
PUBLIC  HEALTH
National survey of HIV and hepatitis testing and vaccination 
services provided by drug and alcohol agencies in Australia

Adam R Winstock, Caroline M Anderson and Janie Sheridan
The Medical Journal of Australia ISSN:
0025-729X 5 June 2006 184 11 560-562
©The Medical Journal of Australia 2006
www.mja.com.au
Public health

(HBV),2,3,5 and 1%–3% for HIV.1-4,6 The low
HIV prevalence has been maintained since
the 1980s, in part due to the early introduc-
tion of harm reduction programs (sterile
needle and syringe and methadone main-
tenance programs).6,7 However, because of
higher virulence, both HBV and HCV con-
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ABSTRACT

Objectives:  To identify the prevalence of blood-borne viruses (BBVs) testing, 
counselling and vaccination services by drug and alcohol services for injecting drug 
users in Australia.
Design, setting and participants:  Cross-sectional survey of drug and alcohol agencies 
throughout Australia.

ome measures:  Current availability of testing, counselling and vaccination 
ces for hepatitis B virus (HBV), hepatitis C virus (HCV) and HIV; availability of medical 
rage; and barriers to greater provision of services.
lts:  Survey responses were provided by 222 agencies nationally (61% response 
 About three-quarters of agencies provided some access to HIV, HBV, and HCV 
g and HBV vaccinations, but only a third offered these services routinely on site. 

HBV vaccination availability differed depending on the primary function of the agency, 
with drug dependence units and needle and syringe programs more likely to provide 
vaccination on site. The major barriers preventing agencies from providing routine 
on-site BBV services are lack of access to medical staff and trained personnel; the 
cost of providing these services; and a lack of facilities.

Conclusions:  The restricted provision of BBV services represents missed opportunities 
to reduce individual and community morbidity and to maximise the potential savings 
from preventable disease in relation to HBV infection. To address key barriers and 
patient retention issues, it is necessary to expand the role of non-medical staff, increase 
the use of shorter HBV vaccination schedules, and identify and maintain local clinical 

MJA 2006; 184: 560–562

partnerships between public and private service providers.
ran
(B
(IDT
 smission of blood-borne viruses

BVs) among injecting drug users
Us) in Australia remains a

significant public health challenge. Surveys
of IDUs in Australia suggest seroprevalence
rates of 50%–60% for hepatitis C virus
(HCV),1-4 23%–52% for hepatitis B virus

tinue to spread rapidly even among IDUs
accessing these programs.8

In response to this continuing high
prevalence of transmission, national health
organisations have repeatedly issued BBV
testing policies recommending that health
professionals routinely offer BBV testing and
HBV vaccination (with informed consent
and pre- and post-test counselling to max-
imise the benefits) for risk groups such as
IDUs.9-13 Drug and alcohol agencies are the
most effective settings for opportunistic BBV
testing and vaccination for IDUs, but not all
agencies offer such interventions.14 Systemic
barriers to services identified in the United
Kingdom include lack of trained staff to
screen and vaccinate and difficulties in
attempting to monitor and coordinate vacci-
nation to completion.15

We sought to determine the extent of BBV
testing and vaccination for Australian IDUs,
and the local barriers, by surveying drug
and alcohol service providers.

METHODS

In November 2004, a self-complete, two-
page questionnaire14 was mailed to 444
drug and alcohol agencies in Australia,
using addresses from a pharmaceutical com-
pany service provider database (courtesy of
Reckitt Benckiser, Sydney). An initial tele-
phone call to each service provided advance
notice of the study and allowed confirma-
tion of the names and addresses of potential
responders. A second wave of question-
naires was posted to initial non-responders
in January 2005.

The questionnaire asked about the type of
agency; availability of medical coverage;

availability of BBV testing, counselling, and
vaccination; and barriers to providing serv-
ices.

Ethics approval was granted by the
Human Research Ethics Committee of the
South Western Sydney Area Health Service.

Statistical analysis
Data were analysed using SPSS version 12.0
for Windows (SPSS Inc, Chicago, Ill, USA).
To understand the availability of testing,
counselling and vaccination services for
HBV, HCV and HIV, exploratory analysis was
conducted using frequency and propor-
tional information from cross-tabulations.
Univariate analyses with χ2 tests were used
to examine associations between provision
of BBV services and availability of medical
services. After grouping agencies by treat-
ment type, χ2 tests were used to examine
relationships between the primary function
of the agency and availability of HBV vacci-
nation.

