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Glossary 
 

Terminology / 
abbreviations 

Definition 

HAV, HBV, HCV, HIV Hepatitis A Virus, Hepatitis B Virus, Hepatitis C Virus, Human Immunodeficiency 

Virus 

  

IEP services Injecting Equipment Provision Services — This term will be used throughout this 

document to refer to all services that distribute injecting equipment – regardless of 

whether those services have the facilities to receive used injecting equipment. 

  

Needle In general, throughout this document, the word “needle” will be used to refer to 

both needles and syringes.  

  

N/S Needles and syringes — For the avoidance of doubt, in a small number of places 

in this document, this abbreviation is used to refer to both needles and syringes. 

  

Fixed-site service An IEP service which operates from the premises of a building, rather than through 

a mobile service or other form of outreach. 

 



 

 

 

 

 

 

 

 

 

Part 1: 
Background 
and context 
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1 Introduction 

This document contains guidelines on best practice for services providing injecting equipment (IEP) 
services.   The development of these guidelines was an action arising from the Hepatitis C Action Plan 

for Scotland: Phase II:  May 2008 – March 2011.1   

Action 14 of this plan states that “national guidelines for services providing injection equipment to 
injecting drug users will be developed” (p. 18 and p. 44) and Action 15 states that: 

Services providing injection equipment (needles / syringes and other injection paraphernalia) 

will be improved in accordance with the guidelines….  Improvements will be made in terms of 
the quantity…, quality….and nature of provision  (See p. 19 and p. 44). 

The guidelines concern the provision of needles, syringes and other injecting paraphernalia to people 

who inject opioids (including heroin and methadone), stimulants and other illicit substances (for 
example, prescribed drugs injected illicitly).   The guidelines do not cover the provision of injecting 
equipment to: 

• Young people under 16 years of age 

• People who use illicit drugs, but who do not inject 

• People who inject prescribed drugs for a medical condition, such as diabetes. 

NHS Boards and commissioners should consider how the guidelines may be applied to any 
populations not specifically covered by the guidance. 

IEP services in Scotland deliver a wide range of interventions, including sexual health interventions, 

interventions which aim to prevent injecting, and those which encourage people to cease injecting.  
These interventions are extremely important and should continue to be provided.  However, these 
interventions are not specifically addressed by these guidelines.  Rather, the focus of these guidelines 

is on more effectively meeting the needs of people who are current injectors. 

The Scottish Government has provided funding to all NHS Boards in Scotland to improve Hepatitis C 
services in their areas.  Part of this funding includes additional funds to deliver expanded and 

improved IEP services. 

Although these guidelines have been developed as an action under Scotland’s Hepatitis C Action 
Plan, Phase II, they also fit within the context of the principles outlined in the Scottish Government’s 

Road to Recovery.2  For many injectors, engagement with an IEP service is a first step towards 
recovery. 

Why does Scotland need guidelines for IEP services? 

It has been estimated that there are approximately 24,000 injecting drug users in Scotland.3  There are 
a number of health risks associated with injecting drug use, including bacterial infections such as 
septicaemia and tetanus.  Abscesses, cellulitis and collapsed veins can result from injecting with a 

blunt needle.4  Injectors are also susceptible to a range of blood-borne virus (BBV) infections, the most 
prevalent of which is Hepatitis C infection. 

It is estimated that well over 90% of new Hepatitis C virus (HCV) infections in Scotland occur in people 

who have injected drugs.5 
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There is sufficient evidence from around the world to show that IEP services are effective in reducing 
injection risk behaviours among injecting drug users (in particular, self-reported sharing of needles and 

syringes, and frequency of injection) and there is some evidence that IEPs reduce HIV infection 
among injecting drug users.6,7,8,9   IEP services are also cost-effective when compared with the lifetime 
cost of treating HIV infection.6, 7 

However, the picture with relation to Hepatitis C is less clear.  There is currently insufficient review-
level evidence to either support or discount the effectiveness of IEP programmes in reducing HCV 
transmission among injectors.  However, this lack of evidence is mainly due to limitations in the 

studies reviewed.7   Some ecological studies have demonstrated stable or declining HCV prevalence 
in association with IEP programmes.7, 10 

There is evidence to suggest that low levels of change in injecting risk behaviour may not be sufficient 

to reduce HCV transmission because of the large pool of infection in the injecting population,11 and the 
high rate of transmission among new injectors.4  Therefore, there must be much greater reductions in 
needle sharing and much higher sterile needle / syringe coverage to reduce HCV prevalence in the 

injecting population. 

At the same time, the literature is clear that the distribution of sterile needles and syringes alone is not 
sufficient to reduce the transmission of blood-borne viruses (especially, HCV) among injecting drug 

users.6,12  For example, injectors need to be educated not to reuse or share needles or other injecting 
paraphernalia. 

In Scotland, despite reports of a decreasing trend in sharing needles, HCV prevalence remains high 

among injecting drug users.   A recent study of prevalence among injectors attending IEP services in 
three Scottish Health Board areas found that overall, over half of the injectors surveyed had been 
infected with HCV.13  However, there was substantial regional variation in prevalence, ranging from 

36% in NHS Lothian to 71% in NHS Greater Glasgow & Clyde.  This same study also found similar 
variations in incidence among new injectors in this group. 

Although there is some evidence of a decline in the frequency of sharing needles and syringes in 

Scotland since 2001, the sharing of other (non-needle) injecting equipment such as filters, spoons and 
water continues to be common.14,15, 16,17,18 

At the same time, a national study of IEP services carried out in 2005 (referred to throughout this 

document as the National Needle Exchange Survey), found inconsistent and variable service delivery 
among services in Scotland.19  This research found widespread variation not only in the provision of 
injecting equipment, but also in staff training, and in the nature of interventions offered within IEP 

services.  Particularly worrying was the finding that there were also very wide geographical variations 
in the average number of needles distributed per injector per year — ranging from 57 needles per 
injector per year in one area to 479 needles per injector per year in another.  If it is estimated that 

injectors inject, on average, 2-3 times per day,20,21 the shortfall in the number of needles currently 
being distributed in Scotland can be estimated to be several million per year. 

The HCV epidemic presents new challenges to IEP services.  One of the challenges is to increase the 

uptake of sterile injecting equipment.  In addition, to reduce sharing of injecting equipment, services 
need to seek ways of undertaking intensified interventions, without alienating service users.  Some 
services may need to change what they are doing with injectors; others may need to do more of what 

they are already doing. 
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Aims of the guidelines 

These guidelines aim to provide a consistent framework which can be used across Scotland to 

support the delivery of IEP services.  The objectives of the guidelines are: 

1. To promote good practice in relation to the planning and development of IEP services 

2. To improve the accessibility of sterile needles, syringes and other injecting equipment to injecting 

drug users who are at risk of acquiring HCV and other BBVs 

3. To improve the quality and consistency of IEP services  

4. To promote integration between IEP services and other services for injecting drug users, including 

primary, secondary and social care services 

5. To ensure that local areas are taking active steps to protect the health and safety of IEP service 
staff and clients, and the community in relation to the disposal of used injecting equipment. 

Who are these guidelines intended for? 

These guidelines have been written for people who have responsibility for the planning, 
commissioning and delivery of IEP services.   This includes senior managers in NHS Boards, local 

authorities, the police and voluntary sector agencies who have a responsibility for developing and 
funding services in their local area.  It also includes front-line service providers and their staff, both in 
the voluntary and statutory sectors (including NHS and social work staff, community pharmacists and 

pharmacy staff; and prison and police officers involved in the provision of needle replacement 
schemes). 

It should be noted that the Hepatitis C Action Plan, Phase II, stipulates that HCV Prevention Leads will 

be responsible for ensuring the implementation of these guidelines in their area.  The order in which 
individual recommendations are implemented and the overall timescales for implementation may be 
determined by local NHS Boards.  However, the guidelines must be implemented in their entirety by 

March 2011.  The Action Plan requires that service activity be audited against the guidelines, and that 
performance be measured against targets set by all NHS Boards in 2009. 

The structure of this document 

This document is in two parts.  The first part contains three chapters: 

• Chapter 1 (the current chapter) sets out the background and context for developing IEP 
guidelines for Scotland. 

• Chapter 2 describes the process of developing these guidelines, discusses the nature of evidence 
available and how that evidence has been used in drafting the guidelines. 

• Chapter 3 describes and discusses the strengths and limitations of different IEP service models.  

Note that reference will be made to the information in this chapter throughout the guidelines. 

The second part of the document contains the guidelines themselves, which have been grouped into 
five sections: 

• Section 1:  Developing an IEP programme – makes recommendations related to the process of 
developing and reviewing local IEP services. 
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• Section 2:  Increasing the distribution of injecting equipment – focuses on increasing the 
quantity of injecting equipment (both sterile needles and other injecting paraphernalia) that IEP 

services give out. 

• Section 3:  Improving the effectiveness and consistency of IEP services – makes 
recommendations aimed at improving the quality of IEP services, particularly in relation to the way 

service providers interact with their clients. 

• Section 4:  Integrating IEP services with other services – aims to promote more integrated 
care for injecting drug users, particularly for those who are infected with HCV. 

• Section 5:  Health and safety of staff, clients and the community – makes recommendations 
which aim to protect the health and safety of staff and to promote safe disposal of used injecting 
equipment. 
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2 How were these guidelines developed? 

This chapter describes the process by which these guidelines were developed.  It is worth reiterating 
that these guidelines have been developed in response to an action within the Hepatitis C Action Plan 
for Scotland, Phase II:  May 2008 – March 2011, and the timescales for the process were set by the 

Action Plan.  These timescales allowed seven months in total to produce a set of draft guidelines, 
which would then be put out to consultation among stakeholders across Scotland.  The aim was to 
publish the final guidelines by July 2009.  However, publication was postponed to allow a review to be 

undertaken by the Crown Office of the Lord Advocate’s Guidelines on needle and syringe distribution 
in Scotland.  

Organisations such as the Scottish Intercollegiate Guidelines Network (SIGN) and the National 

Institute for Health and Clinical Excellence (NICE) have formal processes which they follow in 
developing clinical guidelines.  These processes invariably involve drawing up and agreeing a detailed 
specification for the guidelines; undertaking a systematic review and critical appraisal of the relevant 

literature; obtaining input from a range of experts in the field; and undertaking wider consultation.  In 
general, this process from start to finish can take up to two or even three years. 

The development of guidelines for IEP services in Scotland used a similar, but truncated process, to fit 

within the much shorter timescales available. 

Specifying the scope of the guidelines 

The initial specification for the scope of the guidelines came from the Hepatitis C Action Plan, Phase 

II.  This stated that improvements should be made in services that provide injecting equipment in 
terms of: 

• The quantity of injecting equipment distributed 

• The quality of the service delivered, and  

• The nature of service provision. 

This was a very broad and general remit, and one of the first tasks was to set out a specific set of 

objectives for the guidelines.  This was done in consultation with a multi-disciplinary expert group (the 
Guidelines Development Group), which was gathered for this purpose. 

Reviewing the evidence 

These guidelines have been informed by evidence of effectiveness in relation to the prevention of 
BBVs (and HCV in particular) and regarding the prevention and reduction of injection risk behaviour.  
Evidence related to improving access to and uptake of IEP services, and in relation to improving the 

quality of IEP services was also considered. 

A systematic review of the evidence was not specifically undertaken for these guidelines.  Rather, the 
guidelines have been informed by systematic reviews undertaken by other organisations, including 

NICE,22 the World Health Organisation8 and the Australian Government.9,23   Reference has also been 
made to IEP guidelines and policies published in English-speaking countries including Australia,24,25 
Canada26,27 and Wales.28  Phase I of Scotland’s Hepatitis C Action Plan (September 2006 to March 

2008) involved a systematic gathering of evidence to inform the actions to be taken in Phase II and 
this evidence was also taken into account when developing the guidelines.29 
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These guidelines, therefore, have been able to draw on a wealth of recent data on the nature and 
extent of current service provision and the needs for services in Scotland; review-level evidence on 

the impact of IEP services on a range of outcomes; as well as a substantial body of research which 
has been published by the Scottish Government since 2003 within its programme of research on HCV 
prevention.17,18,19, 30, 31 

Although there was a great deal of information available, it must be acknowledged that there was a 
dearth of systematic review-level evidence addressing the specific objectives set for these guidelines.  
Where review-level evidence existed, it has been used.  However, where it was lacking, the guidelines 

have drawn on the findings of primary studies, some of which may have used less rigorous methods.  
In addition, where evidence was lacking altogether, the guidelines have drawn upon expert opinion.  

Obtaining input from experts in the field 

In addition to the information gathered through a review of evidence, a group of experts in the field 
were gathered to help assess the evidence and draft the guidelines.  This group also had an important 
role in drafting guidelines on specific topics (for example, in relation to staff training) where it was felt a 

guideline was needed, but where evidence was generally lacking. 

The members of the Guidelines Development Group comprised 18 experts from a range of disciplines.  
Members included representatives from IEP services; from NHS, voluntary and academic sectors; and 

from national bodies including the Scottish Government, the Scottish Prison Service, Health Protection 
Scotland, NHS Information Services Division, NHS Health Scotland and the Scottish Association of 
Alcohol and Drug Action Teams (SAADAT).  The group was chaired by Professor Avril Taylor from the 

University of the West of Scotland, a recognised international expert in the area of harm reduction.  A 
small research advisory group was also established to manage and oversee the process. 

The Guidelines Development Group met three times during the course of drafting the guidelines.  The 

first meeting took place in July 2008 and had the aim of outlining the scope and remit of the group.  
The second meeting was a three-day residential meeting at the end of August 2008, which involved 
reviewing and assessing the evidence and formulating an initial draft of the guidelines. 

A third meeting took place in November 2008 to review, discuss and make changes to the draft 
guidelines where necessary, resulting in a set of “interim guidelines”. 

