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So what is harm reduction?

The following definition is taken from United Kingdom
Harm Reduction Alliance (UKHRA)

Harm reduction: Harm reduction is a term that defines
policies, programmes, services and actions that work
to reduce the health, social and economic harms to in-
dividual’s communities and society that are associated
with the use of drugs.

The following principles of harm reduction are adapted
from those set out by The Canadian Centre on Sub-
stance Abuse:

Harm Reduction:

Is pragmatic and accepts that the use of drugs is a
common and enduring feature of human experience.
It acknowledges that, while carrying risks, drug use
provides the user with benefits that must be taken into
account if responses to drug use are to be effective.
Harm reduction recognises that containment and re-
duction of drug-related harms is a more feasible option
than efforts to eliminate drug use entirely.

Prioritises goals - harm reduction responses to drug
use incorporate the notion of a hierarchy of goals, with
the immediate focus on pro-actively engaging individu-
als, targeting groups, and communities to address their
most compelling needs through the provision of acces-
sible and user friendly services. Achieving the most im-
mediate realistic goals is viewed as an essential first
step toward risk-free use, or, if appropriate, abstinence.

Has humanist values - the drug user’s decision to use
drugs is accepted as fact. No moral judgment is made
either to condemn or to support use of drugs. The dig-
nity and rights of the drug user are respected, and ser-
vices endeavour to be ‘user friendly’ in the way they
operate. Harm reduction approaches also recognise
that, for many, dependent drug use is a long-term fea-
ture of their lives and that responses to drug use have
to accept this.

Focuses on risks and harms - on the basis that by pro-
viding responses that reduce risk, harms can be re-
duced or avoided. The focus of risk reduction interven-
tions are usually the drug taking behaviour of the drug
user. However, harm reduction recognises that peo-
ple’s ability to change behaviours is also influenced by
the norms held in common by drug users, the attitudes
and views of the wider community harm reduction in-
terventions may therefore target individuals, communi-
ties and the wider society.

Does not focus on abstinence - although harm reduc-
tion supports those who seek to moderate or reduce
their drug use, it neither excludes nor presumes a treat-
ment goal of abstinence. Harm reduction approaches
recognise that short-term abstinence oriented treat-
ments have low success rates and for opiate users,
high post-treatment overdose rates.

Seeks to maximise the range of intervention options
that are available, and engages in a process of identify-
ing, measuring, and assessing the relative importance
of drug-related harms and balancing costs and bene-
fits in trying to reduce them.




Glaswegian injecting drug
slang

The main street drugs injected are heroin, cocaine and
amphetamines.

Heroin

Common street names used by injectors - kit, gear,
smack, H, brown.

Snowball - refers to a cocaine and heroin mix which is
injected.

How bought and sold

If people talk about a ‘tenner bag’ (£10) this refers to
140mg (approx) of heroin. If people talk about a ‘score
bag’ (£20) this refers to approximately 350mg of her-
oin. However, heroin is also bought in the following
weights 1 oz (28grams), Y2 oz (14grams), Ya0z (7grams),
1/8th (3.5 grams) and a tenth (1.57grams).

Cocaine

Common street names used by injectors - coke, white,
charlie, ching, crack, freebase, base
Cocainefreebaseiswashedwithammoniatoformabase
Crack Cocaine is made with bicarbonate of soda and
heat

How bought and sold

The most common way for cocaine to be bought is in
grams, however it is also sold in the following amounts
10z (28grams), 2 oz (14grams), a0z (7grams), 1/8th (3.5
grams). Crack cocaine is usually sold per rock. This
is not common in Glasgow where most users prefer
to wash their powder cocaine back with ammonia to
make freebase.

Amphetamine

Common street names used by injectors - speed,
paste, base

How bought and sold

The most common way for amphetamines to be bought
is in grams, however it is also sold in the following
amounts 10z (28grams), V2 oz (14grams), Y20z (7grams),
1/8th (3.5 grams).