For analysing the barriers to service provi-
sion, agencies currently providing each serv-

ice routinely on site were excluded, and
cross-tabulations were conducted to estab-
lish the frequency and proportion of barriers
identified for each service type.

RESULTS
Of the 444 agencies initially contacted, 82
were excluded as not applicable (for exam-
ple, they conducted drug and alcohol
research or provided sexual health services
without specific drug and alcohol services).
Of the 362 valid drug and alcohol agencies
contacted, 222 responded with usable data
(response rate, 61%). Not all respondents
answered every question; specific results are
presented with the denominator being the
number who answered that question.

The agencies were grouped by the pri-
mary treatment service provided: drug
dependency (pharmacotherapy) units (27%,
60/219); needle and syringe programs
(25%, 55/219); inpatient residential or
rehabilitation units (15%, 34/219); non-
residential/ambulatory/community-based
units (12%, 28/219); and other (19%, 42/
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219). Respondents’ professions included
nurses (56%, 122/218), doctors (15%, 28/
218), drug and alcohol workers (13% 28/
218), social workers (5% 10/218) and psy-
chologists (5%, 11/218); three respondents
identified themselves as “other”.

Most respondents provided some access to
testing either on site or by referral (Box 1). A
much smaller proportion of agencies, about a
third, offered these services routinely on site.
Most agencies that reported providing BBV
testing and vaccinations also provided rou-
tine pre- and post-test counselling.

Agencies that conducted medical ses-
sions were significantly more likely to pro-
vide BBV services to their patients than
those without medical sessions (HBV test-
ing: χ2 = 94.26, df = 2, P < 0.001; HCV test-
ing: χ2 = 95.41, df = 2, P < 0.001; HIV
testing: χ2 = 93.45, df = 2, P < 0.001; HBV
vaccinations: χ2 = 52.79, df = 2, P < 0.001).
The proportions of agencies offering HBV
vaccination services differed significantly
depending on the primary function of the
agency, with drug dependency units and
needle and syringe programs being more
likely to provide vaccination on site (Box 2).
The standard vaccination schedule of 0, 1,
6 months was most commonly provided
(61% of agencies).

Respondents were asked to identify any
barriers to providing BBV services at their
agency. The quantitative results from
agencies not providing routine on-site
services are shown in Box 3. Lack of
trained personnel and medical staff avail-
ability were the main barriers for all three
types of services, followed closely by cost
and lack of facilities.

Respondents were also given space to
provide free text responses for additional
comments. Local issues included:
• staff time constraints (“Staffing shortages
are an issue and we have trouble achieving
our core business”);
• service limitations (“This service is pro-
vided in full by local sexual health service so
we refer clients”); and
• cost issues (“[We are] not specifically
allocated funds for these services or to
enhance training of staff in an area that is
not core business”).

Barriers relating to the IDU client popula-
tion, such as difficulties with follow-up,
were also highlighted: “Clients are routinely
referred on to sexual health service or hos-
pital pathology, but often do not attend for
the appointments.”

DISCUSSION

Our results indicate that, although three-
quarters of the agencies surveyed provide
some access to HBV, HCV and HIV testing
and HBV vaccinations either on site or by
referral, less than half offer testing and vacci-

nation routinely and only a third offer these
services routinely on site. It is now more
than 20 years since the National Health and
Medical Research Council called for all IDUs
to be vaccinated against HBV,9 and our
results indicate practice is still inconsistent
with these and other Australian guidelines.9-13

For patients, lack of such services means
likely delays in detection of seropositivity,
referral to a hepatologist and timely adop-
tion of lifestyle changes to slow disease
progression.16,17 IDUs are also less likely to
adopt harm reduction behaviour, and many
IDUs have an incorrect or incomplete
understanding of their serostatus.5,18-20

The most significant rate-limiting factor to
providing routine on-site services appears to
be access to medical officers. Agencies with-
out medical sessions were significantly less
likely to provide access or referrals to testing
and vaccination (although a quarter of those
agencies with medical officers still referred
off site, perhaps reflecting preferred service
delivery models or funding sources). The
role adopted by doctors in the testing and
vaccination process is primarily (but by no
means only) to request the blood test and, in
some instances, take the blood. Both these
roles could be filled by senior trained nurs-
ing staff, which suggests that, by expanding
nurses’ roles, increasing education and
revising clinical policy, access to BBV serv-
ices could be improved at about 40% of
agencies surveyed.