Undertaking wider consultation 

In Winter / Spring 2009, the interim guidelines were sent out for wide consultation to stakeholders in 
Scotland, including, inter alia, Drug and Alcohol Action Teams, HCV Executive Leads and HCV 
Prevention Teams in each NHS Board, public health consultants, IEP services in the NHS and 

voluntary sectors, and service user representatives.  Service user representatives were also consulted 
at events held for that purpose.  An analysis of consultation responses was undertaken and this is 
available upon request from the Scottish Government. 

Review date 

The guidelines will be reviewed after the end of the period covered by Phase II of Scotland’s Hepatitis 
C Action Plan — after March 2011. 
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3 Models of service delivery 

Chapter 1 of this document discussed evidence on the effectiveness and cost-effectiveness of IEP 
services in general.  However, the provision of injecting equipment can be undertaken using a wide 
range of service models.  In other words, not all IEP services are alike. 

One of the recommendations that will be made in the next section is that local areas should provide 
IEP services using a mixed-model approach.  Therefore, this chapter looks in detail at the different 
models available, and provides information about their strengths and limitations, based on the findings 

of research.  This information is intended to inform local decision-making about how best to structure 
service provision so that it meets the needs of local populations of injectors. 

However, before going on to discuss the different models of IEP services, it is first necessary to 

describe a form of service classification that will be used at various points throughout this document. 

Classification of IEP services 

For the purposes of these guidelines, it is suggested that most (although not all) of the models 

discussed on the following pages can usefully be classified into one of three types as follows: 

• General IEP service – provides a choice of needles and other injecting paraphernalia (usually 
through pack distribution), and basic advice and information about safer injecting practices.  

General services undertake a minimal assessment of clients’ needs, and provide written and 
verbal information about other services (including other IEP services), signposting and referral.  
Examples of general services include:  police custody and prison needle replacement schemes; 

and some community pharmacy and voluntary sector IEP services. 

• Enhanced IEP service – provides needles and other injecting paraphernalia and access to in-
depth advice and other harm reduction interventions.  The latter may be delivered by staff 

employed within the service, or by a specialist coming into the service.  It is expected that 
enhanced services undertake a more in-depth assessment of clients’ needs, and provide 
consultations in relation to BBV interventions (testing, vaccination) and wound care.  They should 

also provide written and verbal information about other services, signposting and referral.  Some 
hospital-based services, community pharmacies and voluntary sector agencies provide enhanced 
services.  

• Specialist IEP service – a service that provides needles and other injecting paraphernalia, in-
depth advice and education, and a wide range of other interventions on-site or through outreach.  
Specialist services carry out in-depth assessments of clients’ needs and provide access to other 

health and social care services either on-site and through referral.  They may be delivered either 
within the statutory or voluntary sectors.  Since specialist services may be considered to be a 
model of IEP service in their own right, they are described in more detail below, along with their 

strengths and limitations.  

Models which are not covered by this classification system are those which are not delivered by 
professional staff — i.e., secondary needle distribution and dispensing machines.  It is important to 

note that this classification is not intended to represent a “tiered” classification.  Any injecting 
drug user should be able to have direct access to any of the three types of services.  (In a tiered 
classification, higher-tiered services ordinarily require referral.) 

The remainder of this chapter will now look in detail at the various models of IEP services.  
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Specialist IEP services 

What are they? 
As mentioned above, specialist IEP services may be either in the statutory or voluntary sector.  These 
services provide injecting equipment, as well as other harm-reduction interventions, either through 
fixed-site or outreach services.  In some cases, a specialist IEP service may be provided within a 

wider drug treatment or rehabilitation service.  Historically, specialist services have been non-
pharmacy services and much of the evidence available on specialist and pharmacy services makes a 
distinction between the two.  However, there is now scope for community pharmacies to provide many 

of the interventions that have traditionally been available only through non-pharmacy specialist 
services.  This potential development will be discussed further in the guidelines, later in this document. 

The distinctive feature of a specialist IEP service is the level of interventions it provides.  Many 

specialist services undertake in-depth assessments of their clients’ needs, and offer access to a wide 
range of interventions, including BBV vaccination and testing, in response to those needs.  In addition, 
the provision of needles and other injecting equipment can be tailored to suit the client’s needs and 

preferences.  Many specialist services also undertake motivational work with clients and are able to 
provide in-depth education and advice to reduce the risks associated with injecting. 

There are examples throughout Scotland of specialist services offering BBV testing and vaccination, 

on-site access to primary care and dental clinics, training in overdose prevention, counselling, and 
other similar interventions.  Specialist services are also often involved in providing training and support 
to other (non-specialist) service providers in their area. 

Evidence 
One of the important strengths of specialist services in Scotland is that they appear to be very 
successful in getting large numbers of needles out to their clients.  The National Needle Exchange 

Survey found that, in the one year period between April 2004 and 2005, there were three times as 
many pharmacy services as specialist services in Scotland, and pharmacy services had twice as 
many transactions as specialist services.  Nevertheless, in that year, the combined number of needles 

given out by all specialist services across Scotland substantially exceeded the combined total given 
out by all pharmacy services.19 

A further strength is the quality of advice and information provided by specialist services.  A review of 

qualitative evidence undertaken for NICE found that injecting drug users rated specialist IEP services 
based in drug agencies more highly than those in pharmacies for advice and information.32 

One of the limitations of specialist services is the lack of consistency in staff training and qualifications.  

The National Needle Exchange Survey found that there is currently no standard training for specialist 
IEP service staff across Scotland.19  Some services are delivered by highly-qualified staff with formal 
training in nursing or drug misuse.  Others are delivered by unqualified staff who have only received 

in-house training. 

Pharmacy IEP services 

What are they? 
Pharmacy IEP services are delivered within the premises of community pharmacies.  They may be 
either general or enhanced, and as mentioned above, there is scope for some to become specialist 
services as well.  There are many benefits to basing an IEP service within a pharmacy. 
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First, the use of community pharmacies can make IEP services more accessible to injecting drug 
users — both in large cities and in small towns — as the infrastructure is already in place.  Providing 

injecting equipment within a community pharmacy also gives injectors on-site access to a qualified 
health care practitioner and a full range of NHS pharmaceutical services.  The new Scottish pharmacy 
contract provides considerable opportunities for developing the care of drug users in a community 

pharmacy context.  For example, the electronic Minor Ailments Service (eMAS) allows all patients who 
are exempt from prescription charges, to access a range of medications and dressings free of charge, 
directly from the pharmacist.   

There are also other practical and cost benefits.  The provision of injecting equipment within an 
existing pharmacy precludes the need to find and fit out new premises and hire staff, with all the 
expense that would entail.  Furthermore, there is no need to obtain planning permission in order to 

deliver an IEP service within a pharmacy.  At the same time, funding from the Scottish Government 
has allowed many pharmacies to construct consultation rooms that allow for greater confidentiality and 
privacy when speaking to customers. 

In practice, however, community pharmacies are busy places which are used by members of the 
general public.  There is often not the time, and in some pharmacies, there is not the space, to provide 
in-depth advice and education to injectors.  Finally, in most pharmacy services, injecting equipment is 

provided in pre-packed bundles, and so the extent to which the service can be tailored to client needs 
and preferences is somewhat limited.  

Evidence 
A review undertaken for NICE found evidence that pharmacy-based programmes are popular with 
injectors and are generally rated more highly than drug-agency-based IEP services for accessibility 
(both location and opening hours).32  However, perceptions about staff attitudes and fear of exposure 

have led to negative feelings about pharmacy IEP services, particularly among women.  This same 
review found evidence that injectors would like greater privacy when collecting needles from pharmacy 
services. 

Some studies in Scotland have found significantly more positive attitudes towards drug users among 
pharmacists providing an IEP service than among those who do not.33, 34   However, others have found 
a wide range of attitudes (both positive and negative) among pharmacy IEP service providers.31  

The National Needle Exchange Survey found that, in some areas of Scotland, IEP service provision is 
almost exclusively through community pharmacies.19  However, there can be barriers to pharmacy 
provision of injecting equipment services.  Some of the difficulties include the size and suitability of the 

premises, a lack of separate consulting areas and a shortage of storage space.35  In addition, 
pharmacists themselves may fear that the presence of drug users in the pharmacy will deter other 
customers – although there is evidence to show that these fears can be in contradiction to the views of 

customers who are often unaware that the pharmacy is providing drug services.  

There are currently more than 1,000 community pharmacies in Scotland; however, only a small 
proportion (12%) are currently funded to provide injecting equipment services.  Therefore, there is 

considerable potential to make greater use of the pharmacy network for injecting equipment provision, 
and there is evidence from primary research carried out in Scotland that active local recruitment can 
increase the participation of pharmacies in IEP service provision.34  At the same time, consultation 

with service providers undertaken as part of the National Needle Exchange Survey suggested that it is 
essential to give on-going training and support to pharmacists and support staff involved in delivering 
an IEP service.19 
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Outreach services 

What are they? 
“Outreach” is a generic term which may cover a wide variety of IEP services.  An outreach service 
may take the form of a mobile unit (van, bus, etc.), or a backpacking service on the street.  Outreach 
may also be provided through home deliveries or a peripatetic service offered on the premises of 

another agency such as a health centre on certain days of the week for a few hours each day.  Finally, 
the term outreach may also apply to an IEP service that is delivered out-of-hours to a particular target 
population, such as a night-time drop-in service for sex workers or a service for users of performance 

and image-enhancing drugs. 

Outreach services are generally delivered by a specialist IEP service provider, and are often targeted 
at populations of injecting drug users that are difficult to reach through ordinary fixed-site services 

delivered during day-time working hours. 

Evidence 
An Australian review of evidence on effective harm reduction interventions reported that outreach 

programmes have been shown in that country to promote treatment entry and encourage some 
degree of change in levels of risk behaviour.36  In addition, some US studies have indicated that 
outreach-based education programs were effective in reducing risk behaviours in injectors, including 

needle sharing and unsafe sex.37
 

A review of research on mobile vans found that, compared to fixed site services, mobile vans can 
provide greater accessibility to injecting equipment over large geographical areas, and at times and in 

places where coverage is poor.38  A roving site can also keep staff and clients relatively inconspicuous 
to neighbours, local businesses and the police.  A review of the evidence carried out for NICE reported 
that mobile vans may attract younger injectors and injectors with higher risk profiles than pharmacy-

based services.6  However, this evidence is based on studies that were all conducted in countries 
where injecting equipment was usually provided through the pharmacy sale of needles, rather than 
through free distribution.  A review of qualitative evidence carried out for NICE found that mobile 

services were thought to increase accessibility for clients, but that they could not offer the full range of 
services available at some fixed site services.32 

There is a lack of published review-level evidence on the cost-effectiveness of outreach in preventing 

HCV transmission, as compared with other models of IEP services.  However, a substantial 
programme of research on community-based outreach carried out by the US-based National Institute 
on Drug Abuse (NIDA) over 15 years, and involving more than 60,000 drug users in 52 communities, 

concluded that community-based outreach is an effective and cost-effective method for preventing 
transmission of HIV among out-of-treatment IDUs.39  In Scotland, focus group participants who took 
part in the National Needle Exchange Survey suggested that outreach services were more successful 

than either community pharmacy or fixed-site specialist services in reaching hard-to-reach groups 
including women, sex workers and homeless injectors.19 

Police custody suite / prison needle replacement schemes 

What are they? 
When taken into police custody, injecting drug users are required to dispose of any used injecting 
equipment found on their person.  Needle replacement schemes involve providing replacement packs 

of sterile needles, and returning any sterile equipment to the injector when he / she leaves custody.  At 
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the same time, injectors are informed of IEP services and drug treatment services available to them in 
the area. 

Tayside Police in Dundee were the first to pilot needle replacement in Scotland in 2001-02.  Following 
formal evaluation, it was recommended that the scheme be expanded to the whole of the Tayside 
region.  The perceived success of the scheme resulted in similar schemes being rolled out to police 

forces across Scotland.  

Following a successful pilot, the Scottish Prison Service also now provides a needle replacement 
scheme at reception in several prisons to support the schemes that exist in many police custody 

suites.  This involves offering sterile needles to known injectors when they leave prison. 

Evidence 
There is some tentative evidence from Scotland to indicate that police custody suites may be able to 

reach a group of injectors who are not in contact with other services.  An evaluation by Central 
Scotland police undertaken during the pilot of their own needle replacement scheme in 2003 showed 
that, within the first 10 months of the scheme, there were 127 needle replacement transactions.  One 

quarter of arrestees who received sterile needles upon release from custody, had never used an IEP 
service before.40 

In-prison IEP services 

What are they? 
There are currently no prison-based IEP schemes in Scotland.  However, under the Hepatitis C Action 
Plan, Phase II, there are plans to pilot an in-prison injecting equipment initiative in the Scottish Prison 

Service as one of a range of harm reduction measures to reduce the transmission of HCV.  
This initiative is due to be evaluated as part of the Action Plan and is currently in discussion between 
Government Ministers and prison unions.  (See Action 17 of the Hepatitis C Action Plan, Phase II.)1 

The provision of injecting equipment to injectors in prison may be done through a dispensing machine 
or through a hand-to-hand exchange delivered by a doctor / nurse, a prison official or a harm reduction 
specialist. 

A pilot study of injecting paraphernalia distribution (where prisoners had access to cookers and filters, 
but not needles and syringes) was carried out in HMP Aberdeen.  Following the success of this pilot, it 
became Scottish Prison Service policy in 2007 to allow the provision of injecting paraphernalia 

throughout the prison estate, although some prisons have been slow to implement this policy. 

Evidence 
Addiction Prevalence Testing carried out by Scottish Prison Service in 2008 found that 64% of people 

entering prison in Scotland tested positive for illicit drugs, with 34% testing positive for opiate use.41  
Annual prison surveys show that a small proportion (national average = 3%) continue to inject drugs 
while in prison.42  However, because of the lack of availability of sterile injecting equipment, the 

sharing and reuse of injecting equipment is common among this group. 