Buying drugs

Score — this refers to buying drugs i.e.
“I had to go to Govan to score”

Dry up — this refers to very poor availability




Injecting equipment

Exchange —this refers to an Injecting Equipment Pro-
vider (previously called needle exchange)

Tools - this refers to needles and syringes

One Hit Kits — this refers to pre-packed needles and
paraphernalia designed for single injections

Pins — this refers to needles

Barrels — this refers to the syringe/barrel (usually with-
out an attached needle)

1mls — this is a poor form of shorthand to refer to a
fixed needle and syringe i.e. “can | have some 1mls”. If
correctly used it refers to the amount of fluid the barrel
holds

2mls - this is a poor form of shorthand to refer to longer
needles i.e. “can | have a 2ml blue”. If correctly used it
refers to the amount of fluid the barrel holds

Short Orange — this refers to an orange hubbed nee-
dle which is 5/8th of an inch long, 25 gauge

Long orange — this refers to an orange hubbed nee-
dles which is 1inch long, 25 gauge

Short Blue — this refers to a blue hubbed needle which
is 1inch long, 23 gauge

Long blue - this refers to a blue hubbed needle which
is 1% inch long, 23 gauge

Long green — this refers to a green hubbed needle
which is 1% inch long, 21 gauge

Acid — refers to citric acid or vitamin C. Both are used
to dissolve brown heroin, freebase or crack cocaine.

Filter — only called filter. This is used to filter drug solu-
tion before injecting

Swab —only called swab. This is used to clean the skin
before injecting

Cooker —this is a spoon which is used to heat any drug
solution before injecting

Water, water amps or sterile water - all refer to water
for injection which is used to dissolve power before in-
jecting.

Preparation & administration

Cooking up — this refers to the process of applying
heat to dissolve heroin

Burn — this refers to the smoking of heroin

Chasing — this refers to the process of heroin smoking
(sometimes called chasing the dragon)

Tooter — this refers to a foil tube which is used to inhale
heroin fumes

Foil — this refers to foil which is used to facilitate heroin
smoking

Run — this refers to the process of heating foil and run-
ning the fluid in a line

Beatle - this refers to the fluid heroin transforms in to
when heated

Jag — refers to injecting

Dig — refers to injecting or to trying to find a vein i.e. |
need to dig about to get a vein”

Groin — refers to the femoral vein

Tourney — this refers to a tourniquet which is used to
help raise a vein and anchor it in place. Tourniquets
can include: belts; ties; bicycle tyre inner-tubes; medi-
cal tourniquets and shoe laces.




Effect and withdrawal

Oot ma bush — this refers to the strong, usually
positive, effect of drugs

Wasted - this refers to the strong, usually positive,
effect of drugs

Dunt — this refers to the strong, usually positive,
effect of drugs

Rattling — this refers to a state of withdrawals
Cold turkey — detoxing without medical help
Strung out - this refers to a state of withdrawals

Square up — stopping withdrawals by consuming
more drugs

OD - consuming too much of a drug and becoming
unresponsive

Contextualising

“I am rattling because there is a total dry up in my
area. I've tried chasing kit, off of foil with a tooter but it
didn’t square me up.

I've tried chasing before but half the time the kit
doesn’t run so you’ve no option but to jag.”

“It’s also easier to get works than foil. It’s good to hear
the exchanges are going to start giving it out too.”

“Anyway, | managed to score in the town but | could
only get a tenner bag so | bought some white too. |
snowballed these, what a dunt!

| know it’s extra dangerous though because I’'m going
in to my groin. I've seen loads of people OD this way.

I have to as I'm making a mess, digging all over the
place. If I could use a tourney properly, maybe | could
stay in my arms. | also don'’t like having to use 2mls as
the big pins are sore but | can’t reach the vein with a
iml.

I'm careful in other ways though as | always used my
own cooker, water and stuff and | never share pins.”




Why do people inject?

The reasons people start using drugs is often a very
complex issue. However, the reason people choose to
inject drugs is often underpinned by very sound ration-
ale.

Injecting can initially be more cost effective. This is
particularly true for heroin, where although less of the
drug is injected, it gives a more powerful effect than
smoking.

There may be times or situations where people have
less access to the drug so choose to inject for a period
of time to maximise the effect from less drug, for ex-
ample in prison people often prepare and inject ‘street
drugs’ in small groups. The preference of these group
members (peers) may influence the route of adminis-
tration for others. This is particularly true if drugs are
being shared or prepared for sharing through the mak-
ing of a batch.

