
them (Anneliese, age 20)

Some regarded injecting drug use as ‘beyond the pale’,
particularly given that drugs could be taken orally or
smoked:
I think with me because I’ve only smoked it, like with
all drugs I have smoked it, swallowed it or you know
stuff like that, and I think it would bring me to another
level if you know what I mean (Josie, age 24).

Another participant, Sam, also identified injecting with
taking drug use to another level:
Participant: If someone said oh you want a shot, I’d be
like, the only thing I would put in my arm is if to take
out blood and whatnot. I would never use a needle. No.
Interviewer: And what would stop you from using a
needle?

Participant: Just the fact that, you know if you use a
drug, if you smoke marijuana, I know now in technical
terms, yeah, yeah, you’re a junkie whatever. But in like
the street terms and that you know, if you’re dependent
on the needle then you’re a junkie. But if you just
smoke pot and go for a drink and that you’re alright...
and I just don’t like needles neither (Samuel, age 19).

It is difficult to assess whether holding negative
attitudes about needles and injecting drugs use is a
barrier to starting to inject at a future time. This will be
discussed further in the next section.

What characterises those young people
who have injected?
Using survey data, we sought to better understand
what features characterised the experiences of those
young people who had ever injected, by comparing
them to those who had never injected. In particular
we examined four groups of variables measuring extent
of social disadvantage, drug-using experiences, beliefs
about drugs and injecting, and levels of social support.
Participants who had ever injected were more likely to
be older, have been previously diagnosed with a mental
illness and been homeless, and less likely to be female
(Table 13). They were also more likely to report lightmoderate levels of cannabis use, compared to no use,
although this did not reach significance (Table 14),
and to have more accepting views about injecting and
a higher perceived likelihood of getting hepatitis C
(Table 15). Moreover, those who had ever injected
reported that they felt less close to their main carer and
felt they had lower expectations of achievement from
their caregivers (Table 16).

Table 13: Independent correlates of having ever injected: demographic factors and indicators of social disadvantage
Ad
djusted OR (95% CI)
Age

1.3 (1.0–1.5)

.004

Female

0.3 (0.1–0.7)

.01

Heterosexual

0.7 (0.3–1.7)

.45

Aboriginal and/or Torres Strait Islander

0.5 (0.2–1.5)

.24

Previously diagnosed with a mental illness

2.1 (1.0–4.5)

.05

Having been homeless in past year

3.4 (1.6–7.1)

.001

1.2 (0.6–2.5)

.67

Not currently attending school or TAFE
2

2

Multivariate logistic regression: ʖ = 40.8, df = 7, p < .001, Nagelkerke R = .25
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Table 14: Independent correlates of having ever injected: patterns of drug use
Adjusted OR (95% CI)

p-value

Age of first use of any drug

1.1 (0.9–1.3)

.57

Polydrug use

1.2 (0.7–2.3)

.49

Recent cannabis use
None
Light–moderate
Heavy

REF
0.2 (0.03–1.2)
1.4 (0.3–5.8)

.08
.66

Recent methamphetamine use
None
Light–moderate
Heavy

REF
2.3 (0.5–10.3)
1.4 (0.2–10.2)

.29
.74

Recent cocaine use
None
Light–moderate
Heavy

REF
1.7 (0.5–6.3)
1.6 (0.2–14.1)

.39
.67

Multivariate logistic regression: ʖ 2= 33.7, df = 8, p < .001, Nagelkerke R2 = 0.25


Table 15: Independent correlates of having ever injected: attitudes about drug use and hepatitis C
Adjusted OR (95% CI)

p-value

Attitudes toward illicit drug use

1.0 (0.9–1.2)

.97

Attitudes toward injecting drug use

0.7 (0.6–0.9)

< .001

Knowledge about hepatitis C transmission

1.2 0(.9–1.4)

.16

2.5 (1.6–3.6)

< .001

Perceived likelihood of acquiring hepatitis C
2

2

Multivariate logistic regression: ʖ =51.5, df = 4, p < .001, Nagelkerke R = 0.36


Table 16: Independent correlates of having ever injected: support from social networks
Adjusted OR (95%CI)

p-value

Connection to school

1.1 (0.9–1.5)

.32

Social support from friends

0.4 (0.1–1.8)

.23

Social support from significant others

0.9 (0.3–3.3)

.91

Social support from family

1.8 (0.7–4.9)

.24

Closeness to main caregiver

0.5 (0.3–0.8)

.007

Satisfaction with main caregiver, feeling loved and wanted

1.0 (0.8–1.2)

.93

0.4 (0.5–1.0)

.06

Norms and expectations of behaviour from main caregiver
2

2

Multivariate logistic regression: ʖ =14.1, df = 7, p = 0.05, Nagelkerke R = 0.28
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Overall, injecting was not highly prevalent among
our survey sample, but was nevertheless much more
common than has been found among similarly aged

[I]t may be that family trajectories and
social marginalisation come together to
place young people in certain historical
spaces, and that peer networks can
provide an opportunity for injecting
which some young people take up and
others do not.

peers in national data (AIHW, 2011). Our statistical
analysis revealed that injecting did not occur randomly
among the sample, but rather was more likely among
those who had also experienced considerable social
vulnerability such as having been previously diagnosed
with a mental illness and having been homeless.
Injecting was more common among young men than
women, and among those who were older. These are
patterns found in other studies, and emphasise the way
that social marginalisation and injecting often happen
together. Also, the findings emphasise the gendered
nature of injecting, in particular that it is a practice
undertaken more commonly by men, a feature common
to other studies (Bryant & Treloar, 2007; Crofts et al.,
1996; Diaz et al., 2002; Roy et al., 2002).
The statistical analysis also indicates that families and
peers appear to play an important role in the injecting
experiences of young people in our survey. Those
who had injected reported that they were commonly
introduced to injecting by friends and reported less
support from their main caregivers. The importance of
family sources of support is well documented in the
literature where families with higher expectations of
behaviour and achievement appear to be protective in
the development of drug use and injecting drug use
(Resnick et al., 1993, 1998; Stronski et al., 2000).
Moreover, some studies show that young people wish
to have more stringent expectations placed on them by
families (McLean et al., 2009). While it is clear that
peers were often involved in the initiation to injecting,
our multivariate analysis showed that higher or lower
levels of perceived support from friendship networks did
not have any relationship with having ever injected. This
raises questions about the exact ways that peer networks
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shape or produce injecting among young people: having
strong peer networks is not protective against injecting,
but nevertheless injecting tends to happen with peers.
Here, it may be that family trajectories and social
marginalisation come together to place young people
in certain historical spaces, and that peer networks can
provide an opportunity for injecting which some young
people take up and others do not. In other words, the
role of peer networks is not necessarily productive of
injecting practice, but rather provides the historical
moment in which injecting may or may not happen.
Our statistical analysis also shows that methamphetamine,
rather than heroin, appears to be the drug most
commonly involved in the first injection. While many
young injectors had smoked methamphetamine prior
to the first time they injected, many (almost half) had
their first experience of using methamphetamine by
injecting. The role of methamphetamine in the injecting
trajectories of young people is important and appears
again in the following section examining characteristics of
exposure to injecting. This means that further attention
needs to be paid to methamphetamine in discussion
about research, policy and practice. This is examined in
more detail in the following section.
Some attention should be paid to the important
role that peer distribution and secondary outlets
of equipment play in young people’s experience of
initiation to injecting. Only one in five participants
reported that the sterile needles used during their
initiation to injecting came from a fixed-site primary
NSP. Instead, pharmacies were the most commonly
used source, followed by other sources including peers.
This suggests that any efforts to increase the use of
sterile needles at initiation should involve specific and
innovative approaches to needle distribution for this
group. For example, pharmacy staff could undertake
special training about their unique role in providing
equipment to young and inexperienced injectors.
Additionally, as has been trialled in other countries such
as the United States and Russia (Irwin, Karchevsky,
Heimer, & Badrieva, 2006; Sears, Guydish, Weltzien,
& Lum, 2001; Snead et al., 2003), innovative peer
distribution programs could be considered as a means to
reach young people at initiation. Such programs engage
‘distributors’ who are well-networked and well-regarded
by their peers, and are often older, more experienced
users, to distribute sterile equipment and educational
resources to younger, inexperienced and disconnected
users. Currently, in New South Wales, such a program
would be difficult to implement because of the illegal
status of peer distribution of sterile equipment.

Exposure to injecting: experiences
and contexts of exposure
Both survey and interview participants
reported experiencing exposure to
injecting because this was a criterion
for entry into the study. Among survey
participants the most common source
of exposure to injecting was through
friends, with about two-thirds saying
that many or all of their friends had
injected a drug (Table 17). Again, this
reflects the theme in the previous
section of this report, which shows
that drug use is something that takes
place in certain peer networks. A much
smaller proportion reported being
exposed to injecting via a romantic
partner.