A review undertaken on behalf of NICE found evidence that prison-based IEP programmes in six 
prisons all had positive results.  These included no new cases of HIV, HCV or HBV; and stable or 

reduced drug use.  The authors of this review concluded that prison-based injecting equipment 
provision was likely to be feasible in small prisons, but there was insufficient evidence to determine the 
effectiveness of these programmes in larger prisons.6 
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A review of qualitative research carried out for NICE found evidence that prison-based IEP services 
may find support, but also opposition, among both injectors and non-injectors.32  This review also 

found that anonymity was seen to be important by injectors in relation to prison-based IEP services. 

The Scottish Prison Service carried out its own review of the literature on prison-based IEP services in 
2005, and found that there have been 46 prisons in four European countries with IEP schemes in 

operation for around 10 years.43  Evaluation of these schemes showed that they resulted in lower 
transmission rates of HIV and HCV, and no increase in drug use or injecting among prisoners.  They 
also had not interfered with drug prevention strategies within the prison context, and there had been no 

attacks on staff or other prisoners with injecting equipment since the introduction of the schemes.  Five of 
the schemes identified were no longer in operation at the time of the review.  However, those that were 
discontinued had stopped, not because of problems or lack of success in implementation of the scheme, 

but rather due to the intervention of politicians.  The discontinuation was universally opposed by the staff 
in those prisons — 85% of whom had initially opposed the introduction of the scheme.  

Secondary needle distribution 

What is it? 
Secondary needle distribution involves the distribution of sterile injecting equipment to one service 
user, who then redistributes it to others in his / her social network.   

The advantage of secondary distribution is that it increases the reach of the IEP service to injectors 
who might not otherwise access sterile injecting equipment.  Services may use the opportunity of 
secondary exchange to provide in-depth advice and education to the secondary distributor.  However, 

in practice, services have little control over the nature of the secondary transaction, or the advice 
given out by secondary distributors to others.  Furthermore, the distributor may sell the equipment on 
to others, rather than distributing for free.  Where the sale of equipment takes place, it is principally an 

indication of a lack of adequate service coverage, and the response of services should be to increase 
equipment availability and supply. 

Evidence 
The practice of secondary distribution is highly prevalent among injecting populations.18,44  Indeed, 
some injectors prefer secondary distribution.  A review of qualitative research carried out for NICE, 
found that many injectors fear being caught and publicly exposed as drug users (to the police, 

neighbours or family) and that this can impact upon the use of IEP and other services.32  Anonymity, 
confidentiality and convenience are all very important to injectors, and some prefer secondary 
distribution for this reason — even if it means having to buy needles from another injector.  

Women, in particular, can be reluctant to attend IEP services (particularly community pharmacy services) 
because of concerns about confidentiality and the perceived negative attitudes of staff.32  As a result, 
women are more likely than men to obtain injecting equipment through secondary distribution.  Younger, 

or new injectors, also often obtain needles through peers, rather than through an IEP service.  

As mentioned above, there are some disadvantages to secondary distribution.  In particular, there is 
little control by IEP services over the advice and information given out by secondary distributors.  This 

can lead to high-risk injecting practices among those taking part in secondary distribution.  Some 
evidence for this comes from a study carried out in California (USA) which found that injecting risk 
behaviours were significantly more common among injectors who took part in secondary distribution 

(either as recipients or as distributors) than non-participants.44   



 

13 

Peer-led services 

What are they? 
Peer-led distribution of injecting equipment is similar in some ways to secondary distribution, in that it 
involves one injector (or sometimes, a former injector) distributing sterile injecting equipment to other 

injectors.  The difference is that the peer distributor has been formally trained (and may be formally 
employed) by an official IEP service provider, to provide accurate advice and information to other injectors. 

The advantage of peer-led services is that they increase the reach of the IEP service to injectors not in 

contact with services, and they provide greater control over the nature of the secondary transactions.  
The disadvantage is that the training and supervision of peer distributors can be time intensive, and 
there may be a high turnover of personnel. 

Evidence 
A review of qualitative research carried out for NICE found that the use of peers as staff in IEP 
services increased engagement of clients with the service.32  However, the recruitment and training of 

peer staff was said to be time-consuming.   Peer-led (and even peer-run) services have been widely 
used in Australia, particularly among the indigenous population, and are reported to be effective in 
reaching people who may not be reached by other means.45,46  An evaluation of an HIV peer-led 

education intervention in Maryland (USA) reported positive benefits for peer educators.47 

A review of the literature on educational interventions to prevent HCV found examples from around the 
world of highly effective incentive-based “peer-driven” schemes, where injectors are given rewards for 

passing on a specific body of information to members of their social network, and then recruiting those 
individuals to attend an IEP service where they are given further educational information.48  A 
comparison of this intervention with a traditional outreach intervention in Connecticut (USA) found that 

both interventions produced significant reductions in self-reported HIV risk behaviours.49  However, the 
peer-driven intervention outperformed the traditional intervention with respect to the number of 
injectors recruited, the ethnic and geographic representativeness of recruits, and the effectiveness of 

the HIV prevention education.  In addition, the costs of recruiting injectors into the intervention and 
educating them about HIV in the community was only one-thirtieth as much in the peer-driven 
intervention as in the traditional intervention.  

However, an evaluation of a peer-led HIV prevention intervention among gay men (steroid injectors) in 
London found that there was high turnover among peer educators (only 1 in 5 remained with the 
project throughout).50  The intervention also required substantial input from the professional health 

promotion team — equivalent to one team member devoting 2.5 days a week to recruit, train and 
support peer educators over 18 months.  The conclusion of this study was that peer education should 
not be viewed as a low-cost approach to prevention. 

Needle dispensing machines 

What are they? 
Needle dispensing machines provide sterile needles and other injecting equipment through an 
automated machine.  The machine may be operated free-of-charge or with a coin or token.  If the 
machine is token-operated, the client is required to obtain tokens in advance from an IEP service. 

The machine can be used to exchange new for used equipment, or it can be used to dispense 
equipment only, with a disposal bin located beside the machine.  Dispensing machines can provide 
greater accessibility at times and places where coverage is poor. 
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Dispensing machines may be located near to, or on the premises of an existing IEP service to provide 
access to sterile injecting equipment when the staffed service is closed.  Alternatively, they can be 

located in other areas.  In Australia, for example, machines are located outside hospitals, community 
or sexual health centres and alcohol and drug services, in both urban and rural areas.36 

Evidence 
There are currently no needle dispensing machines available in Scotland.  However, dispensing 
machines have been used in Denmark, Norway, Switzerland, Germany, France, The Netherlands, 
Austria, Australia and New Zealand.38 

An international review of evidence on dispensing machines found no evidence to indicate that the 
availability of injecting equipment through dispensing machines led to an increase in drug use or 
injection frequency, and moreover, the sharing of needles was reduced significantly among individuals 

who used the machines.38  This same review found that dispensing machines in France tended to 
attract younger injectors, those not in treatment and those who inject less frequently, and similarly, 
dispensing machine users in Berlin were more likely to report a shorter history of injection.  

A more recent international review of qualitative research carried out by the same authors, found that 
dispensing machines increased access to sterile injecting equipment, reduced needle and syringe 
sharing, and were likely to be cost-efficient.51  They also complemented other modes of service 

delivery as they were used by injectors who were less likely to attend staffed IEPs.  

Other evaluations of dispensing machines report similarly positive results.  An evaluation of a 12-
month trial of dispensing machines in one Australian city reported that the machines appeared to be 

serving both the clients of other IEP services and clients who were reluctant to use other IEP services 
or who find them inconvenient.52  A trial in Southampton (England) found that the installation of a 
dispensing machine outside the main IEP service in that city accounted for an increase of 7% in client 

transactions during the first four months of its operation.53 

Hospital-based IEP services 

What are they? 
Hospital-based IEP services are provided within a hospital building and are one way of providing 24-
hour access to sterile injecting equipment. 

Evidence 
There was little evidence available on the use of hospital-based IEP services.  The National Needle 
Exchange Survey found IEP services were delivered in the Emergency Departments of three hospitals 
in Scotland,19 and the use of hospital-based IEP services is common in some areas of Australia.25 

A review carried out for NICE found evidence to show that hospital-based IEP services may increase 
the accessibility to outpatient services among injectors attending these services.6 

Summary 

Table 1 below briefly summarises some of the key strengths and limitations of different IEP service 
models. 
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Table 1:  Key strengths and limitations of different models of IEP services 

Model Strengths Limitations 

Specialist IEP services  In-depth education and advice 

 Provision of injecting equipment 

can be tailored to individual client 

need 

 Able to provide a wide range of 

interventions 

 Option for locating other services 

on-site 

 Hours of operation 

 Lack of consistent training among 

staff 

Community pharmacy 

IEP services 

 Longer (including weekend) hours 

of operation 

 Multiple locations 

 Less stigmatising / more 

anonymous 

 Relatively inexpensive 

 No planning permission required 

 Access to a full range of NHS 

pharmaceutical services 

 Access to qualified health care 

professional for general health 

advice 

 Generally does not provide a full 

range of harm reduction 

interventions, in-depth advice and 

education (although these may be 

provided in enhanced services) 

 Needles / syringes generally given 

out in pre-packed bundles rather than 

tailored to client need 

 Can be difficulties with staff attitudes 

and lack of training / support 

Outreach IEP services, 

including: 

  

Mobile services (eg, bus 

or van) 

 Increases accessibility (ie, the 

service goes to where the clients 

are) – particularly useful for 

covering a large geographic area  

 More attractive than fixed-site 

services for certain hard-to-reach 

and high-risk groups of injectors 

 Potential for in-depth education and 

advice to be made available 

 Relatively inconspicuous to the 

public 

 

 Depending on the size of the vehicle, 

may have insufficient space for 

counselling sessions; arranging 

referrals; BBV testing; etc. 

 If they operate for only a short time at 

each location, there is a high chance 

that they will be missed 

 Cost and maintenance of the vehicle 

Home visits  Able to reach hard-to-reach 

injectors (eg, women in particular) 

 Better returns of used injecting 

equipment 

 

 Safety for staff 

 Potentially intrusive for clients 

 Resource-intensive 

Peripatetic IEP services 

(provided as part of a 

wider service, 

 for example, within a 

health centre or social 

work service) 

 May attract different groups of 

injectors 

 Improves accessibility in terms of 

location, time, culture and age 

group 

 Peripatetic services delivered in 

health centres may improve 

injectors’ access to other primary 

care services 

 Relatively inexpensive  

 If they operate for only a short time in 

a particular location, there is a 

chance that they will be missed. 
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Model Strengths Limitations 

Prison / custody suite 

needle replacement 

 Ensures that known injectors have 

access to sterile injecting 

equipment and information about 

local IEP services upon release 

from custody 

 May reach some injectors who are 

not otherwise in contact with IEP 

services 

 Little or no harm reduction advice 

given 

Prison injecting 

equipment provision 

 Reduces sharing of needles, and 

other high-risk injecting practices 

among prisoners 

 Can be opposition from politicians, 

prison staff and prisoners 

 Concerns among injectors about 

anonymity 

Secondary distribution  Improves reach to groups of 

injectors who will not (or cannot) 

use other forms of IEP services 

 Lack of control over provision of, or 

accuracy of, harm reduction advice 

and information to recipients 

 Continued high-risk injecting 

behaviour 

Peer-led distribution  Peer knowledge of drugs and drug 

use 

 Improves reach to groups of 

injectors who will not (or cannot) 

use other forms of IEP services 

 May provide education, 

employment skills and income for 

peer distributors 

 Convenient / accessible for clients 

 Peers have credibility and can be 

important role models 

 Training / supervising of peers can be 

costly 

 Conflicting identities as peer worker 

and injector 

 High turnover of peer workers 

Dispensing machines  24-hour access 

 Anonymous 

 Location can be wherever the need 

requires 

 Convenient and easy to use 

 Limited staffing required 

 No face-to-face education or advice 

can be provided 

 No way to regulate access to the 

machine (by under-16s for example), 

unless a token system is used 

 Difficult to maintain anonymity when 

located in a public place 

 Potential for public opposition 

Hospital-based IEP 

services 

 24-hour access  Can be opposition from hospital staff 
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The guidelines 



 

18 

The Guidelines – List of recommendations 
 

Section 1:  Developing an IEP programme 

Recommendation 1:  Planning and developing IEP services 

In planning and developing services that provide injecting equipment, NHS Boards, together with local 
partners, should undertake a number of tasks to ensure that services are able to meet the needs of 

their clients effectively.  These include: 

• Needs assessment 

• Stakeholder consultation and engagement 

• Staff training 

• Advertising the service 

• Monitoring and evaluation 

Recommendation 2:  Choosing appropriate models of delivery 

NHS Boards and other service commissioners should ensure that a range of IEP services are 

provided using models of delivery appropriate to their injecting populations and the geography in their 
locality, based on an assessment of local needs. 

In addition, it is recommended that: 

• All clients should be able to access in-depth advice and information from a specialist IEP service. 

• In large towns and cities (defined by the Scottish Government’s urban-rural classification as 
settlements of 10,000 or more), there should be a balance between the use of specialist, 

enhanced and general services. 

• Fixed-site services should be located in areas where there are clusters of injecting drug users. 

• All NHS Board areas should have at least one fixed-site service. 

• Fixed-site services should be located on, or within five minutes walk of, a public transportation 
route. 

• When injectors live in areas where they cannot easily access a fixed-site service on foot or by 

public transportation, other models of distribution (for example, through outreach) should be used 
in preference. 

