
 The

Bulletin
April 2022

Q&A WITH FIONA PATTEN:
WHAT WE'RE DOING NOW 
DOESN'T WORK
Page 11

KICK-START 
FOR KET:  
HOW KETAMINE EMERGED 
AS AUSTRALIA'S LOCKDOWN 
MEANS OF ESCAPE
Page 3

SOLDIERING ON:
IN UKRAINE, HARM 
REDUCTIONISTS REMAIN 
RESOLUTE AGAINST ALL ODDS
Page 7

HIGHS AND LOWS:
HOW COVID HAS AFFECTED 
AUSTRALIA’S USE OF DRUGS
Page 9



Does having a zero-tolerance drug policy help, or does it 
hinder? In universities, it’s definitely the latter, according to 
a report issued last month by the Higher Education Policy 
Institute (HEPi) in the UK.

A survey conducted by HEPi has found that only three in 10 
British students feel confident disclosing drug use to their 
institutions without fearing punishment.

“Drug-related deaths, which occur every year within 
universities, are largely preventable if the right policies 
and practices are in place,” the report says. “If zero 
tolerance means fewer people coming forward for help, 
and potentially life-saving information not [being] 
communicated to those unwilling or unable to cease illicit 
drug taking, then for us that is a matter of concern.”

In Australia, The Kirby Institute has tackled a very different 
question, asking “How effective is treatment-as-prevention 
for hepatitis C in a prison setting?”

Five years of research conducted across two maximum-
security and two medium-security correctional centres in 
NSW has provided some highly encouraging insights.

In all, 3,691 people took part voluntarily in the 
Surveillance and Treatment of Prisoners with hepatitis C 
(SToP-C) study – 19pc had an HCV infection, 61pc were 
uninfected but at primary risk of infection, and 20pc had 
been infected previously. Thirty per cent of participants 
reported injecting drugs while incarcerated.
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Prisoners with HCV received standard-of-care treatment 
for the first three years and then, in 70pc of cases, direct-
acting antiviral (DAA) treatment from mid-2017.

During the study period, the incidence of HCV almost 
halved, dropping from 8.31 per 100 person-years in 
October 2014 to 4.35 per 100 person-years in September 
2019. Primary infection decreased from 6.64 per 100 
person-years to 2.85, and re-infection fell from 12.36  
to 7.27, leading the researchers to conclude that their 
findings “support broad DAA treatment scale-up within 
incarcerated populations”.

As we welcome the results of this focus on harm reduction 
in NSW, spare a few minutes’ thought for those currently 
detained in Ukraine. While more than two million 
Ukrainians have already left their country as refugees, 
prisoners are unable to flee, despite being desperate in 
many cases to find urgent, ongoing medical treatment  
for substance use disorder and/or blood-borne viruses 
such as HIV.

We pay tribute this month to the fortitude of frontline 
workers such as Oleksii Kvytkovskyi as they maintain their 
unwavering support for people who use drugs in Ukraine.

John Ryan 
CEO, Penington Institute
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KICK-START FOR KET:
HOW KETAMINE EMERGED AS AUSTRALIA’S 
LOCKDOWN MEANS OF ESCAPE
The COVID-19 pandemic has changed 
the face of the modern world. It’s 
accelerated pre-existing trends, like 
the shift to a more digitised world, 
and created some new ones, like the 
fragmentation of supply chains.

For people who use drugs, the 
pandemic has also changed the 
nature of how they use and procure 
their drugs. Some substances have 
experienced a rise in popularity while 
others have slumped.

One substance that has become 
increasingly popular in recent years 
among people who use drugs is 
ketamine. Data from the National 
Drug and Alcohol Research Centre 
(NDARC) shows that ketamine use 

increased by almost 21 per cent in 
just 12 months from 2020 to 2021. 
It is the largest increase in ketamine 
use since the National Ecstasy and 
Related Drugs Survey (ERDS) was first 
conducted in 2003.

Lachlan (not his real name), who is  
22 and from Perth, says he began 
using ketamine, or ‘ket’, more 
frequently when COVID arrived due  
to the lack of availability of other 
drugs and also as a means of coping  
with associated lockdowns.