What characterises those
young people who have high
exposure to injecting?
Using survey data, we composed a scale
0–11 measuring the degree of exposure to
injecting, based on participants’ answers
to items reported in Table 17. Higher
scores represent greater exposure to
injecting. While the overall mean was low
at 4.2 (Table 17) there was considerable
variability in exposure among survey
participants. Participants who identified
as gay, lesbian or bisexual, and those
who had been recently homeless were
significantly more likely to report higher
levels of exposure to injecting (Table 18).

Table 17: Source and overall scale of exposure to injecting among all participants

How many of your friends inject drugs?
A few

n

%

37

14.2

Some

54

20.7

Many

81

31.0

All

80

30.7

Have you had a boyfriend/girlfriend who injected drugs?
No
Yes
How often have you been offered drugs to inject in the last year?
None

216

82.8

43

16.5

112

42.9

1–2 times

53

20.3

3–7 times

39

14.9

 8 times

53

20.3

M = 4.2

SD = 1.55

Scale of exposure to injecting drug use (out of 11)


Table 18: Independent correlates of increased exposure to injecting: demographic factors
and indicators of social disadvantage

ɴ

p-value

Age

-0.02

.47

Female

0.05

.76

Heterosexual

-0.45

.03

Aboriginal and/or Torres Strait Islander

-0.07

.70

Previously diagnosed with a mental illness

0.17

.23

Not having been homeless in past year

-0.36

.01

Not currently attending school or TAFE

-0.16

.29

Multivariate ordinal regression: ʖ 2 = 13.7, df = 7, p = .6; link function probit; test of parallel lines p = .42
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Also, those who were heavy users of methamphetamine
(compared to abstainers from methamphetamine)
were significantly more likely to report higher levels of
exposure (Table 19). There was no difference in attitudes
towards drugs and injecting among those with lower and
higher levels of exposure to injecting (Table 20), and no
difference in levels of social support (Table 21).
Table 19: Independent correlates of increased exposure
to injecting: patterns of drug use

ɴ

p-value

-.01

.90

.37

.15

Recent cannabis use
None
Light
Moderate
Heavy

.25
.28
-.05
REF

.27
.32
.84

Recent methamphetamine use
None
Light
Moderate
Heavy

-.79
-.25
.02
REF

.04
.50
.95

Recent cocaine use
None
Light
Moderate
Heavy

.16
.14
.11
REF

.72
.75
.80

Age at first use of any drug
Polydrug use

Multivariate ordinal regression: ʖ2 = 13.3, df
test of parallel lines = .18

p

.27; link function probit;

ɴ

p-value

Attitudes toward illicit drug use

-.01

.76

Attitudes toward injecting drug use

-.01

.66

Knowledge about hepatitis C transmission

-.01

.68

Perceived likelihood of acquiring hepatitis C

.05

.46

Multivariate ordinal regression: ʖ 2= 1.2, df = 4, p = 0.9; link function probit; test of
parallel lines p = 0.47

The findings of our statistical analysis about exposure
to injecting reflect some of the same features that tend
to be associated with having ever injected, as reported
in the previous section. Homelessness is an important
feature of both being exposed to injecting and actually
having ever injected, a finding that again emphasises
how, for some young people, drug use is mixed in with a
constellation of other social vulnerabilities.
National Centre in HIV Social Research
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ɴ
Connection to school

p-value

-.02

.50

.24

.30

Social support from significant others

-.04

.85

Social support from family

-.24

.13

.06

.38

-.01

.78

.04

.28

Social support from friends

Closeness to main caregiver
Satisfaction with main caregiver, feeling
loved and wanted
Norms and expectations of behaviour from
main caregiver

Multivariate ordinal regression: ʖ 2 = 5.2, df = 7, p = .6; link function probit; test of
parallel lines p = .89



Table 20: Independent correlates of increased exposure to
injecting: attitudes about drug use and hepatitis C
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Table 21: Independent correlates of increased exposure to
injecting: support from social networks

Importantly, in the statistical analysis methamphetamine use features as a predictor of higher
levels of exposure to injecting and as the drug most
commonly used at initiation to injecting (Table 10).
This emphasises the need to better understand
socially vulnerable young people’s views about
and experiences with methamphetamine. The
prevalence of methamphetamine use may be because
methamphetamine is more accessible to them in
comparison to other injectable drugs such as heroin; or
it may be related to more complex reasons. Anecdotally,
it has been suggested that young people see heroin as
an old-fashioned drug. Here it would be useful to better
understand the values that young people hold about
heroin compared to methamphetamine. It may be that
methamphetamine use holds some subcultural capital
for young people (Thornton, 1995) whereby it is a drug
used by ‘cool’ youth, raising their sense of importance
and differentiating them from (the generally older)
users of other drugs such as heroin. Such information
could be used to build health promotion and prevention
messages about methamphetamine for young people.
Currently, in Australia, there are few prevention or
health promotion messages that specifically focus
on methamphetamine use, and those that do tend
to construct methamphetamine as highly dangerous,
and methamphetamine users as psychologically
unstable and self-destructive. Young people who use
methamphetamine may reject such constructions
of themselves, which in turn de-legitimises the
prevention messages that such advertising campaigns
wish to promote. An analysis of the social meanings
that young methamphetamine users attach to their
methamphetamine use could contribute to more
meaningful and relevant prevention messages that do
not demonise young users.

Exposure to injecting: experiences and contexts of exposure

The statistical analysis also demonstrated a higher
likelihood of exposure to injecting among gay, lesbian
and bisexual young people, compared to heterosexual
young people. A higher prevalence of illicit drug use
and injecting drug use has been found among gay
and bisexual men in Australia (Holt, Mao, Prestage,
Zablotska, & de Wit, 2011; Holt et al., 2012). The
current analysis shows that even if gay and bisexual
young people do not actually inject more often than
other youth (Table 13), injecting is a part of their
networks. This could warrant further research to explore
why injecting is so prevalent, what role it plays in
the gay community, and whether specific prevention
messages could be developed.
While the majority of participants in the qualitative
arm of the study had never injected drugs, most had
been exposed in some way to injecting through friends
or family; for example, their parents had been injecting
drug users or they had a partner or close friend who
injected. For some participants, exposure to injecting
involved them observing others injecting, but more
often participants’ exposure involved them being aware
of peers who injected rather than witnessing it first
hand.
Of the four participants who had ever injected, three
had done so with peers, and one with a family member.
Ned described injecting for the first time with his
brother-in-law:
Interviewer: Can you tell me about the first time you
ever injected?
Participant: The best feeling that I’ve ever felt I
suppose, yeah ... And that’s the rush that you keep
looking for. That’s why you keep using. And you never
get that feeling again.
Interviewer: And the first time you ever injected, who
initiated ?
Participant: It was more me than anything, yeah.
Interviewer: And had you seen people injecting before?
Participant: Yeah, that’s what it was, yeah. Seeing my
brother and that injecting in front of me and stuff, that’s
what made me go, oh maybe I should it try it that way.
Because I did first start smoking it in a pipe but then
I yeah, that was only about a day that I smoked it in a
pipe and then I started using and stuff (Ned, age 23).

The two female participants described injecting for the
first time when they were offered drugs to inject by
another resident in a refuge. Bella described taking an
opportunity to inject when she has feeling depressed
and isolated:

Interviewer: So I just wanted to ask you if you have ever
injected?
Participant: Once...it was up at [name of refuge], I
don’t know if you know that place ... well that’s basically
junkie central. Like I don’t like using that word and
I wouldn’t use that to anyone’s face. But as it’s been
labelled, junkie town. And everyone up there in that
place generally does one drug at least. And this guy that
I knew, he was a mate of some of my old mates and I
knew him and he was up there one night. And I was
just really, really down in the dumps. Like I’d just lost
my boyfriend and everything. He’d gone to jail. That’s
[name of boyfriend]. He went to jail and everything.
And people were telling me didn’t want anything to do
with me. They told him the same thing. And I was just
down in the dumps. And this guy came up to me and he
was like, “Oh, I’ve got this stuff, I’ve got this stuff.”And
I think it was like oxycontin or something, I can’t even
remember. But yeah, he’s like, “I’ve got this stuff. Do
you want some? Do you want some?” Rah, rah, rah. And
I was like, “Oh, no man, I don’t shoot,” kind of thing.
And he’s like, “Oh but it’ll relax you. I can tell you’re
really stressed. Like look at you doll.”And I was sitting
there. I was shaking. I was stressing. I was just out of
it you know. And he just kept pushing and pushing
and pushing and pushing. And I just, my like wall just
crumbled. And I just went, “Yep, alright.” And did it.
And yeah it did make me feel alright until I started
vomiting. (Laughs)

As with many of the interview participants, injecting
held negative connotations for Bella, and she believes
this is the reason she has not continued to inject. In her
case she had been exposed to her mother’s and sister’s
injecting from an early age:
Interviewer: why do you think you didn’t then continue
to inject?
Participant: Because when I did that I looked at my
arm and I saw the bruise and it just, I couldn’t handle
it. Like it made me physically sick to my stomach like
to think that I’d actually done that because I sat there
and said for so long that I wouldn’t do it because of my
mum and my sister.