Recommendation 3:  Meeting the needs of sub-populations of injectors 

In deciding which models of service provision to use, service commissioners and service providers 
should give special consideration to the specific needs of the following sub-populations of injectors, 

where these populations exist in their area: 

• New injectors 

• Women 

• Sex workers 

• Homeless injectors 

• Users of performance and image-enhancing drugs (PIEDs) 

• Minority ethnic groups 

• People receiving opiate substitution therapy, or who have recently relapsed following treatment 

• People in custody (both prison and police custody) or recently released from custody or court. 
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Recommendation 4:  Opening times 

IEP services should operate at times when injecting drug users are likely to need access to injecting 
equipment.  There should be out-of-hours and weekend access within each NHS Board area 
corresponding to the needs of local injecting populations. 

 

Section 2:  Increasing distribution of injecting equipment 

Recommendation 5:  Provide one needle per injection 

IEP services should provide, free of charge, as many needles as an individual client requires. 

Services should continue to encourage clients to return used needles, and individual safe disposal 

bins should be provided for this purpose.  However, the provision of sterile needles should not be 
dependent on the return of used needles.  Services should aim at all times to ensure that all clients 
have a sterile needle for every injection. 

NHS Boards should ensure that all IEP services in their area are actively encouraging their clients to 
take sufficient numbers of needles. 

Recommendation 6:  Provide other (non-needle) drug injecting equipment 

IEP services should provide, free of charge: 

• Acidifiers 

• Cookers 

• Filters 

• Water for injections 

• Pre-injection swabs 

These items should be supplied in sufficient quantities to enable the use of one item each per 
injection. 

Recommendation 7:   Secondary distribution 

Secondary distribution should not be discouraged.  If a client states that he / she is supplying injecting 

equipment to others, it is acceptable to provide supplies for the purpose of secondary distribution. 

However, those clients who supply equipment to others should be encouraged to bring the other 
injectors into the IEP service so that they can benefit from advice and information. 

Recommendation 8:   Provide methods for syringe identification 

Injectors should always be encouraged to use a sterile needle and related paraphernalia for every 

injection.  However, the reality is that some injectors may continue to reuse needles.  Therefore, a 
method of equipment identification should be made available to clients who inject in the company of 
other injectors in order that they can identify their own equipment and avoid accidental sharing. 
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Section 3:  Improving the effectiveness and consistency of IEP services 

Recommendation 9:  Training of IEP service staff 

As a minimum, all individuals involved in the distribution of injecting equipment should receive 
appropriate training prior to providing a service or during induction in relation to: 

• Understanding drug use 

• How to engage with drug users 

• Injecting risk behaviour 

• Correct, single person use of injecting equipment 

• Needs of different sub-populations of injectors, including those who are in treatment 

• Prevention of HCV and other blood-borne viruses 

• Overdose prevention and management 

• Procedures regarding safe disposal of used injecting equipment 

• Procedures for managing needle stick injury 

• Contact details of other local relevant services 

All staff involved in the provision of injecting equipment should have read and understood these 
guidelines.  They should also be familiar with the Lord Advocate’s Guidelines (issued in March 2010), 

and have basic training in child protection awareness.  Pharmacists involved in the delivery of IEP 
services should complete the NHS Education Scotland (NES) distance learning package on 
“Pharmaceutical Care of the Substance User.” 

Staff training should include information about the importance of sensitivity and confidentiality in 
delivering an IEP service, and information about how best to liaise with other local services in relation 
to the needs of their clients. 

On-going supervision should be provided and training should be updated at least annually. 

NHS Boards should ensure that relevant training is made available to staff involved in the distribution 
of injecting equipment, including counter staff in community pharmacy services, and that these 

individuals are given all necessary support to attend the training. 

Recommendation 10:  Identifying and responding to the individual client’s needs 

All clients attending a service for the first time should be welcomed to the service and asked some 
basic information about their injecting practices in order that services are able to meet their needs.  
This initial discussion should be carried out in a private area, separate from the public, to ensure client 

confidentiality, and it should include the provision of both verbal and written information about safer 
injecting practices and about safe disposal of used injecting equipment. 

As a minimum, IEP services should ask clients: 

• How often they inject 

• What they are injecting 

• How often they (usually, or intend to) visit the IEP service, and  

• Whether they are collecting supplies for anyone else. 

This is to ensure that clients’ equipment needs are addressed and that they leave the service with 
sufficient supplies to enable the use of one set of equipment per injection. 
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Recommendation 11:  Service user education 

When providing needles and injecting equipment, IEP services should educate clients about – as a 
minimum: 

• Washing their hands with soap and water before injecting 

• The correct use of each item of injecting equipment 

• The risks of sharing injecting equipment 

• The correct methods of disposing of used injecting equipment. 

Recommendation 12:  Getting client feedback 

All IEP service providers should put in place mechanisms for identifying and responding to client 
feedback at regular intervals – at least annually. 

NHS Boards should ensure that client feedback informs the on-going planning and development of 

local IEP services in their area. 

Recommendation 13:  Monitoring, evaluation and audit 

IEP services should have systems for monitoring, evaluation and audit to enable on-going needs 
assessment at a local level.  

In terms of monitoring, services should report to their local NHS Boards, and NHS Boards should 

participate in national data collection requirements.  As a minimum, monitoring systems should allow 
NHS Boards to report on: 

• The number of general, enhanced and specialist IEP services available in the area  

• The number of needles distributed 

• The number of items of other injecting paraphernalia distributed 

• An estimate of the number of needles returned 

• The number of transactions 

• An estimate of the number of clients  

• The proportion of male and female transactions / clients. 

 
 
Section 4:  Integrating IEP services with other services 

Recommendation 14:  BBV testing and vaccination for IEP clients 

IEP services should encourage clients to be tested annually for HCV.  In addition, wherever possible, 

all IEP services should make available vaccination (for HAV, HBV and tetanus), and testing (for HCV, 
HBV and HIV) on-site in a suitable private space. 

Testing — including pre- and post-test discussion, sample collection, result-giving and onward referral 

— should always be delivered by appropriately trained staff.  Where IEP services do not offer testing 
and vaccination facilities on-site, they should develop referral pathways that are user-friendly and 
accessible to injecting drug users. 
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Recommendation 15:  Improving integration between IEP services and other services 

All IEP services should be able to signpost or formally refer clients to treatment for drug misuse. 

In addition, IEP services should be able to signpost or formally refer clients to other broader health 
and social support services, including: 

• Well women, sexual health services and family planning advice 

• Benefits advice 

• Legal aid 

• Social and mental health services 

• Homelessness services 

• Primary healthcare, including dressings, wound care and antibiotic prescribing 

• Dental care 

• Counselling 

• Emergency department care 

Wherever possible, IEP services should make any one or more of these broader support services 
(excepting emergency department care) available on-site.  Where this is not possible, user-friendly 
and accessible referral pathways should be developed. 

 

 

Section 5:  Health and safety of staff, clients and the community 

Recommendation 16:   Ensuring the safe disposal of used injecting equipment 

As part of wider risk assessment procedures, NHS Boards should ensure that all services in their area 

have robust policies and procedures in place in relation to the safe disposal of used injecting 
equipment. 

To prevent the transmission of BBVs through improperly discarded injecting equipment, IEP services 

should: 

• Educate staff and clients to safely handle and dispose of used injecting equipment 

• Provide multiple options and locations for safe disposal of used injecting equipment 

• Inform staff and clients that they could be prosecuted if they are found disposing of used injecting 
equipment in a way that could put members of the public at risk. 

 

Recommendation 17:   Hepatitis B vaccination for staff 

NHS Boards should work together with employers to facilitate vaccination for Hepatitis B, free of 

charge, for all staff who are responsible for delivering an IEP service. 
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Section 1:  Developing an IEP programme 

There are injecting populations in every part of Scotland, including rural and very remote 
communities.3  Local authorities, Health Boards and Community Health (and Care) Partnerships 
(CH(C)Ps) have a duty to respond to the needs of these populations, not only to reduce the significant 

risks of injecting to injectors themselves, but also to prevent the transmission of HCV and other BBVs 
within the general population. 

Access to sterile injecting equipment should be available to whoever needs it, regardless of whether 

that individual’s residence is rural or urban; island or mainland; or whether they are detained in prison 
or in police custody.   

However, findings from the National Needle Exchange Survey have shown that, in many areas, there 

is far from sufficient distribution of needles to injecting drug users.  In 2005, the Survey found that 
there were just 188 IEP services across the whole of Scotland, serving an estimated 19,000 
injectors.19 

There needs to be a significant increase in the overall provision of injecting equipment across 
Scotland. This increase in provision can come, both by providing more services on the ground, and 
also by making existing services more accessible (through, for example, expanded opening hours). 

However, the expansion of IEP services in local areas needs to be done in a strategic way, giving full 
consideration to prevalence data and to evidence about the best way of meeting the needs of diverse, 
and often hidden, injecting populations. 

These guidelines are intended to provide a framework for the planning and delivery of IEP services 
across Scotland.  Many of the recommendations made in the following pages focus on what IEP 
services do and how they do it. 

However, it is clear that, to implement these guidelines, services will need the support and 
commitment of colleagues who are responsible for service planning and commissioning activities.  
Before an IEP service can even open its doors to customers, decisions have to be taken about where 
and when the service will be delivered, what form the service will take, and who will staff it.  These 
decisions will have a major impact on the accessibility and quality of services — and ultimately, the 
ability of services to meet the needs they were set up to meet. 

Therefore, this section makes recommendations related to the process of planning and developing 
IEP services.  These recommendations will be most relevant to those who have a strategic role in the 
planning and commissioning of services in their area, as well as those involved in managing and 

developing local IEP programmes. 

The aim of the recommendations in this section is to increase the overall provision of injecting 
equipment and make that provision more accessible.  Recommendations made later in this document 

will address ways that existing services can be improved. 
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Recommendation 1:  Planning and developing IEP services 

In planning and developing services that provide injecting equipment, NHS Boards, together with local 
partners, should undertake a number of tasks to ensure that services are able to meet the needs of 

their clients effectively.  These include: 

 Needs assessment 

 Stakeholder consultation and engagement 

 Staff training 

 Advertising the service 

 Monitoring and evaluation 

Needs assessment 
Needs assessment is a strategic process that involves identifying the extent and nature of the needs 
of a particular population so that services can be effectively planned and delivered to meet those 
needs.  The outcome of needs assessment will be greater capacity within services and better access 

for service users, as well as improvements in the quality and range of service provision. 

Needs assessment is not a one-off activity.  Injecting populations, and their needs, may change over 
time, and so it is important to review needs assessment annually, and link the process of needs 

assessment to on-going monitoring and evaluation (described below). 

Needs assessment is a complex task.  However, there are a number of good practical guides which 
can assist with the process.  Two of these are: 

• Griesbach D, Hopkins V, Russell P & Rich C (2004)  Needs Assessment: A Practical Guide to 
Assessing Local Needs for Services for Drug Users.  Scottish Executive Effective Interventions 
Unit.  Available at:  www.scotland.gov.uk/Publications/2004/01/18783/32014. 

• Cavanagh S & Chadwick K (2005)  Health needs assessment.  A practical guide.  National 
Institute of Health and Clinical Excellence (NICE). Available at:  
www.nice.org.uk/media/150/35/Health_Needs_Assessment_A_Practical_Guide.pdf.  

Stakeholder consultation and engagement 
Planners and commissioners of IEP services need to take time to develop support among the diverse 
groups that will be affected by IEP services.  These include:  injecting drug users, treatment services, 

the police, public health, primary care and mental health services, and community representatives.  
One way of developing support is by establishing an advisory group comprising relevant stakeholders. 

BBV Prevention Groups currently exist throughout Scotland, and generally these include 

representatives from agencies responsible for the commissioning and delivery of IEP services.  To be 
truly effective, however, the planning of IEP services also needs to take into account the views of 
service users and community representatives.  Local community drugs forums may provide one 

means of communicating with, and receiving input from, these groups. 

In Scotland, planning regulations require formal public consultation prior to establishing a fixed-site 
IEP service.  This is not required if the service is delivered within a pharmacy or other existing service, 
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or as an outreach, mobile or home-delivery service.  However, even where formal public consultation 
is not required, future difficulties can be avoided if community representatives are actively involved in, 

and understand the benefits to the community, of IEP services.  IEP services can often be victims of a 
“not-in-my-backyard” attitude.  NHS Boards should be prepared to actively promote the benefits of IEP 
programmes to counter adverse media publicity and local opposition based on misinformation. 

The police are also important stakeholders in relation to IEP services, and the drugs strategy of the 
Association of Chief Police Officers in Scotland (ACPOS) supports the principles of injecting 
equipment provision.  Links to the police can be made through local community safety partnerships, 

and discussions with the police should take place before setting up any new service since police 
support can help to allay fears and combat local opposition.  It may be helpful, in some circumstances, 
to establish a protocol with the police (and / or shop security staff), so that clients are not harassed 

when entering or leaving an IEP service, as this can discourage clients from attending.26  Current good 
practice guidance from the UK Department of Environment, Food and Rural Affairs (DEFRA) suggests 
that such a protocol may also be helpful to avoid clients inappropriately discarding injecting 

equipment, since injectors may fear that if they are found by the police in possession of needles, they 
will be arrested and the needles used as evidence against them.54 

While it is crucial to engage with stakeholders in the early stages of setting up a new IEP service, it is 

also important to maintain that engagement over time, so that services can identify and respond to any 
issues that arise, and promote successes, for example, in reducing street-based injecting or drug litter. 

Staff training 
It is the responsibility of services to ensure that their staff are properly trained prior to delivering an IEP 
service.  However, it is the responsibility of service planners and commissioners to ensure that 
suitable training is made available, and that staff are given all necessary support to be able to attend.  

In the case of pharmacy IEP services, this may involve providing locum costs.   Recommendation 9 in 
Section 3 provides further information about the skills and knowledge that should be expected of all 
staff involved in the delivery of IEP services.  