“I guess ket is definitely a drug that’s 
better suited to being at home,” 
Lachlan says. “There’s no point taking 
all these uppers if you’re just stuck in 
a room or a house. You’ll be pinging 
off the walls.

“I did start taking more ket and 
smoking a bit more weed when the 
lockdowns started. I guess it was a 
substitute for partying and doing 
what I would usually do on weekends 
but it also helped me relax and kind 
of mellowed out the whole stay-at-
home deal.”

Lachlan says that when Western 
Australia implemented its strict hard 
border controls it became harder to 
procure drugs like MDMA and cocaine, 
and ketamine was often a more 
available substitute.

“When they closed the border it 
definitely became harder to find MD 
and coke and that. Ket and weed were 
a bit easier to come by.”
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Fifty-plus years of use

Ketamine was originally developed 
in the early 1960s as a short-acting 
anaesthetic for human medical and 
veterinary purposes.

In the early 2000s, it made its way 
onto the recreational drug scene 
in Australia, where it is used for 
its calming, hallucinogenic and 
dissociative effects.

Between 2003 and 2016 ketamine 
use remained stable in the country, 
according to NDARC’s ERDS, before  
a steady increase occurred from  
2016 to 2022.

In December 2020, the Australian 
Criminal Intelligence Commission 
(ACIC) included ketamine in its 
quarterly wastewater analysis survey 
for the first time.

ACIC Principal Advisor Drugs, Shane 
Neilson, says that prior to its inclusion 
in the analysis, ketamine was more 
frequently used as a kind of cutting 
compound in other recreational drugs. 
Recently, however, it has emerged as a 
drug of concern in its own right.

“For some years ketamine most often 
appeared in tablets and capsules of 
MDMA and where people were mixing 
methamphetamine and ketamine. As 
an illicit substance it’s been around 
for some time but not at a level that 
was cause for concern,” Shane says.

“Over the last couple of years there 
was reporting that consumption 
appeared to have increased –  
that it may have been increasing  
as a drug in its own right. That  
got our attention.”

Use increasing, but why?

While NDARC researcher Dr Rachel 
Sutherland says it’s difficult to correlate 
an increase in ketamine use with COVID 
lockdowns, a rise in its use did coincide 
with the onset of the pandemic.

“It’s hard to say what is driving 
these changes,” Rachel says. “It could 
reflect a number of market factors, 
like availability and price, and also 
consumer preference.

“We’ve been seeing an upward trend 
for a number of years. It’s very difficult 
to tease apart what is a result of COVID 
and what is a continuation of a trend 
that was already happening before.

“We’ve seen an increase [in ketamine 
use] in the past couple of years but 
that’s a continuation of a trend we 
were already seeing.”

NDARC’s survey also reported an 
increase in price from $200 to $220 
per gram in 2020.

While ketamine is often medically 
administered as an intravenous or 
intramuscular liquid, it’s more readily 
available on the street in powdered 
form, Rachel says.

“My understanding is that ketamine 
is commercially available as a 
liquid and a powder. We don’t ask 
participants what form they’re using 
but from our data most indicate they 
are snorting it.”

While ketamine use is increasing, 
the drug is not used as frequently as 
stimulant drugs like amphetamines, 
cocaine and MDMA, says Rachel, and 
is often less problematic.

“From our data, frequency of use 
is low. Even though more people 
are using they are still using it very 
infrequently, so about three days in 
six months, or once every two months. 
When you’re using recreational drugs 
in those sorts of patterns it won’t 
generate as much harm.”

Horses for courses

Because of its longstanding use in 
veterinary medicine, ketamine is 
often represented in social media 
channels by the racehorse emoji.