However, the associations with her mother and sister
had not acted as a barrier to her initial experience of
injecting. Bella’s account suggests that the relationship
between attitudes to injecting and the actual practice of
injecting drugs are unclear.
Leyton became homeless at the age of 12 and first
injected when he was 15:
Interviewer: And can I ask you about when you started
injecting?
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Participant: Fifteen... Because I’m actually a recovering
meth addict as well for five, four and a half months.
And yeah, when I was about 15.
Interviewer: And who were you with the first time you
ever...
Participant: I think it was just a few of my mates and
some people that were in like the Mafia and that
(Leyton, age 17).

Leyton described regularly observing injecting and
injecting himself the first time:
Interviewer: And did you inject yourself the first time?
Participant: Yeah, yeah.
Interviewer: So who kind of instructed you how...?
Participant: I was just really watching and that. Because
I’m pretty good with just, I don’t know, picking up
things. So I just picked it up.
Interviewer: And how often would you have seen people
inject? How often would you have had the opportunity I
guess to watch people inject before you did it yourself?
Participant: At least a couple of times a week I reckon
(Leyton, age 17)

While many of the participants were
aware of peers and friends who injected,
it was uncommon for them to actually
see others inject.
While most participants said they did not believe they
would ever inject, a few were interested in injecting
but had not had an opportunity to inject. For example,
Harry described being in a situation where he was
intending to inject but the drugs became unavailable:
No I haven’t injected. I’ve been offered syringes on
multiple occasions. And we got all ready to do it this
one time and yeah it just sort of fell through. There
wasn’t enough and so it was just like yeah. I’ve never
done it. I was only doing it because the guys were just
like, “Do it, do it, do it, do it, do it.” He wants it more
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than me... Usually I was always like, oh I do drugs all
the time but I won’t do syringes. By that point in time I
was like, yeah I’ll give it a shot. I still had the whole—
I’ll try it once and never do it again—thing in my head
(Harry, age 20).

While many of the participants were aware of peers
and friends who injected, it was uncommon for them
to actually see others inject. Two participants indicated
that it would be socially unacceptable to inject in
front of non-injectors and that keeping it private was
demonstration of ‘respect’ for self and others, as the
following illustrates:
Participant: I know heaps of people that shoot up.
Interviewer: And do they do it around you?
Participant: No. They have more respect around here...
like some of the people around here like you wouldn’t
even know that they shoot up. Like they’re actually
pretty normal looking and stuff. But yeah they have a
lot more respect than to do it around me (Anneliese,
age 20).

This suggests that in some cases the use of different
types of drugs and different ways of using drugs
are kept spatially separated. However, the interview
data indicate that some young people who use
methamphetamine are more likely to be in situations
where others are injecting, for example Wayne chose to
smoke methamphetamine but the other people he used
with injected.
The hidden nature of injecting among this group of
young people may reduce the potential for future
injecting, but it may also contribute to these young
people having little knowledge about safe injecting
practices or hepatitis C prior to finding themselves in
a situation where they have the opportunity to inject.
While the qualitative data do not reveal specific factors
that contribute to injecting per se, it does show that
homelessness, family conflict and poverty contextualise
drug use among this group and that injecting is a part
of the broader drug milieu in which they circulate.
Further, the qualitative data also show that finding
secure housing, having access to flexible education and
training programs, employment and engaging in sport
support these young people to reduce their drug use.

Knowledge and beliefs about
hepatitis C
Understandings about transmission and consequences
of acquiring hepatitis C
Survey participants tended to know that
hepatitis C can be transmitted through
injecting drug use and tattooing, but
held much poorer knowledge about other
forms of transmission such as sexual
transmission. Only 15.7% knew that
hepatitis C is not sexually transmitted,
and a third knew that it could not be
caught from mosquitoes (Table 22).
Understandings about the consequences
of acquiring hepatitis C were also poor,
with only half believing that hepatitis C
had long-term health effects and half
believing that everyone could be cured.
These levels of knowledge are similar
to those reported by participants in the
National Survey of Australian Secondary
School Students (Smith, Agius, Mitchell,
Barrett, & Pitts, 2009), a survey of year
10 and 12 students and therefore a
similar-aged and comparable cohort to
ours. In that survey, about three-quarters
of students knew that injecting drugs
was a risk for hepatitis C, and about half
believed that everyone with hepatitis C
could be cured. These are proportions
that are similar to those found in our
survey. Overall, it is encouraging that
most survey participants knew about the
hepatitis C risk associated with injecting
and tattooing, as these are the risks that

are most relevant to them. However, it
would be better to see higher levels of
awareness among our participants about
the risks of injecting because, unlike
their peers in the secondary students’
survey, they are considerably more
vulnerable to hepatitis C due to their
social vulnerability and participation in
and exposure to social networks that
include people who inject drugs.

What characterises
those young people with
better knowledge about
hepatitis C transmission and
consequences of acquiring it?
Using the survey data, we composed
a scale out of 10 based on the
number of correct responses given by
each participant, with higher scores
representing better knowledge about
how hepatitis C is transmitted and the
consequences of acquiring it. On average,
survey participants got about half of the
questions correct (mean 5.3 out of 10)
(Table 22) but there was considerable
variability in this. Knowledge was
significantly better among older
participants and those who had been
homeless in the previous year (Table 23).
Also, those participants who reported a
higher perceived efficacy of using sterile
needles and syringes also reported higher

Table 22: Knowledge about the transmission and consequences of acquiring hepatitis C
n

%

Number who correctly identified that...
hepatitis C has long-term effects on your health

144

55.2

it is not possible to be vaccinated against hepatitis C

62

23.8

people who have injected drugs are at risk for hepatitis C

190

72.8

hepatitis C can be transmitted by tattooing and body piercing

189

72.4

not all people who have hepatitis C can be cured

120

46.0

hepatitis C can be transmitted by sharing razors or toothbrushes

180

69.0

a person can get hepatitis C by sharing a needle and syringe with
someone when injecting drugs

211

80.8

a woman cannot get hepatitis C through having sex with a man

41

15.7

a person cannot get hepatitis C from mosquitoes

86

33.0

someone who looks very healthy can pass on hepatitis C infection

153

58.6

Average number of correct responses (out of 10)

M = 5.3

SD = 2.5
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Table 23: Independent correlates of better knowledge
about hepatitis C transmission: demographic factors and
indicators of social disadvantage
ɴ

p-value

Age

0.11

<.001

Female

0.15

.31

Heterosexual

0.09

.65

0.04

.79

-0.06

.67

Aboriginal and/or Torres Strait Islander
Previously diagnosed with a mental illness
Not having been homeless in past year

-0.49

.001

Not currently attending school or TAFE

-0.32

.03

Multivariate ordinal regression: ʖ2 = 27.4, df = 7, p < .001; link function probit;
test of parallel lines p = .55


Table 24: Independent correlates of better knowledge
about hepatitis C transmission: patterns of drug use
ɴ

p-value

-0.02

.60

Polydrug use

0.01

.99

Recent cannabis use
None

0.19

.46

Age at first use of any drug

Light

0.17

.52

Moderate

0.07

.77

Heavy

REF

Recent ecstasy use
None

-0.9

.08

Light

-0.43

.25

Moderate

-0.14

.71

Heavy

REF

levels of knowledge (Table 25). There was no significant
relationship between patterns of drug use and knowledge
about hepatitis C, and those who had ever injected did
not have better or worse knowledge than those who had
never injected (Table 24). There was also no relationship
between levels of hepatitis C knowledge and levels of
social support (Table 26).
The statistical analysis of hepatitis C knowledge reveals
some expected features commonly found in similar
analyses: that older people tend to have better knowledge,
and that those who believe in the effectiveness of sterile
needles and syringes have better knowledge (Wilson,
Hopwood, et al., 2010). While the direction of the
relationships cannot be established in our analysis, the
explanation of the former is likely that better knowledge
about hepatitis C and how it is transmitted results in a
belief that sterile needles and syringes are valuable and
effective, which points to the value of improving basic
knowledge about hepatitis C transmission.
A more novel finding from our analysis of survey data
is that participants who had been homeless in the
previous year had better knowledge than those who
had not. This may be because homeless participants
were also more likely to have injected in the past, and
to have been exposed to injecting (as shown in Tables