There are occasions where people choose to inject to
hide evidence of drug use. For example, heroin has a
very distinct smell when it is being smoked and may
alert people to the fact drugs are being consumed. Dis-
solving heroin with water for injecting creates no fumes
or smell so is likely to be less evident if drugs are being
used.

Some drugs, such as oil based anabolic steroids, are
only made for injection, therefore there is no alterna-
tive route of administration.

Risks

Injecting drugs (out with a medical setting) carries sig-
nificant risk. These risks can be related to the drug
itself, contamination from cutting/bulking agents or
bacteria. Street drugs are often prepared for injection
in unsanitary conditions, whilst injecting practices and
techniques are often poor.

Many people are initiated in to injecting and taught bad
practice. These poor (sometimes dangerous) practic-
es may then be passed on to others. This ‘cycle’ will
only end if professionals, Injecting Equipment Provi-
sion (IEP) staff and drug workers, engage fully with this
group, with a view of positively influencing their clients’
injecting practices.

|[dentifying risks

To properly identify specific risks for individuals, a full
exploration of the person’s preparation and injecting
process is needed. It is this ‘assessment of injecting re-
lated harm’ (see table 1 below) which will help to iden-
tify areas of concern and allow us to propose changes.
It is hoped these changes may reduce the immediate
harm and minimise risks for the future.

Given the often chaotic nature of injecting clients or
the limitations imposed by workplace barriers, the as-
sessment process will benefit from being as flexible as
possible.

Assessments should be interactive, relaxed, non-judge-
mental and client focused. The use of visual props,
such as injecting equipment and foil may help simplify
processes and give more meaning to discussions or
demonstrations. Simple plain English should be used
and jargon avoided. Focusing on the most immediate
harms and risks ensures the person will leave with (at
least) some advice should the interview finish abruptly.




The following is an example of key topics which should be explored during assessment. As a minimum you should
identify the following risks:

Key Topics Identify

Types of drugs injected, poly drug use, amounts, overdose risk I:l

How often, site rotation, amount of equipment taken, frequency of IEP
transactions, needle reuse

Environment (outside or indoors), sterility, filtration, use of acidifiers, batch
preparation, proper use of equipment (including water)

Choice of needle, injecting sites accessed, high risk sites, hand and site
cleaning, tourniquet technique

Scarring, track marks, infection, bruising, swelling, heat, abscesses, ulcers,
and signs of missed hits, collapsed or damaged veins.

o oo

« |EP provision, where to get equipment
« BBV risks, testing and vaccinations
«  Current local issues i.e. botulism, HIV, HEP

«  Preparing drugs in a sterile manner, hand and site cleaning, choosing
the right environment

«  Proper preparation for each drug (including the use of acidifiers)
« BBV and bacterial risks associated with batch preparation

- How to make and use a tourniquet

- Accessing a suitable vein or injecting site and circulatory system
«  Choosing the right size of needle

« Avoiding high risk injecting sites

»  Proper site rotation

.« Common complications and why they happen

« Alternatives to injecting (including smoking heroin from foil)

+ Responding to overdose and the use of naloxone




BBVs

@& wwwyoutube.com/watch?v=EYF8suY5w9k

Blood-borne viruses (hepatitis B&C and HIV) are trans-
mitted when blood cells from an infected person are
passed into the bloodstream of another person. When
preparing and injecting drugs, there are many ways
this could happen.

The most obvious route for BBV transmission, is the
direct sharing of needles and syringes. However, the
sharing of other paraphernalia items (spoons, water
and filters) also presents a risk of transmission, particu-
larly for hepatitis B&C.

There have been occasions where some people have
used needles and syringes which have been used and
discarded by someone else. This is very high risk.

Some people are aware of these risks and try to clean
these previously used needles/syringes however; this
is not always done properly.

There are often risks when drugs are prepared in a
batch to be shared with others. It is possible that the
drugs may be prepared with a needle, syringe, spoon,
filter or water which has been used previously by an-
other person. This potentially contaminated solution
may be divided between people by back-loading or
front-loading (squirting the solution in to the back or
front of the other participant’s syringes) so even if a
person injects themselves with a new needle or sy-
ringe, the drug solution may have been inadvertently
contaminated with a BBV.