“Advertising” the service 
Information about IEP services should, as much as possible, be targeted specifically at injecting drug 
users and agencies that work with them, not at the general population.  This sort of communication 

strategy reduces the potential for inappropriate exposure that could lead to negative attention from the 
community and result in stigmatisation of clients attending services and practical difficulties for the 
service provider delivering the service. 

Monitoring and evaluation 
As discussed above, the process of needs assessment involves gathering information about the 
needs of a particular population.  In many cases, a needs assessment exercise will result in change – 

either in the way existing services are provided, or in the introduction of new services or interventions. 
It is important to check that these changes are having the intended effect.  For that reason monitoring 
and evaluation should be integral components of the process of needs assessment. 

Monitoring is an ongoing process that involves the continuous or regular collection of key information 
to allow regular checks on whether an intervention is going to plan.  However, monitoring does not 
provide information about the changes that could be made to improve outcomes for service users.  For 

this latter task, evaluation is needed.  The process of evaluation involves looking back to find out what 
difference an intervention has made.  Evaluation can also be used to explore how and why something 
is working or not working. 
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Recommendation 2:   Choosing appropriate models of delivery 

NHS Boards and other service commissioners should ensure that a range of IEP services are 
provided using models of delivery appropriate to their local injecting populations and the geography in 

their locality, based on an assessment of local needs. 

In addition, it is recommended that: 

 All clients should be able to access in-depth advice and information from a specialist IEP 

service. 

 In large towns and cities (defined by the Scottish Government’s urban-rural classification as 
settlements of 10,000 or more), there should be a balance between the use of specialist, 

enhanced and general services. 

 Fixed-site services should be located in areas where there are clusters of injecting drug users. 

 All NHS Board areas should have at least one fixed-site service. 

 Fixed-site services should be located on, or within five minutes walk of, a public transportation 
route. 

 When injectors live in areas where they cannot easily access a fixed-site service on foot or by 

public transportation, other models of distribution (for example, through outreach) should be 
used in preference. 

 
Chapter 3 of this document discussed the strengths and limitations of different models of IEP services.  

It is clear from the range of evidence presented that no one model of an IEP service can be 
considered better than another.  Rather, the evidence suggests that some approaches may be more 
successful than others in reaching certain injecting populations, and that service users themselves 

may prefer, for a variety of reasons, to use one type of service over another.  Therefore, IEP 
programmes delivered through a combination of models — with services at different venues tailored 
to meet the needs of different injecting populations — will be better than those delivered through a 

single model. 

In considering which models to use, the aims must be: 

• To maximise the distribution of sterile injecting equipment and remove barriers to access 

(discussed further in Section 2) 

• To ensure that clients receive in-depth, user-friendly advice and education about how to reduce 
injecting-related risks (discussed further in Section 3) 

• To offer clients access to a range of other services through IEP services (discussed further in 
Section 4) 

Increasing pharmacy provision is one way of improving the accessibility of injecting equipment.  At the 

same time, too much reliance on community pharmacy IEP services alone is problematic because of 
some of the limitations of pharmacy services discussed in Chapter 3 above.  The National Needle 
Exchange Survey found that in some areas of Scotland, IEP service provision is almost exclusively 

through community pharmacies,19 which, at the time of the survey were mainly offering general IEP 
services.  Therefore, it is recommended that in these areas, there should be a better balance between 
specialist, enhanced and general services.  In addition, these different types of services should not all 

be provided in the same location; they should be separate services, to give service users a range of 
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options in how and where they access sterile injecting equipment.  (For example, it may be useful to 
deliver a specialist service through outreach on the premises of an enhanced or general pharmacy 

service.  However, this should not be the only route of access to a specialist service.) 

To expand the distribution of sterile injecting equipment, both in remote and rural areas, and in built-up 
areas, there are some good arguments in favour of a greater use of outreach models.  These services 

can be targeted to the needs of specific populations, can provide greater privacy and confidentiality, 
and can offer in-depth advice and education from a specialist harm reduction worker.  However, there 
is a lack of evidence about the cost benefits of different forms of outreach.  In remote and rural areas, 

peer distribution models may also be useful, and services should take sufficient time to educate peer 
distributors in safer injecting practices which they can pass on to others in their own social networks. 

Service commissioners may also wish to give consideration to making injecting equipment more 

widely available through health centres, as this might also improve injectors’ access to primary and 
secondary care.  However, if the IEP service is only provided a few hours each week, there is a risk 
that clients will miss the service if they are unable to attend. 

Although the use of dispensing machines is controversial, service commissioners may wish to 
consider the possible benefits of offering their injecting population 24-hour access to injecting 
equipment in this way. 

In making the important decisions about where to locate a service, commissioners should take into 
account evidence which indicates that an injector’s proximity to an IEP service can lead to greater 
utilisation of IEP services, and result in reduced syringe sharing.6  In addition, there is evidence from a 

number of studies to suggest that convenience (specifically opening hours, location and queues) of 
IEP services can influence decisions on whether to obtain injecting equipment from services, or from 
street sellers or through secondary distribution.32  Moreover, there is evidence to suggest that the 

immediate availability of injecting equipment is more important to injecting drug users than perceptions 
of risk associated with injecting behaviour.16, 32 
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Recommendation 3:  Meeting the needs of sub-populations of injectors 

In deciding which models of service provision to use, service commissioners and service providers 
should give special consideration to the specific needs of the following sub-populations of injectors, 

where these populations exist in their area: 

 New injectors 
 Women 

 Sex workers 
 Homeless injectors 
 Users of performance and image-enhancing drugs (PIEDs) 

 Minority ethnic groups 
 People receiving opiate substitution therapy, or who have recently relapsed following treatment 
 People in custody (both prison and police custody) or recently released from custody or court. 

 

People who inject drugs are not a homogenous group.  Within the drug-injecting population, there are 
different cultures, and different groups with different needs.  The groups listed above are often 
unwilling or unable, for a variety of reasons, to attend IEP services.  Because of this, these groups are 

at high risk of acquiring HCV and other BBVs, and are at risk of other injecting-related harms resulting 
from unsafe injecting practices.  

• New injectors:  There is evidence from modelling studies to indicate that injectors are at greatest 

risk of being infected with HCV (and HBV) in their first year of injecting.55  Experts are of the view 
that recent-onset injectors often do not use existing IEP services because they feel uncomfortable 
about disclosing their behaviour to individuals whom they perceive to be disapproving of them. 

• Women:  A review of qualitative evidence carried out by NICE has shown that female injectors are 
more vulnerable than men to unsafe injecting practices, due to incorrect beliefs about the risks of 
sharing equipment with a sexual partner, and increased fear of exposure.  Women are also more 

likely to have negative feelings about using pharmacy-based IEP services and to obtain 
equipment by secondary distribution.32 

• Sex workers:  A survey of health service use among female prostitutes found that sex workers 

are likely to have chaotic high-risk drug use and have multiple sexual partners.  They are also 
likely to have poor use of health services, including IEP services.56 

• Homeless injectors:  A review undertaken for NICE found evidence to suggest that homeless 

injectors have lower levels of syringe coverage than those who are not homeless.6  This is likely to 
put homeless injectors at greater risk of sharing and reusing injecting equipment.  Homeless 
injectors are also more likely to report abscesses, open sores or wounds at an injecting site, and 

to be infected with HCV.4 

• Users of Performance and Image-enhancing drugs (PIEDs):   The nature of PIEDs and the 
way they are injected requires different injecting equipment (including larger barrels for syringes) 

and therefore a different form of safer injecting advice.  IEP staff need additional training to be 
able to provide good-quality advice.  Experts report that PIEDs users do not identify themselves 
with other injecting drug users, and as a result this group is often reluctant to access IEP 

schemes.  At the same time, PIEDs users are often unaware of the risk of BBV transmission from 
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sharing needles.  In planning services for PIEDs users, it should be noted that this group is often 
in employment and so may require evening services. 

• Minority ethnic groups:  Experts believe that this group of injectors, because of cultural 
differences, may not identify with other injecting drug users, and so may be reluctant to attend IEP 
services.  There may also be language barriers in some cases. 

• People receiving opiate substitution therapy, or who have recently relapsed following 
treatment: In the experience of experts, people on a methadone or other opiate substitution 
programme may face, or perceive barriers in accessing an IEP service, particularly if they are 

accessing needles through a pharmacy where they also are receiving methadone. This view was 
strongly confirmed by service user groups who were consulted on these guidelines.  Both IEP 
services and treatment services should avoid punitive responses to injectors in this situation.  

Services should instead seek to discuss with the client whether changes need to be made in their 
prescription medication or dose, or whether other types of support are required, including the 
provision of injecting equipment. 

• People in or recently released from custody or court:  The most recent series of Hepatitis C 
prevalence studies in Scotland's prisons were undertaken in the mid-1990s.  Overall, HCV 
prevalence was found to be 20.3%, which is substantially higher than HCV prevalence in the 

general population.57  The high prevalence of HCV, combined with the illicit sharing of injecting 
equipment, make prisons a high-risk environment for the transmission of HCV. 

In relation to police custody provision, a number of police custody suites in Scotland currently 

provide injecting equipment to people released from custody through needle replacement 
schemes, and there is tentative evidence that this model of IEP may be reaching people who are 
not otherwise in contact with IEP services.40  Local areas may wish to consider the options for 

extending this type of service to people who are released directly from court after being held for a 
period in police custody. 

 

The particular needs of these groups should be taken into consideration when deciding on the models 
and locations for IEP services and setting opening times.  Some of these groups may require novel 
models of service delivery.  In some cases, outreach models may be appropriate; in others, it may be 

enough to provide longer opening hours or night-time drop-in services. 
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Recommendation 4:  Opening times 

IEP services should operate at times when injecting drug users are likely to need access to injecting 
equipment.  There should be out-of-hours and weekend access within each NHS Board area 

corresponding to the needs of local injecting populations. 

 
As mentioned above in relation to Recommendation 2, convenience (specifically, opening hours, 
location and queues) of IEP services are very important to injectors and there is evidence that such 

factors can and do influence decisions on whether to obtain equipment from IEP services or from 
street sellers or secondary distribution.32 

IEP service commissioners and providers need to consider ways of improving access to sterile 

injecting equipment.  One way of doing this is by making services available out of hours.  Out-of-hours 
provision includes evenings, weekends and 24/7 provision. 

Where resources are limited, there is some evidence to show that having access to injecting 

equipment at the weekend is rated more highly than having access in the evening58 and injectors often 
consider community pharmacy IEP services to be more accessible than drug agency-based services 
for that reason.32  Consultation with service user groups in Scotland indicated that some community 

pharmacies may restrict access to injecting equipment to certain hours of the day.  NHS Boards 
should ensure that these restrictions are removed and that injectors have access to sterile injecting 
equipment at any time during the pharmacy’s opening hours. 

Where local injecting populations include certain hard-to-reach groups (as described in the previous 
recommendation), there may also be a need for some form of service in the evenings which is directly 
targeted at those groups. 

The need for injectors to have 24-hr access to sterile injecting equipment should also be considered  
This can be done either through increasing the number of 24/7 services, by making injecting 
equipment available through existing 24/7 services (e.g., hospitals), and / or by making sterile 

equipment available through other means, such as dispensing machines.  

Finally, NHS Boards should ensure that accurate information is made available to service users about 
the locations and opening hours of all local IEP services.  This can be done through a leaflet, or by 

printing the information on the bag that is given to service users to hold their injecting equipment.  This 
information should be updated as necessary when opening hours are temporarily changed such as, 
during holiday periods for example.  
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Section 2:  Increasing distribution of injecting equipment 

The recommendations in the previous section focused on improving the accessibility of IEP services to 
injecting drug users.  The recommendations in this section are about increasing the quantity of 
injecting equipment (both sterile needles and other injecting paraphernalia) that services give out.  The 

aim of these recommendations is to make it possible for every injector to use a sterile set of injecting 
equipment for every injection.  This principle should guide the distribution of injecting equipment in all 
IEP services in Scotland at all times. 

Until recently, in Scotland there was a legal limit on the number of sterile needles that IEP services 
may give out to injecting drug users at any one time.  These limits were set by Scotland’s Lord 
Advocate in December 2002.59  In recognition of the important public health imperative to encourage 

one needle per injection, the Lord Advocate has agreed to remove any requirement to limit needle and 
syringe provision, or the requirement to return used needles, and has issued new Guidelines to reflect 
this agreement in line with the publication of these Scottish Government guidelines for IEP services. 

It is important to bear in mind that, although there was previously a legal limit on the number of 
needles and syringes that IEP services could give out to a client at any one time, there was also 
evidence from research to indicate that injecting drug users were not receiving anywhere near these 

numbers of needles when they attended IEP services.  The reasons for this are discussed below 
under Recommendation 5. 
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Recommendation 5:  Provide one needle / syringe per injection 

IEP services should provide, free of charge, as many needles as an individual client requires. 

Services should continue to encourage clients to return used needles, and individual safe disposal 

bins should be provided for this purpose.  However, the provision of sterile needles should not be 
dependent on the return of used needles.  Services should aim at all times to ensure that all clients 
have a sterile needle for every injection. 

NHS Boards should ensure that all IEP services in their area are actively encouraging their clients to 
take sufficient numbers of needles. 