Table 25: Independent correlates of better knowledge
about hepatitis C transmission: attitudes about hepatitis C
ɴ

p-value

Perceived efficacy of sterile needles and
syringes

0.15

< .001

Perceived likelihood of acquiring hepatitis C

0.05

.48

2

Recent methamphetamine use
None

0.6

.22

Light

0.73

.07

Moderate

0.57

.16

Heavy

REF

Recent cocaine use
None

-0.31

.64

-0.35

.54

Moderate

-0.45

.45

REF

Recent heroin use
None
Light

.96

0.15

.82

0.2

Heavy

REF

Ever injected

-0.18
2

Multivariate ordinal regression: Ȥ = 20.4, df
test of parallel lines = .08

18, p

.74

.51

.31; link function probit;

Connection to school
Social support from friends
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ɴ

p-value

0.02

.53

-0.15

.49

Social support from significant others

0.25

.21

Social support from family

0.13

.39

Closeness to main caregiver

-0.06

.36

Satisfaction with main caregiver, feeling
loved and wanted

-0.04

.21

Norms and expectations of behaviour from
main caregiver

-0.06

.09

2

Multivariate ordinal regression: ʖ = 8.08, df = 7, p = .33; link function probit;
test of parallel lines p = .03
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-0.03

Moderate


Table 26: Independent correlates of better knowledge
about hepatitis C transmission: support from social networks

Light
Heavy

Multivariate ordinal regression: ʖ = 32.0, df = 2, p < .001; link function probit;
test of parallel lines p = .84
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13 and 18). However the analysis in Table 24 shows
that those who had ever injected did not have better or
worse knowledge than those who had never injected,
suggesting that it is not injecting that is independently
associated with knowledge. Instead, it may be that
the experience of homelessness and the other social
vulnerabilities that accompany it (such as poverty, family
separation and poor social support) puts young people in
contact with services that facilitate increased awareness
about hepatitis C. The value of contact with services is
discussed in more detail in the following section.
The majority of interview participants had limited
awareness and knowledge about hepatitis C and
the ways to reduce potential transmission. Some
participants confused or conflated risk factors for
hepatitis C with those for hepatitis A and B. While
many of the participants were aware that hepatitis C
was associated with sharing needles, their knowledge
of how hepatitis C was transmitted was vague and
rarely extended to them being aware that sharing
other injecting equipment was a potential risk, as the
following examples illustrates:

The majority of participants did not believe they were
susceptible to hepatitis C and like Anneliese above did
not believe that they knew anyone with hepatitis C.
Only a few of the participants had any understanding of
what the long-term health impacts of having hepatitis C
were. Typically those with a greater understanding of
hepatitis had some direct contact with someone living
with hepatitis C, such as a parent, partner or friend.
Of the four participants who had ever injected, only one
of them, Ned, had hepatitis C. Ned started injecting
when he was 13 and at that time had little awareness
about hepatitis C. When Ned was first injecting he
usually accessed equipment from the local hospital.
While he found access to be relatively easy, he was not
always comfortable going to the hospital and on some
occasions he did not use new equipment:
Interviewer: And as a teenager, how did you find access?

Interviewer: And how likely do you think you would
ever be to get hepatitis C?

Participant: It was easy. Yes it was just my own feelings
of doing it you know what I mean. Like I didn’t like
going to places like that and getting fits because of the
way they look at you and stuff like that, which probably
isn’t anyway. I’ve now found out that I’m adult. But
when you’re a kid you don’t, you know what I mean?

Participant: (Laughs) I would so not get hepatitis. Like
how would I even get it?

Interviewer: Yeah so ... was that a barrier to going and
getting equipment?

Interviewer: Yeah, so how do you think you do get it?

Participant: Yeah, yeah. It is a barrier in one way. But
then you’ll just go and either use someone else’s dirty
one because you’re young and you’re silly and you don’t
think about that sort of stuff or you’ll end up like getting
someone else to get them for you or something (Ned,
age 23).

Participant: Needles and shit. And like I don’t know,
hanging around dirty people that have hepatitis C. I
don’t know anyone that has hepatitis. I don’t know how
I’ll get it (Anneliese, age 20).

Another young woman was aware that hepatitis C could
be transmitted through sharing needles, but she also
thought it could be transmitted via saliva:
Interviewer: And what do you think are the main ways
you could get hepatitis C?
Participant: Needles. I think if you share needles, that’s
a big one. Having, you can get it not having safe sex,
yeah, unprotected sex. And sharing things, like sharing
lollypops and people. Like I used to do that when I was
younger, not even thinking about that kind of stuff, do
you know what I mean? And I don’t know if they don’t
have it (Kat, age 19).

Participants were also asked about where they learnt
about hepatitis C and in most cases they were not
able to nominate a specific source. A few participants
said they thought they had learnt about hepatitis C in
school, others mentioned jail and rehab as places they
had learnt about hepatitis C.

Likewise, Leyton also started injecting at a young age
and did not always use new equipment:
Interviewer: when you injected, where would you get
equipment and information and...?
Participant: I’m not sure. Pretty much got it handed to
me when I was young, like a few years ago. And just, I
don’t know, just one thing led to another.
Interviewer: And did you, ever ... share equipment or...?
Participant: Yeah, pretty regularly.
Interviewer: And did that equipment get cleaned
between people or...?
Participant: Sometimes.
Interviewer: Sometimes.
Participant: Sometimes (Leyton, age 17).
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Carol started injecting at the age of 12 and at the time
had little understanding of hepatitis C, and relied on a
friend to provide the equipment and to inject her.
In contrast Bella explicitly tried to reduce her risk of
hepatitis C prior to the one occasion when she injected:
Interviewer: And did he inject you?
Participant: Yeah...but I made sure it was a clean needle,
that it had come straight out of the thing and that it
hadn’t gone anywhere near him to be able to pierce him
or anything like that. I was really, really careful about
that. Because that was the way that my sister I’m pretty
sure it is actually got her, passed on. She got hep C. It’s
either my mother or my sister, one of the two has it. And
it got passed on through dirty needles. And I’ve got a
couple of mates that have done the same thing. So I’m
very, very, very careful (Bella, age 20).

Both Ned and Leyton observed that when they first
started injecting, concerns about hepatitis C, health
generally and their futures were not paramount:
Interviewer: And did you ever think about risks in
relation to injecting?
Participant Not really. Couldn’t even, I didn’t even
remember my name and that.
Interviewer: So it was not high on the list of...

Beliefs about susceptibility to hepatitis C
The survey data indicate that most participants felt that
they had little risk of contracting hepatitis C (Table 27),
with almost 86% of the sample believing they were
unlikely, very unlikely or would never get hepatitis C.
Even among those participants who reported high
exposure to injecting (5 out of 11 on exposure scale),
there was a low perceived susceptibility to getting
hepatitis C. Only those participants who had injected in
the past reported a higher perceived susceptibility, but
even in this group many felt they were not susceptible.
For example, about half of those who had injected felt
they were not at risk for getting hepatitis C and threequarters did not think they would get hepatitis C no
matter what happened (Table 28). This contrasts with
what is found among many long-term injecting drug
users who tend to hold fatalistic views about their
susceptibility to hepatitis C: that getting hepatitis C is a
risk that cannot be avoided and that having hepatitis C
is considered a marker for belonging to an injecting
community (Rhodes & Treloar, 2008). The relative
rarity of this belief among the young injectors in our
sample may mean there are opportunities to intervene
with education or other initiatives to sustain the sense
of self-efficacy that they currently hold about acquiring
hepatitis C.

Participant: No you don’t think about it (Leyton, age 17).

Both Leyton’s and Ned’s accounts of their early
injecting experiences point to two important challenges
around hepatitis C prevention among this group of
disadvantaged young people. The first is how to equip
young people with enough knowledge and understanding
of hepatitis C prior to them injecting, particularly
given the early age at which some young people begin
injecting. The second challenge is how to make hepatitis
C relevant and a priority for young people who are
facing other significant challenges in their daily lives and
are not necessarily focused on the future.