In Glasgow in 2015, 47 people contracted HIV through
the sharing of injecting equipment. By the end of 2016
this number had reach 72. The prevalence of hepatitis
C remains high in Greater Glasgow and Clyde with
65% of injectors being infected at some point.

www.youtube.com/watch?v=Snsk_4gOYHU&
feature=youtu.be

Reducing the risk for BBVs

The easiest way to prevent the transmission of inject-
ing related BBV'’s is to avoid sharing or reusing equip-
ment. ‘A single kit for every hit’ needs to be our key
message.

As it is unrealistic to think we can eliminate the shar-
ing of drugs, the risks associated with batch prepara-
tion should be explained fully, in particular, highlighting
that batch preparation can only be undertaken safely
when everyone involved has access to a full range of
unused, sterile equipment.

There is a recognised method for sterilising needles
and syringes, which will reduce the risks of BBV trans-
mission if they are to be reused or shared however,
to properly disinfect injecting equipment, this process
needs to be followed very carefully. The process in-
volves the use of 3 sterile containers, 2 containing wa-
ter and 1 containing bleach.

The syringe should be filled to the top by
drawing up the water to fill the full barrel.
This water should be squirted out (away from
other paraphernalia) ideally down a sink or
toilet.

Then, the syringe should be filled to the top
with thin bleach, by drawing and squirting out
(away from other paraphernalia) ideally down
a sink or toilet.

Then, the syringe should be filled to the top
by drawing up the water to fill the full syringe.
This water should be squirted out (away from
other paraphernalia) ideally down a sink or
toilet.

Cleaning needles and syringes should be a last resort.
If a person needs to use a previously used needle or
syringe, it is likely they won’t have access to other un-
used injecting paraphernalia (spoons, water, filters) so
BBV transmission may still occur.

All syringes provided in Glasgow have a scratch panel
marked ABC 123. This is to allow a combination of let-
ters and/or numbers to be scratched off, making iden-
tification easier if the syringe is going to be reused.
However, if a syringe has even the slightest chance of
being used by someone else, when it is out of sight, it
should be considered high risk. If it must be reused it
should be sterilised using the bleaching method de-
scribed above.



www.youtube.com/watch?v=EYF8suY5w9k
www.youtube.com/watch?v=Snsk_4gOYHU&feature=youtu.be
www.youtube.com/watch?v=Snsk_4gOYHU&feature=youtu.be
www.youtube.com/watch?v=EYF8suY5w9k
www.youtube.com/watch?v=Snsk_4gOYHU&feature=youtu.be

Infection

Skin and soft tissue infections are common amongst
people who inject street drugs. There have been sig-
nificant spore forming bacterial outbreaks in Glasgow
over the years, where drugs that are contaminated
with spores have been sold, prepared and injected.
Unfortunately, there is no way of knowing by looking at
the drug, if it was contaminated or not.

Abscesses, cellulitis and other infections are wide-
spread amongst people who inject drugs (PWID) and
are further evidence of the unsterile preparation and
injection of drugs.

Some people reuse their own injecting equipment a
number of times. This will without doubt increase the
risk of bacterial infections. For those who inject out-
side, there is limited opportunity to properly clean their
hands and injecting sites, again leading to the potential
for bacteria to be introduced.

In Greater Glasgow and Clyde, Clostridium Novyi hero-
in claimed the lives of 20 people in 2002, Anthrax was
responsible for 9 deaths 2014, whilst Botulism hospital-
ised over 20 people in 2014.

Reducing the risk of infection

As most injection related infections occur due to poor
sterility during the preparation stage, focus should be
on improving the sterility of this full process.

The easiest way to ensure there is no bacteria intro-
duced to the equipment, is to always use new needles,
syringes and a full range of paraphernalia, including
water, when preparing drugs for injection.

Needles and syringes can be sterilised using the
bleaching method described above, however, there is
no recognised way of sterilising filters or spoons.

It is very important that the hands and the target injec-
tion sites are washed well with soap and water prior to
injecting. An alcohol swab may be used to clean the
injection site if there is no access to soap and water.
Although this is very basic information, hand and site
cleaning, appears to be very seldom discussed with cli-
ents but is the most effective way of reducing infection.

Ideally the setting where the drugs are to be prepared
should be clean and well lit.

When it is identified that injectable drugs are contam-
inated with spore forming bacteria, the transition from
injecting to smoking should be promoted as this is like-
ly to reduce this risk. The exception to this being An-
thrax, which may also be contracted through inhalation.