A review of evidence carried out for NICE found that higher needle coverage is associated with lower 
levels of injection risk behaviours among injectors, including sharing needles, sharing cookers and 

syringe re-use.6  However, findings from the National Needle Exchange Survey showed that the 
number of needles currently given out to injecting drug users in Scotland falls far short of the number 
required to ensure one needle per injection.  The short-fall is estimated to be in the millions.19   

Statistical modelling studies have shown that there is a need to reduce needle sharing substantially to 
make a real difference to the incidence of HCV.11   While there has been a slow decline over the past 
few years in the intentional sharing of used needles among injecting drug users,14,15 nevertheless, the 

re-use of previously used needles and unintentional sharing of needles continues to be common.16,17 

Until recently, there were legal limits set on the numbers of needles and syringes that could be 
distributed to injecting drug users in any one transaction.  However, the findings of the National 

Needle Exchange Survey in 2005 showed that, within those limits, very few injectors were receiving 
their entitlement.19  This was due to a combination of factors.  An evaluation of the impact of the Lord 
Advocate’s Guidelines (as published in December 2002) found that injectors often did not ask for their 

entitlement — either because they did not know what it was, or because they felt they were already 
receiving sufficient needles for their injecting needs — despite re-using needles.31  

At the same time, some IEP services in Scotland had distribution policies that were contrary to — and 

which placed greater restrictions on numbers — than the Lord Advocate’s Guidelines.19, 31   In some 
cases, these policies were intended to “encourage” the client to return used injecting equipment to the 
IEP service.  However, the unintended consequence was that some clients had to re-use or share 

needles. 

The National Needle Exchange Survey also found massive variations between local areas in the 
numbers of needles distributed per injector in a one-year period — suggesting that the short-fall in 

distribution may be related to service configuration or local service policies.19 

As of March 2010, there are no legal limits on the numbers of sterile needles and syringes that IEP 
services can give out to their clients.  Therefore, any local policies that limit the distribution of sterile 

injecting equipment should be removed, and services should make every effort to ensure that all their 
clients are able to use a new needle and syringe for every injection. 

As of March 2010, there is also no legal requirement for clients of IEP services to return used injecting 

equipment before new equipment can be distributed.  Experts agree that it is poor practice to limit the 
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distribution of injecting equipment when clients do not bring back used equipment.60  Nevertheless, it 
is good practice to encourage clients to return their used equipment.  Furthermore, individuals can be 

prosecuted if they are found disposing of used injecting equipment in a way that could put members of 
the public at risk.  It is suggested that service commissioners should explore new ways of maximising 
needle return, for example, through the provision of specially-designed public disposal bins and 

through home collections.  At the same time, service providers should discuss with their clients how 
best to promote personal and civic responsibility among injectors in relation to this issue. 

Above all, IEP services should develop strategies to actively increase needle distribution among 

injectors, and where there are barriers to increasing uptake (either from the service, or from the client), 
these should be removed.  Clients visiting the IEP service should be encouraged to take more 
needles, and the message needs to be continually reinforced that individuals should use a sterile 

needle for every injection.    
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Recommendation 6:   Provide other drug injecting paraphernalia 

IEP services should provide, free of charge: 

 Acidifiers 

 Cookers 
 Filters 
 Water for injections 

 Pre-injection swabs 

These items should be supplied in sufficient quantities to enable the use of one item each per 
injection. 

 

The sharing of injecting paraphernalia used in the drug preparation process — for example, cookers, 
filters and water — may present further opportunities for the transmission of BBVs.  Evidence from a 
laboratory study which tested used paraphernalia from injecting drug users, found HCV on 67% of 

swabs, 40% of filters, 25% of spoons and 33% of water samples.61  There is insufficient evidence to 
indicate that the provision of sterile paraphernalia reduces injecting risk behaviour or the transmission 
of HCV because few studies have been undertaken.6,7  A review of epidemiological studies found 

evidence of a positive association between HCV incidence and sharing paraphernalia, although the 
studies were limited by methodological issues.62  HCV seroconversion has been particularly 
associated with sharing spoons and cotton filters.63,64  Given that the sharing of paraphernalia among 

injectors is highly prevalent,14,16,17,18 even among those who report never having shared needles, the 
potential for transmission via this route is great. 

Therefore, these guidelines strongly recommend that IEP services distribute cookers, filters, water for 

injections and pre-injection swabs to service users, and that this provision should be free of charge.  If 
the provision is not free of charge, it is likely that injectors will use their own “home made” supplies — 
which are not sterile, and which may be reused again and again — thus increasing the risk of HCV 

transmission.  It is worth noting that recent studies have found that the provision of injecting 
paraphernalia by IEP services was seen as a high priority among service users themselves.18, 58  

Although the use of an acidifier does not contribute to the prevention of HCV or other BBVs, this 

recommendation includes the distribution of acidifiers — either citric acid or ascorbic acid (both 
available in sachets).  An acidifier is necessary to make diamorphine soluable for injecting.65  In 
addition, there has been some evidence at a local level which shows that the distribution of citric acid 

can attract people to services.66   Moreover, if a sterile acidifier is not supplied free of charge, injectors 
are likely to make use of alternatives such as processed lemon juice or vinegar, which have both been 
associated with a greater incidence of eye problems in injectors.30 

All of the items recommended for distribution here are permitted under The Misuse of Drugs 
(Amendment) (No.2) Regulation 2003 which came into force on 1 August 2003.67  In addition, under 
the Medicines for Human Use (Prescribing) (Miscellaneous Amendments) Order 2005, which came 

into force on 30th June 2005, the distribution of water for injections is permitted without a prescription 
so long as the water is supplied in 2ml quantities or less.68  
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The distribution of injecting paraphernalia also needs to be accompanied by a discussion about the 
correct single-person use of each item of paraphernalia.  Service user education is discussed further 

in Recommendation 11. 

In providing a sterile set of injecting paraphernalia for every injection, it must be accepted that there 
may be some waste of equipment that service users either may not want or not need.  For example, 

one ampoule of water for injections or one full citric acid sachet may be more than is required for one 
injection.  Injectors should be advised to dispose of the remaining water / citric acid safely, rather than 
attempt to store it for later use.  Homeless injectors may not be able to carry large packs of injecting 

equipment with them, and so where the only supply of sterile injecting equipment is through pre-
packed bundles, these injectors are likely to dispose of the equipment they do not immediately need.  
This latter situation can be avoided through the use of a ‘pick-and-mix’ arrangement, whereby clients 

choose the equipment and paraphernalia they need.  Furthermore, where injecting supplies are 
distributed in pre-packed bundles, it may be possible to reduce waste by offering service users a 
range of packs containing different sizes and numbers of needles / syringes, and involving clients in 

the design of the packs. 
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Recommendation 7:  Secondary distribution 

Secondary distribution should not be discouraged.  If a client states that he / she is supplying injecting 
equipment to others, it is acceptable to provide supplies for the purpose of secondary distribution. 

However, those clients who supply equipment to others should be encouraged to bring the other 
injectors into the IEP service so that they can benefit from advice and information. 

 
Secondary distribution of injecting equipment is very common.18,32  Chapter 3 set out some of the 

advantages and disadvantages of secondary distribution in terms of preventing risk behaviour.  The 
main advantage is that it can extend the reach of IEP services to injectors who may not be in contact 
with services and thus can get sterile injecting equipment to people who might not otherwise have it.  

The main disadvantage is that services have very little control over the information given to those who 
are the recipients of secondary distribution. 

Where services are aware that secondary distribution is happening, IEP staff should ask the 

secondary supplier how many people he is supplying to, and whether there is any sharing of needles 
or other injecting paraphernalia.  IEP staff should encourage the secondary supplier to bring those he 
supplies to into the service, and information should be provided about other IEP services offered in 

different localities and at different times. 

Importantly, the secondary supplier should be asked to spend some time in the IEP service to discuss 
information about safer injecting practices, and the safe disposal of used injecting equipment, which 

he can pass on to those he supplies to.  IEP services may find it helpful to have a supply of leaflets or 
other materials which they can talk through with the secondary supplier, and which he can pass on to 
others. 

Where services have a good relationship with a secondary supplier, they should consider whether it 
might be appropriate to establish a more formal arrangement with this individual, for example, by 
developing a peer-led outreach service.  As mentioned in Chapter 3, peer-led services have the same 

advantages as secondary distribution, but they also can be used to deliver better, more consistent 
harm reduction messages to members of the peer distributor’s network. 

There are examples from the literature of highly effective incentive-based peer-driven educational 

interventions, where injectors are given rewards for passing on a body of harm reduction information 
to their peers, and then recruiting those individuals to attend a harm reduction session in an IEP 
service.  These were found to be significantly less expensive than traditional peer outreach 

interventions.48 
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Recommendation 8:  Provide methods for syringe identification 

Injectors should always be encouraged to use a sterile needle and related paraphernalia for every 
injection.  However, the reality is that some injectors may continue to reuse needles.  Therefore, a 

method of equipment identification should be made available to clients who inject in the company of 
other injectors in order that they can identify their own equipment and avoid accidental sharing. 

 
Despite the messages that service users are given about not re-using needles, many continue to do 

so, and where people inject in the company of others, it is possible that they may mix up their needles.  
An observational study among injectors in Glasgow highlighted the extent to which this situation can 
result in the accidental sharing of  needles.17    

Therefore, injectors need to have some method of distinguishing their own equipment from other 
people’s.  This may include, but is not limited to syringes with colour-coded plungers, coloured labels 
or tags.  Different methods may be preferred by different people. 

However, at the same time, it is crucial that the central message — to always use a new needle / 
syringe for every injection — should never be watered down or forgotten.  The use of syringe 
identifiers simply recognises that it may not always be possible for injectors to use a sterile needle / 

syringe each time.  Syringe identification methods can help reduce the risks of cross-infection by 
helping to prevent accidental sharing of used needles. 

The inability to tell the difference between used syringes has been recognised as a significant cause 

of syringe sharing and BBV transmission.17  At the present time, there is no robust evidence on the 
most effective method of identifying / distinguishing syringes.  However, it is likely that syringes that 
have difference built into the design will be more effective than methods that require injectors to mark 

or label their syringe. 
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Section 3:  Improving the effectiveness and consistency of 
IEP services 

A review of international research carried out for NICE found that there was a lack of evidence about 

the optimal provision of IEP services.6  The review therefore suggested that it was difficult to draw 
conclusions on ‘what works best’ within the range of harm reduction services available to injecting 
drugs users.  Nevertheless, it was apparent from the literature that the distribution of sterile needles 

and syringes alone is not sufficient to reduce the transmission of blood-borne viruses among IDUs, 
especially the transmission of HCV.  

This suggests that the effectiveness of an IEP service is likely to depend not only on what the service 

offers, but how it is offered. 

The National Needle Exchange Survey found a lack of consistency between services in almost all 
aspects of service delivery in Scotland.  Focus groups with service commissioners, service providers 

and pharmacy co-ordinators also identified a lack of consistent training among staff as one of the most 
significant barriers to good practice in IEP services.19 

Therefore, this section makes recommendations that aim to improve the quality and consistency of 

IEP services.  The focus is very much on improving the way services interact with their clients.  To 
some extent, this requires improvements in staff training — so that staff can feel more knowledgeable 
and confident in speaking to clients.  However, there is also a need, even after staff are trained, to find 

better ways of engaging with clients — not only to find out what the client’s needs are, but also to 
ensure that important messages are repeated to clients frequently and consistently across services. 
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Recommendation 9:  Training of IEP service staff 

As a minimum, all individuals involved in the distribution of injecting equipment should receive 
appropriate training prior to providing a service or during induction in relation to: 

 Understanding drug use 
 How to engage with drug users 
 Injecting risk behaviour 

 Correct, single person use of injecting equipment 
 Needs of different sub-populations of injectors, including those who are in treatment 
 Prevention of HCV and other blood-borne viruses 

 Overdose prevention and management 
 Procedures regarding safe disposal of used injecting equipment 
 Procedures for managing needle stick injury 

 Contact details of other local relevant services 

All staff involved in the provision of injecting equipment should have read and understood these 
guidelines.  They should also be familiar with the Lord Advocate’s Guidelines (issued in March 2010), 

and have basic training in child protection awareness.  Pharmacists involved in the delivery of IEP 
services should complete the NHS Education Scotland (NES) distance learning package on 
“Pharmaceutical Care of the Substance User.” 

Staff training should include information about the importance of sensitivity and confidentiality in 
delivering an IEP service, and information about how best to liaise with other local services in relation 
to the needs of their clients. 

On-going supervision should be provided and training should be updated at least annually. 

NHS Boards should ensure that relevant training is made available to staff involved in the distribution 
of injecting equipment, including counter staff in community pharmacy services, and that these 

individuals are given all necessary support to attend the training. 

 

There is currently no standard training for people involved in the delivery of IEP services.  Work is on-
going by the Scottish Government to agree a national drug and alcohol workforce development 

strategy, and separate work is also being undertaken through the Hepatitis C Action Plan, Phase I, to 
create a national HCV Learning and Workforce Development Framework, which will ensure that 
Scotland’s HCV workforce is knowledgeable, skilled and confident in working with people who have, or 

who may be affected by, the HCV virus (Action 3, see page 41).1  

In the longer term, both these strands of work will lead to greater consistency and standardisation in 
training for staff involved in the delivery of IEP services.  However, in the short term, NHS Boards still 

have a responsibility to ensure that IEP staff are adequately trained and skilled to be able to provide a 
high-quality service.  In relation to this, it is worth noting that the National Quality Standards for 
Substance Misuse Services in Scotland require that: 

Workers (paid and unpaid) will be appropriately trained and supervised (Quality Standard 8, 
point 3). 



 

40 

and that 

Services should employ and train their staff to treat clients with respect and dignity. (Quality 

Standard 3, point 2)69 

Recommendation 9, above, specifically focuses on the knowledge and skills required by staff who are 
involved in face-to-face contact with clients.  Experts are of the opinion that training in these areas is 

important to ensure that staff are delivering consistent messages and providing a consistent service.  

Staff training is not a one-off action.  On-going training is necessary to ensure that staff are able to 
learn about innovations and new approaches to working with clients.  Staff also need remain up-to-

date with new information on HCV and other blood-borne viruses — treatment, prevention and 
vaccination procedures. 

It is often the case that staff employed in specialist harm reduction services have previous experience 

of working directly with injectors prior to starting work in the IEP service.  However, this may not be the 
case for service providers in other types of services.35  It is suggested, therefore, that training for all 
IEP staff should be multi-disciplinary (that is, pharmacists, custody suite officers and specialist IEP 

providers should ideally receive training together, rather than separately), and training might usefully 
include brief work experience within a well-run IEP service. 