WE’VE BEEN SEEING AN UPWARD TREND FOR A NUMBER 
OF YEARS. IT’S VERY DIFFICULT TO TEASE APART WHAT IS 
A RESULT OF COVID AND WHAT IS A CONTINUATION OF A 
TREND THAT WAS ALREADY HAPPENING BEFORE.
– Dr Rachel Sutherland

EVEN THOUGH MORE PEOPLE ARE USING THEY ARE STILL 
USING IT VERY INFREQUENTLY, SO ABOUT THREE DAYS IN SIX 
MONTHS, OR ONCE EVERY TWO MONTHS. WHEN YOU’RE USING 
RECREATIONAL DRUGS IN THOSE SORTS OF PATTERNS IT WON’T 
GENERATE AS MUCH HARM.
– Dr Rachel Sutherland
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Using any illicit drug does still carry 
inherent risk, says Rachel, and some 
of the greatest potential for harm 
comes from the dissociative state ket 
induces, which makes users feel as if 
they are disconnected from their body, 
among other more common harms.

“There are also some other harms 
associated with ketamine – things 
like ‘ketamine bladder’, urinary tract 
problems and, obviously, tolerance.”

Kidney problems can occur with 
‘heavy use’ (meaning several times 
a week). Long-term heavy use can 
result in irreversible kidney damage 
that includes painful urination, 
incontinence and chronic cystitis. 
Tolerance to ketamine rises quickly.

“People use ketamine for lots of 
different reasons, in the same way as 
any drug,” she says, adding that it’s 
unusual because it produces different 
effects in different quantities.

“There will be people who do use 
it for the sedative properties, as a 
relaxant to come down and whatnot. 
In the higher doses it does also 
produce hallucinogenic properties, 
which is why some people use it too.”

THAT’S THE DANGER OF KET, 
BUT ALSO THE APPEAL OF IT 
TOO. IT DOESN’T ALWAYS DO 
THE SAME THING FOR YOU.
– Lachlan

In a social media poll of their peers 
conducted by one young person in 
mid-March, most of the anonymous 
respondents said they used ketamine 
in conjunction with alcohol, often on 
nights out, and that it gave them a 
similar feeling to being drunk without 
the hangover and was also relatively 
inexpensive.

Lachlan says that prior to the  
COVID lockdowns he mostly used 
ketamine as a means for ‘coming 
down’ at the end of a night out after 
taking other stimulant drugs like 
MDMA and cocaine.

But during the lockdowns he began 
using it on its own for both its 
sedative and its hallucinogenic 
properties, and the demarcation in 
quantity needed to produce each 
effect could be murky.

“It was a means of relaxing and 
chilling out a bit but I liked that it 
could give me a bit of a trip as well,” 
he says.

“It’s a fine line sometimes between 
having just enough to chill out and 
having too much and tripping out. If 
you take in when you’re out at a club 
or something you can definitely lose 
control – I have a couple of times.  
But if you’re at home on your own  
in lockdown, it definitely keeps  
things interesting.

“I guess that’s the danger of ket, but 
also the appeal of it too. It doesn’t 
always do the same thing for you.”

Tom de Souza

Words worth sharing

Encourage clients to keep these 
harm-reduction points in mind:

 — Always start with one-quarter of 
your chosen amount and then if 
you need/want to take more you 
can increase from there.

 — Consider taking only a small 
amount out with you so you’ll 
be less tempted to use more 
than you might want to once 
you’re consuming.

 — Ket is relatively short-acting. 
Tolerance builds quickly so 
the amount you start with if 
you are a regular user will 
be different to the amount 
required if you are a first-time 
user. New users should ALWAYS 
try one-quarter first.

 — Be aware that some people 
with pre-existing mental health 
conditions may find their 
symptoms heightened when 
first using.

 — Due to the disassociative effect, 
there is an increased risk of 
accidents, including falling 
unconscious in areas of risk.

 — Mixing ketamine with other 
drugs (especially alcohol) 
increases the risk of toxicity.

 — Before using ket, ask yourself: 
How safe are my surroundings? 
What is my state of mind?  
How much am I taking?
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WHY DO YOU USE K? WHAT IS IT ABOUT  
THE EFFECTS THAT 
YOU LIKE?

90% say ketamine 
is easy to get.

The majority know that 
combining ketamine with 
alcohol increases harm but  
say that, more importantly,  
it also increases fun.

About two-thirds know 
the risk of toxicity but 
most refer to this as “the 
K-hole” without being 
sure what is actually 
happening.