Overdose

Fatal overdose remains a significant risk for those con-
suming drugs. In particular, heroin, methadone, alcohol,
benzodiazepines and gabapentin are particularly high
risk. Injecting also increases the risk, due to the high
load of drugs which can be delivered in one go very
quickly. Low tolerance, after a period of abstinence
(prison, rehab, detox etc) can significantly increase the
risk, whilst high tolerance may lead to the person con-
suming more drugs to get the desired effect. It is this
desired effect which often leads to poly drug use and/
or the administration of high doses. Many of those dy-
ing are older drug users, over the age of 35, often with
chronic physical or mental health conditions and a his-
tory of non fatal overdose.

In 2015, 706 people in Scotland died through drug
overdose, over 200 of these deaths happened in
Greater Glasgow and Clyde.

Reducing the risks of
overdose

Depressant drugs (heroin, methadone, benzodiaze-
pines, gabapentin and alcohol) are responsible for
the majority of deaths; therefore the dangers of using
these drugs in combination should be highlighted.
Much of the diazepam sold at street level contains oth-
er powerful benzodiazepines such as etizolam. The
unpredictability of these benzodiazepines (dose and
content) should also be discussed with clients.

Being with another person (for the hours after drug
consumption) may reduce the risk of a fatality as there
will be someone there to respond.

Smoking heroin is less likely to cause fatal overdose
than injecting. However, where poly drug use exists the
risk remains high.

Naloxone, a drug which reverses opioid overdose, has
been available in GGC since 2007. All community drug
services and many IEPs are part of this programme.
The benefits of naloxone should be highlighted and
offered to clients on a frequent basis, bearing in mind
their previous kits may have been used, lost or out of
date, and therefore this should also be discussed with
the client.




Site and vein damage

Vein damage and complications remain high. The ma-
jority of these problems are directly attributable to the
individual’s poor injecting practices.

The reuse of needles leads to blunting or barbing of
the needle tip which can result in more damage than
necessary.

The reuse of any injecting equipment (needles, barrels,
spoons, filters, water) can result in bacterial infection
leading to abscesses, cellulitis, and septicaemia.

The inability to rotate injecting sites can cause veins to
collapse, as insufficient time has passed to allow veins
to heal.

The overuse of acidifiers (used to breakdown heroin
or crack/freebase cocaine) causes damage to the vein
and increases the likelihood of infection.

There are times where people miss a vein with the
drug solution. This usually happens when the needle
has not entered the vein properly, has slipped out,
gone straight through the vein or pressure has caused
the vein to split. This leads to swelling, which appears
around an injection sit, during or immediately after an
injection.

Reducing the risk of site and
vein domage

Promoting the singe use of equipment to clients is like-
ly to have the biggest impact on reducing site damage.
This also includes the use of new paraphernalia for
every injection.

Having a number of sites, for example 5-6 on each arm,
will allow for proper rotation and keep sites accessible
for longer.

Assisting clients with the proper use of injecting equip-
ment and influencing the right choice of needle for in-
jecting is paramount. Details of this can be found in the
“preparing drugs for injecting, safer injecting and know
your kit” section of this guide.

10



Preparing drugs for injecting

The environment

Wherever possible a safe, sterile, warm and well lit
environment should be the first choice. Ideally, there
should be other people present to help if the person
experiences difficulties. However, this may not always
be possible, with many people having to prepare and
inject their drugs outdoors or in public places, away
from the view of others.

This often means there is no access to running water,
poor lighting and the person is exposed to the ele-
ments. In addition to this, ‘fear of being seen’ means
injections are often hurried increasing the risk of injec-
tion site damage.

Preparation

It is common for the importance of the ‘safer prepara-
tion of drugs’ to be overlooked during discussions with
PWID. In reality, small changes introduced during this
stage can have a significant bearing on drug related
harm.

Ensuring all paraphernalia is unused (in sealed pack-
ets), water for injection is at hand and running water is
available will help reduce risks. Not all drugs are pre-
pared in the same way i.e. some require an acidifier to
break them down, some need to be heated and others
do not.

Preparing heroin for injection

@& wwwyoutube.com/watch?v=e_hixbW1v20

Preparing powder cocaine, amphetamines, NPS

Wash hands

Add filter

Find a clean
surface
Set out

paraphernalia
Crystals/rocks
to be crushed?