Having the right knowledge and skills is important in providing an IEP service.  However, the personal 

qualities of staff are also important in maintaining the quality of IEP services.  In focus groups with 
service commissioners, service providers and pharmacists undertaken as part of the National Needle 
Exchange Survey, it was reported that negative staff attitudes — perceived to be linked to inadequate 

staff training and support — were identified as two of the biggest barriers to good practice in IEP 
services.19  And indeed, there is evidence from qualitative research among injectors in the UK to 
indicate that negative and judgemental staff can act as a barrier to clients accessing services.70  In 

contrast, friendly, approachable staff can encourage the use of the service.58 

Finally, it is not enough to simply make training available to IEP service staff.  The training must be 
offered in a way that allows staff to attend.  This may have implications particularly, for example, for 

pharmacists, and may require the employment of locums or that training be delivered in the evenings.  
Local commissioners should ensure that services are given support to enable staff to attend training.  
In any case, while it is the responsibility of local service commissioners and planners to make relevant 

training available, it is the responsibility of service providers to ensure that all staff involved in the 
provision of injecting equipment are trained prior to delivering a service. 
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Recommendation 10:  Identifying and responding to the individual client’s needs 

All clients attending a service for the first time should be welcomed to the service and asked some 
basic information about their injecting practices in order that services are able to meet their needs.  

This initial discussion should be carried out in a private area, separate from the public, to ensure client 
confidentiality, and it should include the provision of both verbal and written information about safer 
injecting practices and about safe disposal of used injecting equipment. 

As a minimum, IEP services should ask clients: 

 How often they inject 

 What they are injecting 

 How often they (usually, or intend to) visit the IEP service, and  

 Whether they are collecting supplies for anyone else. 

This is to ensure that clients’ equipment needs are addressed and that they leave the service with 

sufficient supplies to enable the use of one set of equipment per injection. 

Many clients value speed and convenience in an IEP service.  However, to meet a client’s injecting 
needs appropriately, services will need to take some time, at least initially, to find out what those 
needs are.  The National Quality Standards for Substance Misuse Services (Standard 4) requires that 

services undertake an assessment of the client’s needs, and that the client should be involved in this 
process.69   

In the context of an IEP service, the term “assessment” simply refers to a very basic discussion which 

should take place with all clients the first time they attend the service.  The questions listed above 
should form the basis for this discussion.  (Service providers should also ask these questions of all 
their existing clients if they have not previously done so.)  The main purpose of this discussion is to 

ensure that clients receive sufficient injecting equipment (needles, filters, cookers, etc.) for their 
injecting needs — i.e., to enable the use of one set of injecting equipment per injection.  The 
responses to these questions do not need to be recorded by the service, but it is recognised that if 

they are not recorded, services may find it easier to ask the questions each time a client attends the 
service. 

This initial discussion should also be used to educate the client about safer injecting practices and 

safe disposal procedures, and to provide information about other (types of) IEP services in the area.  
This is particularly important for young, or new injectors, who may have had little or no previous 
accurate advice or information.  Some service providers may find it helpful to use a leaflet or other 

written resources to guide this discussion.  However, it is not recommended that services give clients 
a leaflet without going through the leaflet with them first.  (The reason for this will be discussed in 
relation to Recommendation 11 which addresses service user education in more detail.) 

As has been mentioned earlier in this document, injecting drug users place great value on 
confidentiality and privacy in using IEP services, and some may avoid attending services for fear of 
being exposed.32  Therefore, wherever possible, services should find ways to conduct IEP service 

transactions and have discussions with clients in a private space, away from other customers.  In a 
community pharmacy setting, a consultation room can be used for this purpose. 
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To allay any fears or concerns that clients may have in relation to being asked about their injecting 
practices, service providers should clearly explain to clients that this is being done only so that they 

can be provided with a better service, and the information will be kept confidential. 

Once IEP service staff have established a relationship with a client, it is suggested that these 
questions should be repeated from time to time, to ensure that the client’s injecting needs are still 

being met.  In addition, service providers should ask their clients at frequent intervals if they are having 
any difficulties with the use of their injecting equipment, or if they have any questions about its use.  
Services should at all times put the client at the centre of the service, and treat clients with respect and 

dignity as required by the National Quality Standards (Standard 3).69 

The recommendation above relates to a basic assessment which should be undertaken by all IEP 
services.  However, it is recognised that specialist and enhanced IEP services may be able to 

undertake a fuller assessment of a client’s needs.  Where this is possible, the assessment should 
additionally include questions about: 

• Where clients are injecting (ie, what part of the body) 

• BBV status 

• Current or previous experience of treatment for drug misuse 

When responding to clients’ needs, IEP services should also take into account that different clients 

may have different preferences, for example, in relation to the size of needles and syringes they use.  
Services, including those that distribute needles / syringes through pre-packed bundles, should offer 
clients a choice of needles / syringes. 
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Recommendation 11:  Service user education 

As a minimum, when providing needles and injecting equipment, IEP services should educate clients 
about: 

 Washing their hands with soap and water before injecting 

 The correct use of each item of injecting equipment 

 The risks of sharing injecting equipment 

 The correct methods of disposing of used injecting equipment. 

Recommendation 10 touched on the importance of IEP services providing information to their clients 
on safer injecting practices.  This recommendation considers this issue in more depth.  

As discussed in Chapter 1 of this document, there is evidence to show that the sharing of needles 

among injecting drug users in Scotland is declining.14,15  However, the reuse of needles and the 
sharing of other injecting paraphernalia (cookers, filters and water) continues to be highly 
prevalent.14,16,16,18  The practices of frontloading (drawing up a drug solution into a 'donor' syringe and 

then measuring out appropriate amounts into one or more other syringes) and backloading (removing 
the plunger from a recipient syringe and squirting the drug solution into the syringe through the back 
opening) are also common.17, 71  In addition, some studies have found that injectors often do not 

understand how sharing cookers, filters and water can result in HCV transmission.18,16, 72  This 
evidence suggests that IEP services may need to take a more active role in educating injectors, and / 
or to find new ways of providing advice and information about safer injecting practices. 

As mentioned in Chapter 3 of this document, the level of information and advice available through IEP 
services will depend to some extent on the knowledge and expertise of the staff.  It is expected that 
staff in specialist IEP services will be able to provide in-depth information and take on more of an 

educational role with clients than staff in general IEP services.  However, staff in all services should be 
able to give clients basic information (both verbal and written) about how to reduce the risks 
associated with injecting. 

The content of this information should include, as a minimum, the points listed above.  The first three 
points are recommended on the basis of research which examined the theoretical benefits and risks 
associated with different items of injecting paraphernalia (eg, acidifiers, cookers, filters, sterile water) 

and different injection preparation methods.18 

The distribution of injecting paraphernalia should initially be accompanied by a discussion about the 
correct single-person use of each item of paraphernalia.  In relation to the use of acidifiers, it should 

be explained to clients that although the use of a sterile acidifier is safer than using non-sterile 
alternatives (e.g., lemon juice or vinegar),30 the use of a sterile acidifier is not entirely without risk.  An 
acidifier can irritate or cause acid burns during injection.  Unfortunately, it is not possible to 

recommend precisely how much acidifier should be used during the injection process without knowing 
the purity and thus the concentration of diamorphine in street heroin.18  Therefore, when supplying 
acidifiers, IEP services should advise service users to add acidifier in small amounts, a little at a time 

until all the drug has been dissolved.  In some cases, an entire sachet of citric acid or ascorbic acid 
will not be needed, and the remaining acidifier should be disposed of safely. 

Services should discuss these issues with all clients attending the IEP service for the first time or after 

a period of absence, even if the client may have been attending another IEP service.  As mentioned in 
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relation to Recommendation 10, this discussion should take place in a private space or separate room 
to ensure client confidentiality.  In addition, every time a client attends an IEP service, staff should 

remind him / her of the following key messages: 

• Clients should wash their hands before injecting 

• Clients should always use a sterile needle for every injection — do not reuse needles. 

When providing information to clients, service providers should try as much as possible to avoid the 
use of jargon.  For example, the word, “paraphernalia,” may not be understood.18   In addition, there is 
evidence suggesting that leaflets are not the most effective method of communicating important 

messages to injecting drug users since some may have literacy problems.31  Therefore, verbal 
communication is an important method for educating service users.  Where printed materials are used, 
it is suggested that they use visual / graphic methods of communicating messages, rather than relying 

heavily on written text. 

In planning IEP services, local NHS Boards should be aware that, for a variety of reasons, some 
injectors may prefer not to attend fixed-site services to obtain their injecting equipment.  These 

individuals need to receive educational input through other means, and it is suggested that outreach or 
peer-led services may be suitable for this purpose. 
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Recommendation 12:  Getting client feedback 

All IEP service providers should put in place mechanisms for obtaining and responding to client 
feedback at regular intervals — at least annually. 

NHS Boards should ensure that client feedback informs the on-going planning and development of 
local IEP services in their area. 

 

Any attempt to improve the quality of IEP services in Scotland must take into account the views and 

preferences of the people who use those services.  The National Quality Standards for Substance 
Misuse Services in Scotland state that the perspectives of service users must play a central role in 
service delivery and development, and that service users should be asked at least once a year for 

their views and ideas on the service.  (See Quality Standard 11.)69 

However, the findings of the National Needle Exchange Survey suggested that service users views 
currently appear to play little part in IEP service provision.19  This recommendation seeks to change 

this situation. 

Client satisfaction is an important aspect of service effectiveness, and it is suggested that services 
could benefit by asking their clients for their views more often.  The process of finding out the views of 

clients needs not be time-consuming or expensive.  However, a little time will be needed to analyse 
and report the results. 

There may be some benefits in having client feedback collected consistently across services within a 

local area and it is suggested that NHS Boards assist with this.  Agreeing a consistent method is more 
likely to result in services collecting the information — whereas if it is left to each service to decide 
what information to collect and when to collect it, the task may not be prioritised.  In addition, some 

services may require assistance in deciding what to ask clients and how to record and analyse the 
information.  
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 Recommendation 13:  Monitoring, evaluation and audit 

IEP services should have systems for monitoring, evaluation and audit to enable on-going needs 
assessment at a local level.  

In terms of monitoring, services should report to their local NHS Boards, and NHS Boards should 
participate in national data collection requirements.  As a minimum, monitoring systems should allow 
NHS Boards to report on: 

 The number of general, enhanced and specialist IEP services available in the area  

 The number of needles distributed 

 The number of items of other injecting paraphernalia distributed 

 An estimate of the number of needles returned 

 The number of transactions 

 An estimate of the number of clients 

 The proportion of male and female transactions and clients. 

 

This guideline introduces a requirement by NHS Boards to participate in the national monitoring of IEP 
service activity through collection of a minimum data set.  The development of a national minimum 
data set is an action under the Hepatitis C Action Plan for Scotland, Phase II (see Action 21).1  The 

purpose of national monitoring is to allow the Scottish Government to determine whether NHS Boards 
are distributing sufficient injecting equipment to meet the needs of their local injecting populations.   

However, the data items listed above are recommended not only to facilitate monitoring at a national 

level, but also at a local level.  Data collected through monitoring provides the basis for on-going 
needs assessment and future service development.  In relation to this point, it is suggested that local 
areas may also find it useful to collect additional data on:   

• Drugs injected 

• Frequency of injecting 

• Client BBV status 

• Postcode sector of residence (this is the first half of the postcode plus the first digit of the second 
half, eg, EH12 6 or DD3 7) 

These latter four items will not be included in the national minimum data set, but they are nevertheless 

very important for planning services at a local level. 

To provide an estimate of the number of clients attending IEP services, it will be necessary for 
services to assign a unique identifier to each of their individual clients.  Examples of a unique identifier 

could include, for example, a combination of the client’s initials and date of birth.  Clients may also be 
asked to provide their own unique identifier, for example, a nickname, or a number which has 
significance for them.  Services are not required to record their clients’ names. 

In some cases, clients will be collecting injecting equipment for other injectors.  If possible, services 
should attempt to capture information about the number of other injectors for whom the client is 
collecting supplies.  It is recognised that this will not provide a precise estimate of the number of 

injectors in a particular area. 
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Traditionally, IEP services have been completely anonymous.  However, with an increasing emphasis 
on evidence-based practice and measurable outcomes, IEP services need to move away from 

complete anonymity for the sake of improving the quality and accessibility of services.   

As discussed in relation to Recommendation 10, some clients may feel worried or suspicious about 
the shift away from a fully anonymous IEP service.  Service providers should anticipate these fears, 

and explain to clients that new guidelines have been introduced across Scotland to improve services, 
and that to be able to provide a good quality service, local areas need better information about the 
number of injectors living in their area.  IEP services should continue to operate on a confidential 

basis. 

The national minimum data set will also require an estimate of the number of needles returned.  The 
inclusion of this data is not for the purposes of determining whether sufficient injecting equipment is 

being distributed, but rather for evaluating the effectiveness of educating clients about safe disposal.  
It is accepted that data on returns is significantly flawed and can only be based on a rough estimate:  
IEP service staff should never open returned disposal bins to count the contents.  Furthermore, clients 

might dispose of equipment safely through a variety of IEP outlets or through public sharps disposal 
bins. 

However, NHS Boards should work together with local authority Environmental Health Departments to 

monitor sharps and injecting paraphernalia discarded in public places.  The routine collection and 
analysis of this data can be used to good effect in planning the locations of sharps disposal bins 
(discussed further in relation to Recommendation 16). 