Table 28: Perceived susceptibility to hepatitis C among
participants who had ever injected

Participants who agree or strongly agree
that...
I am at risk for getting hepatitis C

n

%

23

54.8

due to my injecting drug use I may get
hepatitis C

23

54.8

I will get hepatitis C no matter what I do

10

23.8



Table 27: Perceived susceptibility to hepatitis C among participants
All
participants
(n = 261)

Participants who had
ever injected
(n = 42)
n
%

n

%

86

33.0

27

35.1

Very unlikely

50

19.2

15

19.5

4

9.5

Unlikely

86

33.0

21

27.3

13

31.0

Likely

28

10.7

9

11.7

10

23.8

Very likely

11

4.2

5

6.5

8

19.0

How likely do you think it is you will get hepatitis C?
Never
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Participants with higher
exposure to injecting
(n = 77)
n
%
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7

16.7

Knowledge about and experiences with
hepatitis C and drug-related services
Survey participants were asked whether
they knew where they could get
help for drug use and/or hepatitis C,
including whether they knew about
NSPs, drug treatment services (such as
counselling, rehabilitation, detoxification
or substitution programs) or where
to obtain a blood test for hepatitis C.
Knowledge was generally very poor with
only half (or fewer) saying they knew
where to get sterile injecting equipment,
treatment for drug use or a test for
hepatitis C, and even fewer being able to

correctly name a specific place to obtain
these services (Tables 29–31).
Knowledge about NSPs was particularly
poor with 40% of survey participants
saying they knew where to get sterile
needles and syringes, but only 29% being
able to correctly name a place (Table
29). Moreover, among the relatively
small proportion who could correctly
name a source of sterile needles and
syringes, the most commonly reported
places were hospitals, followed by
pharmacies and primary NSPs. As

Table 29: Knowledge about and experiences with needle and syringe programs
n

%

105

40.2

76

29.1

pharmacy

20

26.3

hospital

22

28.9

primary NSP

19

25.0

8

10.5

Participants who reported that they knew where to obtain sterile needles and syringes
Participants who could correctly name a place to obtain sterile needles and syringes
Most commonly identified places:

public health, sexual health or community clinic
drug treatment clinic
Proportion willing to use that place
Participants who had ever obtained sterile needles and syringes from an NSP service (including
pharmacy, hospital, primary NSP or other service)
Age at first visit

4

5.2

66

86.8

47
M = 15.6

18.0
SD = 3.4

First NSP accessed was a:
pharmacy

11

23.4

primary NSP

9

19.1

vending machine

8

17.0

hospital

7

14.9

public health, sexual health or community clinic

3

6.4

other

3

6.4

before injecting for the first time

22

46.8

within one month of the first injection

11

23.4

When was first NSP accessed?

within one year of the first injection

8

17.0

longer than one year after the first injection

6

12.8

pharmacy

13

27.7

primary NSP

11

23.4

vending machine

6

12.8

hospital

5

10.6

public health, sexual health or community clinic

5

10.6

friend or acquaintance

2

4.3

other

5

10.6

Preferred NSP services:
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discussed earlier, young people who are new to injecting
are probably better off visiting a primary NSP, with
specially trained staff, to obtain equipment, than other
sources such as pharmacies or hospitals whose staff
are likely to be less knowledgeable and sympathetic
to young people who might be injecting. Only one in
five participants (18%) said that they had ever actually
visited an NSP service to get sterile equipment. For
this group, pharmacies were the most common service
first accessed to obtain equipment, followed by primary
fixed-site NSPs and vending machines and hospitals.
Moreover, pharmacies also rated as the most common
preferred source of equipment, followed by primary
NSPs and vending machines. Again, the prominence
of secondary outlets such as pharmacies, vending
machines and hospitals in young people’s experiences of
using NSP services is important. It may mean that staff
who operate NSPs at pharmacies and hospitals require
special training, even if it is as basic as telling young
people about local primary NSPs. That way, young
injectors can be connected at an earlier age to the
highly specialised services run through primary NSPs.
About a third of survey participants could correctly
identify a place to get help for their drug use if they
needed it (Table 30). While doctors and hospitals
were identified as places to get help, participants
overwhelmingly said that a youth service was the place

they would seek help (usually the youth service from
which the participant was recruited). This demonstrates
a level of dependence on, and potentially trust in, the
youth services that young people are connected to.
About half of participants could correctly identify
a place to get a blood test for hepatitis C, with
most knowing they could visit a local doctor for this
(Table 31). A third of participants said they had had
a hepatitis C test and 13 participants (14.6% of those
tested) said that they had the hepatitis C virus.
Of the interview participants, only a few had specific
experiences with drug and alcohol services and typically
they were participants who were in the 20–24 age group.
The bulk of service contact was with youth-oriented
services and refuges. Engagement and knowledge of
harm reduction services was limited. While many of
the participants were able to name somewhere they
could get injecting equipment, it was more likely to be a
pharmacy or hospital than a primary NSP.
When asked where they believed they could get
information or advice about drugs, they typically named
a counsellor or worker at a youth service, rather than a
specific drug and alcohol service. It was also common
for them characterise the information or assistance
provided by counsellors or youth workers as focussed on
abstinence, rather than harm reduction.

Table 30: Knowledge about and experiences with drug treatment services
n
Participants who reported that they knew where to get help for their drug use

133

51.0

90

34.5

doctor

15

16.7

hospital

16

17.8

youth service

40

44.4

8

8.9

Participants who could correctly name a place to get help for their drug use
Most commonly identified places:

drug treatment service
other

11

12.2

Proportion willing to use that place

82

91.1

Participants who had ever received professional help for their drug use
Age at first treatment/help

60

23.0

M = 15.6

SD = 3.5

33

12.6

16

48.5

Participants who reported they were currently in treatment
Type of treatment currently received:
counselling
residential rehabilitation/detox

3

9.0

Narcotics Anonymous, AA, SMART recovery

2

6.0

methadone, burprenorphine, subutex

3

9.0

other

9

27.3
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A few participants said that they had received
information about hepatitis C and where to get clean
injecting equipment when a youth service or refuge they
accessed had an organised speaker or was visited by an
NSP outreach service.
Participants were asked what they valued in services;
four key attributes were identified—non-judgemental
staff; staff who had their own past experiences of
drug use and homelessness; capacity to meet a wide
range of needs, including counselling, assistance
with accommodation and education and training; and
willingness to give young people more than one chance.
Overall, participants had little understanding of harm
reduction and minimal contact with drug and alcohol
services, but in some cases accessed and valued drug and
alcohol information or outreach that was made available
in a refuge or youth service they were already accessing.

Knowledge exchange among young
people
For the most part, the young people in our survey did
not share information with each other about hepatitis C
and harm reduction (Table 32). If they did discuss these
things with their peers, they were most commonly about
drugs and not hepatitis C. For example, about one in five
participants said that in the past month they had told
others, or been told by others about where to get injecting
equipment, find a friendly doctor or get treatment for
drug use. The general lack of information sharing has
been found in other studies (Treloar & Abelson, 2005)
and may be related to the aforementioned findings
that many young people in our study simply did not
know where to get injecting equipment or how to find
treatment for their drug use, which makes it impossible
for them to share this information with others. However,

Table 31: Knowledge about and experiences with hepatitis C testing services
n

%

Participants who reported that they knew where to obtain a test for hepatitis C

146

55.9

Participants who could correctly name a place to obtain a test for hepatitis C
Among those who could correctly name a place...

120

46.0

doctor

61

50.8

hospital

33

27.5

Most commonly identified places:

public health, sexual health or community clinic
Proportion willing to use that place
Participants who had ever had a blood test for hepatitis C
Among those who had ever had a test...
Age at first test

25

20.8

117

97.5

89

34.1

M = 16.2

Told by a doctor that they had hepatitis C

13

SD = 3.0
14.6

Table 32: Hepatitis C and harm reduction information exchange with peers in the previous month
who told others ...

Participants
who were told by others ...

n

%

n

%

where to get injecting equipment

45

17.2

50

19.2

how to inject safely

38

14.6

46

17.6

how to prevent overdoses

50

19.2

48

18.4

where to see a doctor who is friendly to drug users

50

19.2

50

19.2

where to get tested for HCV

49

18.8

49

18.8
19.9

here to get treatment for drug use

49

18.8

52

how to get treatment for HCV

33

12.6

43

16.5

where to get information about HCV and IDU

38

14.6

42

16.1

157

60.2

161

61.7

Participants who had not told anyone about these things

National Centre in HIV Social Research
The exposure and transition study: exposure to injecting and hepatitis C among young people at risk

35

Knowledge about and experiences with hepatitis C and drug-related services

even if efforts are made to improve vulnerable young
people’s knowledge about where and how to get help
for drugs and hepatitis C, this may not result in more
information sharing among them.
The qualitative data also indicate that information
sharing among this group in relation to hepatitis C and
harm reduction is minimal. As discussed above, the
interview participants tended to have limited knowledge
of hepatitis C and little engagement with the concept
of harm reduction. Indeed many of the interview
participants had conservative and stigmatising attitudes
towards injecting. Only a few participants said they
had ever given advice or received advice from a peer
about injecting safely or about where to get injecting
equipment or help with a drug-related problem.
Of the four participants who had injected, three of
them were taught to inject by another more experienced
injector. Ned said that over time he learnt about safer
injecting from other more experienced injectors:
Interviewer: And I guess I was interested whether some
older people in your network gave you information
about [safe injecting]?
Participant: Yeah I suppose yeah they do...Well that’s
how I learned most of my safety things about using and
stuff and taking it back. And every time I use a fit I’ll
snap the needle off and put it inside the fit or inside
the lid where if it somehow or another did get on a
road or—not that it ever would mine because I always
put them in the box and in the bin. But if it ever did
happen then a kid couldn’t actually stab himself on it or
anything like that if they did pick it up (Ned, age 23).