Put drugs
on cooker

Preparing freebase or crack cocaine

Find a clean
surface

This will turn the Set out
solution into oil paraphernalia

which may block
the needle
Crystals/rock
to be crushed?
Add cold Put drugs
water on cooker

DO NOT HEAT

Add filter



www.youtube.com/watch?v=e_hlxbW1v20
www.youtube.com/watch?v=e_hlxbW1v20

Intravenous injection (V)
steps for drugs other than
IPEDs:

Wherever possible, visible veins in the crook of the arm
area should be first choice. These veins are accessible,
easy to clean and allow for a more controlled injection.
If possible, 5-6 sites on each arm should be selected
and rotated in turn. This will reduce the likelihood of
collapsed veins and allow the sites to heal.

B Vveins
Bl Arteries

Thereafter the following hierarchy of sites should be
considered:

1. Arms (lowest risk)

2. Hands (medium risk) bacterial risks, small veins
easily damaged

3. Feet (high risk) bacterial risks, small veins, slower
blood flow, mobility risks if problems occur

4. Legs (high risk) slower blood flow, valves are easily
damaged, DVT’s are common

5. Femoral (very high risk) deep vein, close to main
artery and nerve, damage is common and often
leads to DVT’s

o

Neck (very high risk) difficult to perform on self,
complex structure

7. Penis, breasts, head (very, very high risk) avoid
completely

Using a tourniquet will help trap blood in the vein mak-
ing it more visible and accessible. A good choice of
tourniquet is one which can be: easily used without
tying a knot; released without letting go of the syringe;
comfortable; non-damaging and cleanable.

Thin rope, rubber tubing and neck ties have all been
used successfully. The best time for people to practice
using a tourniquet is when they are not withdrawing.
At this time tourniquets are not provided from |IEPs.

The smallest finest needle should be used for the injec-
tion which is taking place (see “know your kit” section)

12



The injection process

10.

Veins in the crook arm should be first choice

Tourniquets (if used properly) will help make the
veins more visible and accessible

Clean the injection site ideally using soap and wa-
ter. If using a sterile swab, wipe the site and leave
for 1 minute to dry

The needle should be introduced to the vein with
the flow of blood (towards the heart) at 45 degrees
(90 degrees for the femoral vein) with the needle
eye facing upwards

The plunger should be drawn back to ensure
blood enters the syringe. This blood should be
dark in colour. Bright red blood indicates arterial
blood and the injection should stop

If a tourniquet has been used it should be released,
just before injecting

Inject slowly
Carefully remove the needle from the vein
Place the used needle/syringe into a sharps bin

Apply gentle pressure to the site using the clean
tissue or cotton pad

NB If using the filter syringe, please see page 20

Preparing IPEDs for Injection

° www.ipedinfo.co.uk/film_videos.php

Preparing oil based steroids — a large 10ml vial

Remove the cap from the vial and wipe the top with
a sterile swab

Attach a green needle (21g 1'2”) to the syringe and
remove the needle cap

Draw back the plunger of the syringe to the same
level as the amount you are going to draw from
the vial

Insert the green needle into the vial and push
down the plunger to inject the air into the vial

- With the needle and syringe still inserted turn the
vial upside down and draw up the required amount
of solution

- Withdraw the needle and syringe from the vial

- Pull back the plunger slightly, remove the green
needle and place into a sharps bin

- Attach a blue needle (23g 1 '4”) to the end of the
syringe

Preparing oil based steroids — a small Tml
ampoule

. Attach a green needle to a 2ml barrel — keep the
needle capped

- Hold the ampoule upright and flick the top gen-
tly to ensure all the solution is below the snap line
around the neck of the ampoule

« Using an amp snapper, break the top off the amp

«  Remove the cap from the green needle and insert
into the ampoule

«  Carefully draw up the solution and withdraw from
the ampoule

- Place the empty ampoule into the sharps bin

«  Pull the plunger back slightly

-« Remove the green needle and place into a sharps
bin

- Attach a new blue needle to the barrel but keep

the needle capped until ready to administer the
injection

13
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Preparing growth hormone,
melanotan or other powder

based IPEDs from a small
amp

Flip off the seal of the product and wipe the top
with a sterile swab

Twist the top of the plastic water amp

Take a 1ml fixed head needle and syringe, remove
the needle cap

Insert the needle into the water amp and draw up
the required amount of water

Place the used ampoule into the sharps bin

Insert the needle into the vial containing the
powder and inject the water slowly by running it
down the inside wall of the vial