Finally, although service monitoring is very important, monitoring of the data outlined above does not 
provide information about service outcomes or adherence to these guidelines.  Therefore, NHS 
Boards should undertake service evaluation, and ensure that robust audit procedures are in place at a 

local level, to assess whether local IEP services are implementing these guidelines.  Obtaining and 
acting upon client feedback (as discussed in Recommendation 12) should form an integral part of this 
process. 
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Section 4:  Integrating injecting equipment provision with 
other services 

IEP services have traditionally been seen as ‘low-threshold’ services.  However, the intention has 

always been that IEP services should provide a route into treatment for injecting drug users.  More 
recently specialist and enhanced IEP services in Scotland have begun to provide their clients with far 
more than just a route into drug treatment.  These services give their clients access to a wide range of 

primary care and social care interventions, by providing regularly-scheduled “clinics”  or consultations 
on the premises of the IEP service. 

There is also a growing trend by specialist and enhanced services to offer a range of BBV 

interventions on-site.  For example, at the time of the National Needle Exchange Survey in 2005, 40% 
of specialist IEP services in Scotland provided HCV testing facilities on-site.19  

There is also evidence from qualitative research carried out among injectors in the UK which indicates 

that injectors can face a range of barriers when trying to access help from generic health and social 
care services.73  These barriers include the burden of appointments, travel to services, stigma and 
negative staff attitudes, personal ill-health, lack of material resources and anxieties about accessing 

support. 

Therefore, any move towards providing these more generic services within the premises of an IEP 
service is to be encouraged and strongly supported.  Such a development is very much in line with the 

principles of integrated care as set out in the Effective Interventions Unit publication, Integrated care 
for drug users – principles and practice: 

Integrated care for drug users is an approach that seeks to combine and co-ordinate all the 

services required to meet the assessed needs of the individual.  It requires: 

• Treatment, care and support to be person-centred, inclusive and holistic to address the 
wide ranging needs of drug users 

• The service response to be needs-led and not limited by organisational or administrative 
practices 

• Collaborative working between agencies and service providers at each stage in the 

progress of the individual.74 

IEP services are well-placed to play a major role in bringing about better, more integrated care for 
injecting drug users, and the recommendations in this section focus on improving integration between 

IEP services and other types of services.  This includes services which aim to identify those who are 
infected with HCV, and which link them into clinical care and social support. 
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Recommendation 14:  BBV testing and vaccination for IEP clients 

IEP services should encourage clients to be tested annually for HCV.  In addition, wherever possible, 
all IEP services should make available vaccination (for HAV, HBV and tetanus) and testing (for HCV, 

HBV and HIV) on-site in a suitable private space. 

Testing — including pre- and post-test discussion, sample collection, result-giving and onward referral 
— should always be delivered by appropriately trained staff.  Where IEP services do not offer testing 

and vaccination facilities on-site, they should develop referral pathways that are user-friendly and 
accessible to injecting drug users.  

 
The 2007 Needle Exchange Surveillance Initiative (NESI) found that a large proportion of injecting 

drug users attending IEP services in Scotland are not only infected with HCV, but are unaware that 
they are infected.13   If this situation remains unchanged, it is expected that the number of injectors 
who go on to develop HCV-related decompensated cirrhosis in Scotland will double between 2000 

and 2020.75  Guidance issued by the Royal College of General Practitioners points out that unless 
testing and early treatment is made more widely available, HCV is likely to cost the NHS across the 
UK up to £8 billion over the next 30 years as increasing numbers of people will require treatment for 

cirrhosis, liver failure and liver cancers.76  

Given the high prevalence, and incidence, of HCV among injecting drug users, frequent testing must 
be recommended.  However, the aim is not only to reduce the number of undiagnosed infections 

among injecting drug users, but also to promote better integration between IEP services and specialist 
hepatitis services — so that those who are infected can receive the treatment they need. 

Research undertaken during Phase I of the Hepatitis C Action Plan for Scotland (September 2006 – 

March 2008), found that there was a lack of integration among primary care, specialist hepatitis 
services, addiction, prison and social care services.  This resulted in many HCV-infected persons not 
obtaining the anti-retroviral treatment and care they needed.77  This same study found that there were 

also often lengthy delays between having blood taken, and receiving a test result.  Injecting drug 
users, in particular, often fail to return to their GP to learn of their HCV status following a test. 

Action 10 of the Hepatitis C Action Plan, Phase II requires that NHS Boards work together with 

Community Health Partnerships (CHPs) to develop and implement innovative approaches to improve 
HCV testing and referral activities by GPs and practitioners in other community settings.1  The 
recommendation made here – that testing facilities be made available through IEP services — may be 

considered to be one such innovative approach, and would result in making testing more accessible to 
injecting drug users. 

When offering testing to injecting drug users, it is important to keep in mind that many injectors do not 

perceive HCV with the same level of concern as they do HIV, nor do they necessarily understand the 
significance of a positive HCV test result.18,17, 72   Injectors must be made aware of the implications of 
both a positive and a negative result so that they are able to give informed consent to be tested.  

Explaining this may take time, and should be done by suitably trained staff in a way which respects the 
individual’s privacy and confidentiality.  There is SIGN guidance available, as well as the guidance 
issued by the RCGP (mentioned above), which should provide the basis for pre- and post-test 

discussions carried out with clients in IEP services.78  
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In relation to Hepatitis A, Hepatitis B and tetanus, these guidelines recommend vaccination of injecting 
drug users on the basis of current Department of Health guidelines, Immunisation against Infectious 

Diseases 2006 (The Green Book).79  (See Chapter 17, page 150; Chapter 18, pages 168-169; and 
Chapter 30, page 372.) 
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Recommendation 15:  Improving integration between IEP services and other services 

All IEP services should be able to signpost, and where possible, formally refer clients to treatment for 
drug misuse. 

In addition, IEP services should be able to signpost, and where possible, formally refer clients to other 
broader health and social support services, including: 

 Well women, sexual health services and family planning advice 

 Benefits advice 
 Legal aid 
 Social and mental health services 

 Training and employability services 
 Homelessness services 
 Primary healthcare, including dressings, wound care and antibiotic prescribing 

 Dental care 
 Counselling 
 BBV treatment and support services 

 Emergency department care 

Wherever possible, IEP services should make any one or more of these broader support services 
(excepting emergency department care) available on-site.  Where this is not possible, user-friendly 

and accessible referral pathways should be developed. 

 
An international review of qualitative research carried out for NICE found evidence to suggest that a 
range of harm reduction interventions (including referrals to drug treatment and other services; BBV 

testing; and medical care), in addition to IEP services, were accessed and valued by injecting drug 
users.32   These findings are supported by a study from Scotland which sought to identify and rank 
client preferences in relation to the development of IEP services.  This study found that access to 

dressings for wounds and sores and antibiotic prescribing were considered to be particularly 
important, since injectors can be reluctant to visit their GPs for these problems.58 

Just as there may be some benefits to providing a range of other services within the premises of an 

IEP service, so there may also be benefits from providing injecting equipment on the premises of other 
services.   For example, a review carried out for NICE found evidence to show that hospital-based IEP 
services may increase the accessibility to outpatient services among injectors attending these 

services.6  This same review also found that the provision of injecting equipment through health care 
services may decrease emergency department use by injectors. 

IEP services should not prevent injectors from being referred for treatment for HCV (or other BBV) 

infection on the basis that they are still injecting.  SIGN Guideline 92 on the Management of hepatitis 
C, states that: 

Current injecting drug users infected with HCV should not be excluded from consideration for 
HCV clinical management, including antiviral therapy, on the basis of their injecting status.78 

IEP service providers should also be aware that it is not uncommon for drug users to continue to inject 
even after entering a programme of substitute prescribing treatment.  For example, an observational 
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study carried out in Scotland found that half of the 30 injectors who took part in the study were 
receiving methadone treatment, but were still injecting.17  Similarly, the 2007 Needle Exchange 

Surveillance Initiative (NESI) found that between 70-77% of IEP service clients in Glasgow, Edinburgh 
and Lanarkshire reported receiving methadone treatment in the last six months.13   

NICE reviewers found evidence to suggest that the combination of methadone maintenance therapy 

and full participation in an IEP programme reduces the incidence of HIV and HCV among drug users.6  
Therefore, IEP services should not discourage injectors from accessing sterile needles and other 
injecting equipment on the basis of receiving treatment for drug misuse. 
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Section 5:  Health and safety of staff, clients and the 
community 

This final section makes recommendations about health and safety issues.  It is assumed that NHS 

Boards have carried out a detailed risk assessment for all IEP services in their area, and that 
procedures are in place, not only to protect staff, but also clients and members of the public. 

The two recommendations made in this section aim specifically to reduce the risk of transmission of 

BBVs among staff, clients and the general public. 
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Recommendation 16:   Ensuring the safe disposal of used injecting equipment 

As part of wider risk assessment procedures, NHS Boards should ensure that all services in their area 
have robust policies and procedures in place in relation to the safe disposal of used injecting 

equipment. 

To prevent the transmission of BBVs through improperly discarded injecting equipment, IEP services 
should: 

 Educate staff and clients to safely handle and dispose of used injecting equipment 

 Provide multiple options and locations for safe disposal of used injecting equipment 

 Inform staff and clients that they could be prosecuted if they are found disposing of used 

injecting equipment in a way that could put members of the public at risk. 

 
An Australian review of the international evidence on needle and syringe programmes found no 
evidence from numerous studies that these programmes increase the number of needles discarded in 

public.23  In addition, the risk of a member of the public acquiring a BBV through an accidental 
needlestick injury appears to be low.  This same Australian review reported that to-date, there is only 
one published case in the world of Hepatitis C transmission after an injury from a discarded used 

needle in the community.80  In Scotland, there are no published cases of a member of the public 
acquiring a blood-borne virus through a needlestick injury received from an inappropriately discarded 
needle.81 

Nevertheless, as the Department for Environment, Food and Rural Affairs (DEFRA) points out in their 
guidance on reducing drug-related litter, whatever the actual health risks, it is clear that the public 
perceives those risks to be much higher.54  This perception can lead to public opposition to IEP 

services.  Therefore, services should remind clients at regular intervals to dispose of used injecting 
equipment safely.  Clients can also be encouraged to educate their peers about safe disposal — 
particularly if they are involved in a secondary distribution network. 

The DEFRA guidance recommends the following actions be undertaken to educate and motivate 
clients to dispose of used injecting equipment safely: 

• Users accessing needle exchanges or any other type of drug treatment service, should be given 

information that encourages them to think responsibly about needles and other drug litter.  Where 
necessary and appropriate, the dangers of unsafe disposal of needles should be explained, 
including explicitly outlining the facts that it can increase negative attitudes to all users in the 

community and in extreme cases may result in closure of facilities. 

• Homeless, new and younger users should be especially targeted for this type of information, with 
clear information on safe disposal. 

• Drug service (including needle exchange) premises should have posters or written material that 
carries safe disposal messages.  Written material of this type should be distributed to other places 
where users may go – including police stations, drop-ins for homeless people and so on.  Leaflets 

can be put in bags containing supplies that are given out.  Safe disposal stickers could be placed 
on sharps bins.  Regularly changing this material helps motivate users to look at it each time. 

• Service users should always be encouraged to take away sharps bins from a range that suits their 

needs, from small and discreet bins to those suitable for larger quantities.  They should also be 
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encouraged both to use them and return them….  Services should invite comments from users 
about the type and availability of bins and adjust their range as necessary. 

One possible barrier to appropriate disposal of used injecting equipment by injectors is the lack of 
facilities, particularly outside the hours during which IEP services operate.  Public sharps bins provide 
one means of removing that barrier, and DEFRA recommends that local partnerships fully explore the 

potential for public sharps bins, liaising closely with drug users and services to ensure the siting and 
promotion of bins is as effective as possible.  In relation to this, GIS software can be a useful tool, as it 
can be used to map “hot-spots” where drug-related litter is currently found.  (This assumes, of course, 

that Environmental Health Departments are recording this information.)   

Other options are to locate return bins outside the premises of IEP services to allow injectors to return 
needles when the services are shut, or to negotiate with staff from other agencies (hostels, for 

example) to locate bins on their premises.  By providing multiple options and locations for the return of 
used equipment, it may be possible to increase return rates and reduce drug-related litter.   If public 
sharps disposal bins are available locally, IEP service staff should know the locations of these bins, 

and provide this information to clients. 

It is suggested that local NHS Board risk management staff should be consulted for advice on the 
appropriate choice of public and individual safe disposal bins. 

In order to educate clients, staff need to be educated themselves about the safe handling of injecting 
equipment and the safe disposal of used injecting equipment.  Robust procedures should also be in 
place to protect IEP service staff from accidental needlestick injury.  For example, when estimating the 

number of returned needles in the bins (for monitoring purposes), disposal bins can be weighed or 
shaken to determine how full they are.  Alternatively, clients can be asked how many needles they are 
returning. 
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Recommendation 17:  Hepatitis B vaccination for staff 

NHS Boards should work together with employers to facilitate vaccination for Hepatitis B, free of 
charge, for all staff who are responsible for delivering an IEP service. 

 

Chapter 18 of the Department of Health guidelines, Immunisation against Infectious Diseases 2006 
(The Green Book) recommends that immunisation against Hepatitis B is provided to individuals who 
are at increased risk of infection because of their lifestyle, occupation or other factors such as “close 

contact with a case or carrier”.79 

Hepatitis B vaccination is recommended for healthcare workers who may have direct contact with 
patients' blood or blood-stained body fluids.  This includes any staff who are at risk of injury from 

blood-contaminated sharp instruments, or of being deliberately injured or bitten by patients. 

The Control of Substances Hazardous to Health (COSHH) Regulations 2002 require employers to 
assess the risks from exposure to hazardous substances, including pathogens (called biological 

agents in COSHH), to bring into effect measures necessary to protect workers and others who may be 
exposed from those risks, as far as is reasonably practicable.82  Therefore, the provision of Hepatitis B 
vaccination for IEP service staff is the responsibility of the individuals’ employer, and NHS Boards 

should work with employers to facilitate this. 
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