However, as discussed earlier, Ned sometimes shared
injecting equipment and within his first year of injecting
he contracted hepatitis C. The first time Ned had the
virus he was lucky enough to clear it, but unfortunately
he was re-infected a couple of years later.
In contrast, Leyton did not learn about safe injecting
practices or hepatitis C from his peer network, although
he did learn how to inject by observing others. Carol,
on the other hand, was always injected by a friend and
although they always shared equipment, the friend
always injected Carol first:
Interviewer: And with injecting like where did you get
equipment from…?
Participant: Oh my friend had it all. But it was clean.
Like it was all clean. And she’d use it after me. Like you
know what I mean? Like…
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Interviewer: Okay but she would share the equipment
you used.
Participant: Yeah. But she would, like I’d watch her get
it out, like, and they were clean and everything, what I
know of, clean. And then she’d use it like on me. Then
she’d use it on her and chuck it away.
Interviewer: Okay.
Participant: So she always did me first …(Carol, age 17)

Carol said they never discussed hepatitis C and at the
time her main concern was avoiding getting HIV. Even
after several years of sporadic injecting, Carol continued
to have limited understanding of the ways hepatitis C
could be transmitted and did not know what the effects
of having hepatitis C were.
Bella, while preferring not to have others inject in front
of her, did nonetheless sometimes provide new injecting
equipment to others out of a desire to prevent them
from getting hepatitis C:
And sometimes people will come up to you and they’ll
be that desperate. They’ll be like, “Oh have you got a
spare needle?” And if you say no they’ll go use their old
ones you know...So what we did was because we knew
that some people in that building did it, we got a big
box of the hundred ones and kept them in our room so
that if they needed one they could come up and just
say, “Look can I get one? Or can I pay you like a dollar
for one or whatever?” But we’d still just give it to them
because we didn’t pay for it you know (Bella, age 20).

However, among this particular group, Bella’s level of
understanding of hepatitis and willingness to engage in
peer harm reduction by providing new injecting equipment
is the exception rather than the common pattern.
While some said they were more likely to trust
information about the effects of particular drugs or how
to use a drug safely when it came from a peer, others
were not convinced that peers were trustworthy sources
of information. The lack of information sharing among
the interview participants may also be a consequence of
homelessness, where frequent moving made it difficult
for some participants to develop strong connections
with their peers.
The transient and sometimes fragile nature of the
participants’ peer networks, lack of social and economic
capital and limited knowledge of hepatitis C and harm
reduction suggests that peer education may have limited
impact among socially disadvantaged young people. Older
drug users may have a role as educators in this context.

Knowledge about and experiences with hepatitis C and drug-related services

What characterises those young people
with good knowledge about harm
reduction and drug-related services?
Using the survey data, we conducted a series of
multivariate analyses to identify characteristics
associated with those young people who had good
knowledge about harm reduction and drug-related
services. We constructed a seven-point scale based
on the number of places they could correctly identify
to obtain needles and syringes, treatment for drug
use and a hepatitis C test. The analyses show that
participants with better knowledge about services were
older, tended to be female, and were more likely to have
been diagnosed with a mental illness (Table 33). Also,
knowledge about available services was better among
those who reported light compared to heavy cannabis
use (Table 34) and those with higher perceived efficacy
of sterile needles and syringes (Table 35). Finally,
participants who reported that their main caregivers had
lower expectations of their behaviour reported higher
levels of knowledge about services (Table 36).
Our statistical analysis found that knowledge about
where to get help for drug use or hepatitis C was better
among older participants and among women. This
pattern was also found in our analyses reported in the
previous section. In the case of the current analysis
it could mean that those participants most in need
of being linked to services—that is, those who are
most likely to have injected, such as young men (see
Table 13)—know the least about where to get help.
This identifies a possible target group for education
initiatives aimed at improving knowledge about services
among vulnerable young people.

Table 34: Independent correlates of better knowledge
about harm reduction and drug-related services: patterns
of drug use

ɴ
Age of first use of any drug
Polydrug use
Recent cannabis use
None

0.1

.005

Female

0.39

.03

-0.07

.78

0.12

.54

Previously diagnosed with a mental illness

-0.34

.04

Not having been homeless in past year

-0.30

.08

Not currently attending school or TAFE

-0.20

.26

Aboriginal and/or Torres Strait Islander

2

0.01

.99

.98

0.84

< .01

Moderate

0.24

.38

Heavy

REF

Recent ecstasy use
None

-0.29

.65

Light

0.33

.45

Moderate

0.4

.36

Heavy

REF

Recent methamphetamine use
None
Light
Moderate
Heavy

-0.39

.50

0.28

.52

-0.15

.73

REF

Recent cocaine use
None

0.49

.49

Light

0.38

.52

Moderate

0.12

.84

Heavy

REF

Recent heroin use
None

0.07

.92

Light

-0.38

.61

Moderate

-0.64

.33

REF
-0.49

.12

2

Multivariate ordinal regression: ʖ = 33.6, df = 18, p = .01; link function negative
log-log; test of parallel lines p = .05



p-value

Age
Heterosexual

.02

-0.01

Ever injected

ɴ

-0.11

Light

Heavy

Table 33: Independent correlates of better knowledge
about harm reduction and drug-related services:
demographic factors and indicators of social disadvantage

p-value

Table 35: Independent correlates of better knowledge
about harm reduction and drug-related services:
attitudes about hepatitis C

ɴ

p-value

Perceived efficacy of sterile needles and
syringes

0.1

< .001

Perceived likelihood of acquiring hepatitis C

0.11

.19

2

Multivariate ordinal regression: ʖ = 20.6, df = 7, p = .004; link function negative
log-log; test of parallel lines p = .75

Multivariate ordinal regression: ʖ = 11.4, df = 2, p = .003; link function negative
log-log; test of parallel lines p = .02
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Table 36: Independent correlates of better knowledge
about harm reduction and drug-related services: support
from social networks

Connection to school
Social support from friends

ɴ

p-value

0.04

.33

0.12

.67

-0.02

.94

0.01

.98

Closeness to main caregiver

-0.01

.88

Satisfaction with main caregiver, feeling
loved and wanted

-0.05

.14

Social support from significant others
Social support from family

Norms and expectations of behaviour from
main caregiver

-0.08

.05

2

Multivariate ordinal regression: ʖ =10.8, df = 7, p = .15; link function negative loglog; test of parallel lines p = .77

carer was also related to early age of first service use
and may be related to the way that some young drug
users have tenuous and challenging relationships with
their families. Certainly previous research highlights
the way that family histories shape some young people’s

Table 37: Independent correlates of younger age at first
use of services: demography and social disadvantage

ɴ
Female

0.15

.14

Heterosexual

0.04

.68

Aboriginal and/or Torres Strait Islander

-0.07

.44

Previously diagnosed with a mental illness

-0.07

.45

Not having been homeless in past year

-0.10

.30

0.02

.79

Not currently attending school or TAFE

Knowledge about where to get help was also better
among those participants who had been diagnosed
with a mental illness, which may be related to the fact
that participants with a mental illness have already had
contact with a community or health service in order
to receive such a diagnosis. This may demonstrate the
way that some services are able to connect to support
young people in relation to a variety of issues, in this
case mental health, drug use and blood-borne viruses.
Alternatively it may also show the way that young
people become confident with services, whereby having
contact with one service raises awareness about the
presence of others.