Remove the needle and syringe and place in the
sharps bin

Gently mix the water and powder mix by turning
the vial - DO NOT SHAKE

Remove a new 1ml fixed head needle and syringe
from its packaging and remove the needle cap (but
do not discard)

Draw back the syringe plunger to the same level as
the amount of solution that will be drawn up

Insert the needle into the vial and inject the air in

Turn the vial with the needle and syringe in upside
down and draw up the solution

Injecting IPEDs steps

Steroids and other iPEDS should never be injected into
a vein — it could kill.

Locations for intramuscular injections (for all oil or water
based steroids)

I

1. The upper outer quadrant of the buttock (low risk)
2. Lateral part of thigh (low/medium risk)

Deltoid-upper outer third of the shoulder region
(medium/high risk)

Injecting into the shoulder should be the third choice
as the deltoid is a much smaller muscle and therefore
diffusion of the steroid is reduced and the risk of nerve
and other damage is far greater.

14



Upper outer quadrant of
the buttock (glute -
intramuscular injecting)

Needle size - Blue 23 gauge 14" long. Do not inject
more than 3ml into this site, 2ml is recommended
where the muscle is less developed

The injection process:

« Clean the injection site using a sterile swab and
leave for 1 minute to dry

« Relax the muscle you intend to inject into by trans-
ferring your weight to the other leg but ensure you
are stable

- Remove the cap from the needle and gently push
up the plunger to expel air from the top of the sy-
ringe, a small droplet of solution will appear at the
tip of the needle

« Insert the needle at 90°. Ensure you leave a small
part of the needle showing

« Ifitis practical to do so, gently pull back the plung-
er to ensure that no blood enters the syringe — if
blood enters the syringe, remove the needle/sy-
ringe and apply gentle pressure to the site using a
clean tissue or cotton pad. Do not re-inject into this
area — and discard the injection into a sharps bin

« Inject slowly — 10 seconds per 1ml of solution

- Keep the syringe as still as possible as movement
can cause the needle to tear the muscle

«  Carefully withdraw the needle and syringe and
place into a sharps bin

- Apply gentle pressure to the site using the clean
tissue or cotton pad. Gently massage the area. Do
not use a sterile swab after an injection

« Ensure all used equipment is placed in the sharps
bin

Lateral part of the thigh
(intramuscular injecting)

Needle size - Blue 23 gauge 1 %4” long. Do not inject
more than 3ml into this site, 2ml is recommended
where the muscle is less developed

« Clean the injection site using a sterile swab and
leave to dry for 1 minute

. Relaxthe muscle you intend to inject, preferably by
sitting down

«  Remove the cap from the needle and gently push
up the plunger to expel air from the top of the sy-
ringe, a small droplet of solution will appear at the
tip of the needle

« Insert the needle at 90°, ensure you leave a small
part of the needle showing

«  Gently pull back the plunger and check that no
blood enters the syringe. — if blood enters the sy-
ringe, remove the needle/syringe and apply gen-
tle pressure to the site using the clean tissue or
cotton pad. Do not re-inject into this area — and
discard the injection into a sharps bin

« Inject slowly — 10 seconds per 1 ml of solution

- Keep the syringe as still as possible as movement
can cause the needle to tear the muscle

.  Carefully withdraw the needle and syringe and
place into a sharps bin

- Apply gentle pressure to the site using the clean
tissue or cotton pad; gently massage the area to
disperse the solution. Do not use a sterile swab af-
ter an injection

«  Ensure all used equipment is placed in the sharps
bin
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Deltoid - upper middle part
of the shoulder
(intramuscular injecting)

Needle size - Blue 23 gauge 1 '4” long. Do not inject
more than 2ml into this site, 1ml is recommended where
the muscle is less developed

Injecting into the shoulder region should be a last
resort as the deltoid is a much smaller muscle and
therefore diffusion of the steroid is reduced and the
risk of nerve and other damage is far greater.

«  Clean the site using a sterile swab and leave to dry
for 1 minute

« Relax the 