Enhancing funding for on-site service
provision may also be necessary to increase
the efficacy of targeted testing and vaccina-
tion strategies, so that testing becomes part
of the core business for more drug treatment
agencies. Certainly, where free vaccinations
are available through drug dependency
(pharmacotherapy) and needle and syringe
programs attached to sexual health clinics,
there are higher rates of on-site vaccination.

Where resources did not permit on-site
provision of BBV testing, it was clear that
many services had adopted coordinated use
of ancillary services such as sexual health

1 Hepatitis and HIV testing and vaccination provided at drug and alcohol 
agencies in Australia

Hepatitis B virus Hepatitis C virus HIV

Type and frequency of testing (n = 219) (n = 219) (n = 218)

Offered routinely: on site 80 (36.5%) 80 (36.5%) 74 (33.9%)

Offered routinely: referred 29 (13.2%) 29 (13.2%) 27 (12.4%)

Offered on request: on site 24 (11.0%) 25 (11.4%) 31 (14.2%)

Offered on request: referred 26 (11.9%) 25 (11.4%) 28 (12.8%)

Not offered 60 (27.4%) 60 (27.4%) 58 (26.6%)

Type and frequency of vaccination (n = 215)

Offered routinely: on site 73 (32.9%) na na

Offered routinely: referred 28 (12.6%) na na

Offered on request: on site 24 (10.8%) na na

Offered on request: referred 33 (14.9%) na na

Not offered 57 (25.7%) na na

na = not applicable. ◆

2 Types of hepatitis B virus vaccination services provided according to the 
primary service function of the agency

Drug dependency 
unit (n = 56)

NSP 
(n = 54)

Inpatient residential/ 
rehabilitation (n = 34)

Non-residential/ 
community (n = 27)

Other 
(n = 40)

On-site 36 (64%) 32 (59%) 8 (23%) 6 (22%) 15 (37%)

Referred 17 (30%) 7 (13%) 20 (59%) 5 (19%) 10 (24%)

Not 
offered

3 (5%) 15 (28%) 6 (18%) 16 (59%) 15 (37%)

NSP = needle and syringe program. χ2 = 56.271, df = 8, P < 0.001. ◆
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clinics. However, many respondents noted
that the transient and often chaotic lifestyle
of IDUs combined with relatively poor
retention in treatment was a barrier to such
clinical pathways being effective. Adopting
more rapid vaccination schedules for this
group may address some of these concerns,
as well as retention in treatment. Better
coordination between health services could
also improve schedule adherence.

Our findings are limited by the unknown
reliability of the Reckitt Benckiser database
(a national directory of agencies involved in
drug treatment, particularly opioid treat-
ment) from which the sample was sourced.
The Australian National Council on Drugs
listing of service providers was not available
at the time of the study.21 In light of the
numbers and comparative breadth of agen-
cies responding nationally, the findings
could be considered representative of the
wider treatment community in Australia.

Although the patchy nature of such serv-
ices may be less important in future genera-
tions because of universal vaccination for
HBV in Australia from 2000, many current
users are still at risk. That a sizeable propor-
tion of drug and alcohol agencies do not
provide cost-effective, evidence-based BBV
interventions to this marginalised and high-
risk group is inconsistent with Australian
policy and the expectation of reasonable
public health care and harm reduction.12
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3 Barriers that prevent blood-borne virus services from being provided at those 
agencies that do not provide routine on-site services

Hepatitis B 
virus testing 

(n = 131)

Hepatitis B
virus vaccination 

(n = 134)

Hepatitis C
virus testing 

(n = 134)

HIV 
testing 

(n = 134)

Medical staff availability 57 (44%) 57 (43%) 58 (44%) 60 (44%)

Lack of trained staff 55 (42%) 53 (40%) 54 (41%) 55 (40%)

Cost 49 (37%) 55 (41%) 48 (37%) 53 (39%)

Lack of facilities 47 (36%) 51 (38%) 46 (35%) 47 (35%)

Space 39 (30%) 38 (28%) 37 (28%) 39 (29%)

Vaccine acquisition na 7 (5%) na na

na = not applicable. ◆
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