What characterises those young people
who report early introduction to harm
reduction and drug-related services?
Using the survey data, we sought to characterise
those participants who reported having had their first
contact with drug-related and hepatitis C services
at a young age. The multivariate linear regression
analysis showed that those participants with an early
introduction to services were not characterised by any
particular demographic profile (Table 37) but were
the participants who started using drugs at a young
age (Table 38) and those who reported less closeness
with their main carer (Table 39) (although this did not
reach significance). It is encouraging that early age
of first drug use is related to early age of first service
use and suggests that those young people who might
need intervention are getting connected to drug and
hepatitis C services early. Feeling less close to a main

2

Multivariate linear regression: F = .80, df = 6, p = .57, R = .038


Table 38: Independent correlates of younger age at first
use of services: patterns of drug use

Age of first use of any drug
Polydrug use (recent & past users, abstainer)
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ɴ

p-value

0.35

< .001

-0.11

.72

Cannabis

0.11

.28

Ecstasy

0.18

.26

Methamphetamine

0.003

.98

Cocaine

0.03

.83

-0.13

.34

0.13

.27

Heroin
Ever injected

2

Multivariate linear regression: F = 2.1, df = 8, p = .04, R = .13


Table 39: Independent correlates of younger age at first
use of services: support from social networks

ɴ
Connection to school
Social support from friends
Social support from significant others
Social support from family
Closeness to main caregiver

p-value

0.19

.37

-0.27

.33

0.03

.89

-0.1

.71

0.38

.08

Satisfaction with main caregiver, feeling
loved and wanted

-0.22

.37

Norms and expectations of behaviour from
main caregiver

-0.13

.51

2

Multivariate linear regression: F = 1.40, df = 7, p = .24, R = .24
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drug-using trajectories (McLean et al., 2009; Resnick
et al., 1993, 1998; Stronski et al., 2000) where difficult
family relationships provide formative contexts for
young people’s drug use.
Overall, participants’ knowledge about where to get
help for their drug use or for hepatitis C was quite poor.
Most could not correctly identify a place to get sterile
needles and syringes or treatment for their drug use. If
they could identify a place, it was usually a place that
was not ideally suited to their needs. For example, the
30% of participants who correctly identified a source of
needles and syringes tended to name secondary outlets
such as hospitals and pharmacies where staff may not be
as knowledgeable and sympathetic to young or first time
injectors. This shows the need to increase knowledge

among vulnerable young people about the presence
of and location of primary NSPs, and to improve the
skills and knowledge of staff at secondary outlets. One
possible avenue for improving knowledge about primary
NSPs is to tighten connections between primary NSPs
and youth services, since many participants reported
a reliance on youth services for help. There have been
some initiatives in this regard in New South Wales
recently, in particular Hepatitis NSW’s Youth and Health
Worker Support Kit. Knowledge about where to get
help for drug use and hepatitis C was particularly poor
among younger participants and men. This is particularly
worrying because men were also more likely to have
injected in the past, and may require some consideration
of how to target specific messages about sources of help
to young men.
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Strengths and limitations
Survey data for this study were collected
using touch screen laptops, which
allowed confidentiality for participants
and addressed some expected problems
with low literacy. We knew from previous
studies with young people that they
are confident with and interested in
using technology to do research (Bryant
et al., 2011). Although we did not
measure literacy levels, we expected
some participants to have low literacy.
The survey data show that over a third
reported some kind of learning disability
and, anecdotally, we observed some
participants struggling to complete the
survey. In these situations the use of
laptops allowed us to offer participants
a voice-over option whereby questions
and possible answers were read aloud via
headphones.
The findings of the study also have
several important limitations. Initially
we attempted to use a probability
sampling method—respondent-driven
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sampling—to recruit participants for the
survey arm of the study. However this
proved unsustainable given the limited
timeline and resources of the study and
was abandoned after recruiting the first
61 participants. Following this we used a
convenience sampling method to recruit.
While convenience sampling is less
resource-intensive, it is a non-probability
sampling method. This means our survey
sample is vulnerable to unknown biases
and cannot be considered representative
of the population of socially vulnerable
young people. The study employed a
cross-sectional design, which means we
cannot attribute causality or direction to
the relationships found in multivariate
analyses. This has particular implications
for trying to understand transitions
in drug use in our sample. All survey
data are self-reported, which has
known biases especially when reporting
sensitive or illegal practices (Latkin &
Vlahov, 1998).

Discussion
The participants in our study reported
significant social disadvantage, with
many having experienced homelessness,
poverty, and violence, and many having
volatile and tenuous connections with
their families, peers, school and/or
workplaces. These aspects of their lives
set an important stage for their drug use,
their exposure to injecting, and thereby
their risk of acquiring hepatitis C. Illicit
drug use was common, usually from an
early age, but injecting was much less
prevalent. However, all participants
knew others who injected, and for most,
injecting was a very common but hidden
practice among their peer networks. The
combination of social disadvantage, weak
family connections and high prevalence
of injecting in their peer networks
places participants in a vulnerable
position with regard to their drug-using
trajectories. While none of these factors
in themselves may produce injecting
behaviours, they provide a constellation
of ‘opportunity structures’ where some
young people may take up injecting.
Generally, participants did not know
a lot about hepatitis C and how it
is transmitted, and they did not see
themselves as susceptible to it. The
general silence around hepatitis C in
this group poses important challenges
in making hepatitis C matter to them.
Finally, participants had poor knowledge
about harm reduction services, in
particular NSPs, and were or would be
highly dependent on secondary outlet
NSPs such as pharmacies and hospitals
if they had already injected, or were to
inject.

What shapes or produces
participants’ drug-using
experiences and, in particular,
transitions to injecting?
This study was guided by research
literature and research questions
that focussed on several important
possible predictors of drug use and
drug transitions among young people:
actual experiences with drugs and the

opportunities to use or exposures to
them; beliefs about and knowledge of
drugs, injecting and hepatitis C; the role
of others such as families, peers and
support institutions like schools; and
social capital. The study findings tell us
important things about each of these,
and give insight into how they might
work together to produce transitions to
injecting.

Experiences with illicit and
injecting drugs: the presence
of ‘opportunity structures’ for
injecting
Illicit drug use was common among
our sample, with many young people
saying they had started using drugs at
an early age, and some reporting heavy
and potentially problematic use of some
drugs (in particular cannabis and heroin
among those who used these drugs).
Also, while the prevalence of injecting
was low, it was much higher than is
reported among similarly aged peers and
participants reported very high rates of
injecting in their peer networks. This
close proximity to drugs and injecting
provides one of what other researchers
have called the ‘opportunity structures’
for initiation or transition in drug use
(McDonald & Marsh, 2002; Parker et
al.,1998), whereby young people can
choose to try new drugs or new modes
of administration because they are
available and presented to them at a
particular time and space. Our sample
is clearly vulnerable in this regard given
their involvement in illicit drug use, and
nearness to injecting cultures.
The other important potential
contributory feature of participants’ drugusing trajectories was the prominence of
methamphetamine in their experiences.
Methamphetamine was the most
common first drug injected by those
who had injected, and was more likely
to be used by those with high exposure
to injecting. The reasons for the
prominence of methamphetamine are
unknown but could be related to it being
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more easily accessible or because young people see
methamphetamine as a more modern and fashionable
drug in comparison to others like heroin. Whatever the
reason, the prominence of methamphetamine in their
drug-using and/or injecting trajectories has implications
for hepatitis C prevention. Methamphetamine is an
injectable drug that significantly increases the risk
of hepatitis C transmission in this group; however it
can also be smoked to produce a similar high. Here,
harm reduction initiatives could consider promoting
methamphetamine smoking over injecting as a means
to reduce both transitions to injecting, and risks of
hepatitis C transmission among young people.

Beliefs and knowledge about injecting and
hepatitis C: silence
Our survey data revealed somewhat ambivalent attitudes
towards drug use among participants, which was also
reflected in the interview data. Survey participants were
generally neither accepting nor disapproving of injecting
drug use, although there was considerable variability in
this. Moreover, some interview participants expressed
very conservative views about injecting, seeing it as
‘beyond the pale’ and something that they would never
accept. Despite the lack of acceptance of injecting,
it is not clear whether these beliefs are protective of
transitions to injecting, or if participants are reflecting
widely held social norms about drug use and injecting.
Moreover, most survey and interview participants did
not see hepatitis C as relevant to them or that they
might be susceptible to infection. This, together with
their sometimes stigmatising views about injecting,
could limit the possibility for discussion about safe
injecting between harm reduction practitioners and
young people, and among young people themselves.
This has important implications for using peer
education to improve knowledge about injecting among
vulnerable young people, as will be discussed in more
detail below.
In addition to their beliefs that hepatitis C was not
relevant to them, the young people in our study had
generally poor knowledge about what hepatitis C is,
how it affects the body, and how it is acquired. Among
those participants who had injected, many said they
knew nothing about hepatitis C at the time of their
first injection, and others said they did not think of it or
care about it. Knowledge about hepatitis C among noninjectors was adequate in some regards (most knew that
drug injecting and unsterile tattooing were risk factors)
but was no better than that found among similarly aged
peers in other studies (Smith et al., 2009), which is
worrying, considering the heightened risk that the young
people in our study confront.
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The general silence around injecting and hepatitis C
among our participants—that they were neither
accepting nor disapproving, that they did not see it
as relevant to them, and that they had generally poor
knowledge about it—raises important concerns about
their risk of acquiring it. As will be discussed in more
detail below, the young people in our study live their
lives in a context where, for many, the opportunities for
injecting are prominent, and injecting may materialise
without any sense of planning. In this context, their
lack of knowledge or concern about hepatitis C
becomes problematic. Here, we need to consider new
and innovative ways to prioritise hepatitis C in the lives
of young people at risk, and develop health promotion
initiatives that help them to see why hepatitis C matters
in their lives. One way could be to connect hepatitis C
to issues that matter for them in their current
circumstances, such as desires to be good parents, to
have a life that is free from worries about homelessness
and violence; in short to have what some interview
participants called ‘a normal life’.

Role of families, peers and other support
institutions: some forms of social support
make a greater contribution to the production
of drug use and hepatitis C risk
Our survey participants reported generally high levels
of emotional closeness, support and satisfaction
with families but also felt that their families had low
expectations of their behaviour and achievements.
The qualitative data revealed more nuance here
with participants expressing love and loyalty to their
families, but also disappointment and betrayal, showing
the extent of ambivalence young people have about
their family relationships, as demonstrated in other
research (McLean et al., 2009). The importance of
this ambivalence around families becomes particularly
poignant when considering another key finding of the
survey analysis, which is that family support plays
a significantly more important role in participants’
injecting experiences, and in their knowledge about and
interaction with harm reduction services, than any other
form of support such as peer support, or strength of
connection to schools and workplaces. Expressing less
emotional closeness to family was significantly related
to injecting, and to reporting an early introduction to
services. However, high levels of peer support, or good
connections with school and/or workplaces had no
relationship with injecting, or being exposed to injecting,
or experiences with services. As will be discussed
shortly, this may suggest that family history is not just
a contextual factor in the production of drug use and
injecting, but can be an important predictor of it.

Discussion

The contribution of peer networks (or lack of them) to
young people’s drug use and hepatitis C risk warrants
further consideration. Even though peer support did
not appear to be directly related to injecting or exposure
to injecting in our sample, the most common source
of exposure to injecting was through peer networks
with 60% of survey participants saying many or all of
their friends had injected. Moreover, the qualitative
data revealed that the injecting that occurs in peer
networks is not witnessed per se, but rather is ‘known
about’ or assumed. Thus, while the prevalence of
injecting appears to be high, it is also very hidden
or clandestine. In this way, peer networks provide
considerable opportunity for transitions to injecting,
but do not appear to produce injecting in the same
way that family trajectories might. Again, this is what
other research identifies as ‘opportunity structures’
(McDonald & Marsh, 2000) whereby peer networks are
not necessarily productive of injecting and hepatitis C
risk, but provide the place and space to do so for those
young people who do inject.

Social capital and the production of injecting
and hepatitis C risk
Much of the existing research literature identifies
the important role of social capital in young people’s
drug-using trajectories, and the findings of this study
reiterate this. Social disadvantage featured heavily
in the lives of the young people in our study, with
many reporting recent experiences of homelessness,
violence and abuse, many having contact with police
and juvenile justice, and many living with diagnoses
of mental illness or learning disability. These forms of
disadvantage—in particular homelessness and mental
illness—were significantly associated with various
drug-using trajectories, such as injecting and increased
exposure to injecting. Here participants’ lack of social
capital is directly related to their drug-using trajectories.
The burden of homelessness and/or fears of violence
and abuse relegate drug prevention and hepatitis C
as non-priorities. Indeed, some interview participants
talked about drugs as escape from such worries, seeing
them as one of the few positive aspects of their lives.

How might these features come together to
produce transitions to injecting and increased
risk for hepatitis C among the young people in
our study?
Our study used a cross-sectional design and so, by
consequence, cannot speak directly about what does
and does not produce transitions to injecting. It can,
however, provide some insight about what might be

important. Certainly, lack of social capital and volatile
family histories played prominent roles in the drug
and injecting trajectories of the young people in our
study. These factors arose consistently as correlates
of injecting, exposure to injecting and experiences
with harm reduction services, while other factors such
as strength of peer support or other social support
did not. The study also identifies some of what we
might call ‘opportunity structures’ for drug use and
injecting, where injecting behaviours may materialise
because certain drugs are common and have been
made available, and the young person in question has
little knowledge about or care for the consequences
of injecting. For example, our participants are clearly
immersed in drug-using cultures, where injectable
drugs like methamphetamine feature prominently.
Also, even if they are not injectors themselves, they
have close proximity to (albeit hidden) injecting
cultures where they believe many of their friends
inject. In this sense, participants’ close proximity to
drugs and injecting may produce opportunities for
injecting behaviour to materialise without any sense of
planning. A young person may try new drugs or new
modes of administration because these are available
and presented to them in a particular time and
space. For our participants, the presentation of such
opportunities is coupled with a general silence about
injecting and hepatitis C, where there are ambivalent
beliefs about injecting and where hepatitis C is not
viewed as relevant or important. Here, a constellation
of factors come together to produce a heightened risk
for a transition to injecting and possible hepatitis C
transmission.

What are participants’ experiences of,
knowledge about, and perceptions of
harm reduction services?
One of the key questions asked by this study
concerned participants’ experiences and views about
harm reduction services. This was based on anecdotal
beliefs that young people might avoid traditional
harm reduction services, like primary or fixed-site
NSPs, because they see them as services for older and
primarily heroin users. Our findings do not support this
but, rather, suggest that the main reason why young
people do not visit primary NSPs is because they simply
do not know about them. Indeed, most of the young
people in our study could not name a place where they
could obtain a sterile needle and syringe. Even among
those who could, a primary or fixed-site NSP was not
the most commonly identified. Instead, participants
mentioned pharmacies, hospitals or vending machines,
venues where staff might not be as sympathetic towards

National Centre in HIV Social Research
The exposure and transition study: exposure to injecting and hepatitis C among young people at risk

43

Discussion

or knowledgeable about the needs of young injectors.
This dependence on secondary outlets suggests a need
to improve knowledge about primary outlets among
vulnerable young people, and/or to improve knowledge
and training of secondary outlet staff.
More generally, our participants expressed a high level
of dependence upon youth services when it came to
harm reduction needs (usually the service they were
recruited from). For example, they identified their
youth service as a source of help for drug use, rather
than any specific drug and alcohol treatment services
(although some of the youth services we recruited from
provided specific drug and alcohol treatment services).
Moreover, participants would often identify particular
staff members at their service as a source of help, rather
than the service as a whole. This dependence on youth
services is potentially problematic for a number of
reasons. Some youth services have little or no expertise
in providing drug and alcohol treatment, and may offer
general counselling when more specialised treatment
is necessary. Also, in New South Wales we know very
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little about youth workers’ knowledge and beliefs about
harm reduction, and whether they know where to refer
their clients about harm reduction matters. Indeed,
during our efforts to recruit youth services to help us
find study participants, we had some service directors
tell us that their clientele did not include young people
who injected, or who were at risk for injecting. This
raises concerns about what youth workers know about
injecting, hepatitis C and who is at risk for hepatitis C.
Overall, our findings suggest that better linkage is
necessary between youth services, harm reduction
services such as NSPs, and drug treatment services.
The possible lack of knowledge among some youth
service workers may mean that linkages should be in
the form of outreach conducted by harm reduction
services (such as the youth outreach work done by
the Kirketon Road Centre), and not a dependence on
youth services seeking out help from NSPs and drug
treatment services.

Conclusion
What sort of interventions
might be useful to protect
vulnerable young people
from acquiring hepatitis C?
Our study findings point to some
possible suggestions for policy and
practice that might reduce vulnerable
young people’s risk of transitioning to
injecting and acquiring hepatitis C.
First, our data suggest that factors
like homelessness and volatile family
histories are prominent features of drug
and injecting histories, and that other
factors like immersion in drug-using
networks, access to injecting networks,
and lack of knowledge about hepatitis C
may provide the ‘opportunity structures’
for injecting. Social disadvantage
and family trajectories are difficult to
address through focussed intervention,
but some features of the ‘opportunity
structures’ are not. For example, the
prominence of methamphetamine in the
drug-using culture of participants could
be addressed by exploring why it is that
methamphetamine use is common, what
meanings young people attach to it, and
whether health promotion initiatives can
make messages about methamphetamine
injecting specifically relevant to young
people.

Second, the silence around hepatitis
C among study participants suggests
the need to not only improve their
knowledge about what it is and how
it affects the body, but also to find
ways to make it relevant to them. For
our study participants, hepatitis C
was not a concern or priority, which
identifies a need to find ways to make
it matter to them. This could be done
by connecting hepatitis C to issues
that matter for them in their current
circumstances, such as desires to be
good parents, to have a life that is free
from homelessness and violence; in short
to have what some interview participants
called ‘a normal life’.
Finally, participants’ dependence
on youth services and their lack of
knowledge about harm reduction
services (and possibly youth workers’
lack of knowledge about harm reduction
services) suggests the need for better
linkage between youth and harm
reduction services. This should best take
the form of outreach work conducted
by the harm reduction sector, where
staff who have expertise about harm
reduction go to the places where
young people are. This could have an
added benefit of upskilling the youth
service workforce, who may have little
understanding of what harm reduction
is, and where to refer their clients.
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