More than half would choose 
ketamine over alcohol if offered 
a choice.

In March, a university student in Melbourne launched a small 
online poll to gather insight into ketamine use among their 
peers in the roughly 18–23-year-old demographic.

Participation was completely anonymous,  
and within hours 34 young people responded.
These are their comments:

It gives me the same feeling of 
alcohol without feeling sick  
(unless I take too much).

It’s accessible and 
makes me feel euphoric.

I like feeling free, 
detached from my body.

You can get a similar feeling to 
drunkenness without having to 
drink a lot (it’s easier to consume, 
leaves no hangover etc) and it’s 
also relatively inexpensive.

It’s fun, makes music way 
better, it’s nice to take a step 
back from reality for a sec.

It’s good for dancing.

To have fun.

It makes music more enjoyable, 
you can get a feeling of 
drunkenness without having to go 
through the tedium of drinking/
won’t be hungover the next day.

It’s fun, easy to access and in 
comparison with other drugs can 
be cheap. I like the way it separates 
me from myself (to a degree, it can 
turn scary very quickly).

It’s calming fun and I started using 
it at a difficult time so often I use it 
as a bandaid fix for feeling down.

It gives me the same 
enjoyment as alcohol 
without the feeling ‘yuck’.

It’s fun

It produces a good dissociative, 
helps with anxiety and 
enhances whatever other 
substance I may be taking.

27 out of 34 
combine 
it with 
alcohol

Two-thirds of participants 
know of people who have 
K-holed and vomited 
excessively.

One hundred per cent say they would read harm reduction/safer use tips if 
these were easily accessible, and 23 out of 30 want to know more about harm 
reduction in general and about mixing drugs.

HEARING IT 
STRAIGHT
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SOLDIERING ON:
IN UKRAINE, HARM REDUCTIONISTS 
REMAIN RESOLUTE AGAINST ALL ODDS
Mentioning ‘harm reduction’ and ‘war’ in the 
same breath seems almost nonsensical, yet 
when one sets in the other becomes more 
crucial than ever for many people affected 
by drugs.

When on February 24 this year Russia 
launched the most recent attack in its 
protracted campaign against Ukraine and 
followed up with an armed invasion, harm 
reduction services and the people they 
served became immediate collateral damage.

Nobody knows better the situation on the 
ground in Ukraine than Oleksii Kvytkovskyi, 
head of the Volna Donbas Resource Centre of 
the All-Ukrainian Association of People with 
Drug Addiction – a ‘frontline’ worker in the 
literal military sense as bombs are dropped 
around him in the south-east of the country, 
not far from Donetsk, a key city in the 
breakaway (or separatist) regions backed  
by Russia since 2014.

Oleksii spoke in the first week of March to 
UNAIDS about the challenges of providing 
support in a war zone.

“I’m tired of fear and fleeing,” he said. “I’ve 
decided I’ll carry on doing what I’ve been 
doing for the past 14 years: defending the 
rights of key communities, notably people 
who inject drugs and people in need.

“Eight years ago I was there when the 
Russian Federation attacked the eastern part 
of Ukraine – they are now self-proclaimed 
republics. I still work in four cities in the 
Luhansk region which are controlled by the 
Ukrainian Government, located almost on 
the front line: Severodonetsk, Lysychansk, 
Rubizhne and Kremlinna.”

Oleksii said that as a non-governmental 
organisation (NGO) the Volna Donbras 
Resource Centre received and then 
delivered both opioid substitution therapy 
(OST) and everyday food and water. “We 
have enough OST until the month’s end – 
that’s about 28 days – and then I don’t know 
what we’ll do. Access to antiretroviral 
therapy is also problematic in some cities. 
Basically, we look at who lacks what and if 
there are risks of interruption.”

Oleksii said very few people had been able 
to leave the area, largely because they could 
not afford to pay to do so.

“[We] turned to international organisations 
and received assistance from the Eurasian 
Harm Reduction Network, the Eurasian 
Network of People who Use Drugs and 
Volna, and that’s helped to provide  
urgent assistance.”

What sustains a worker such as Oleksii 
under such extreme circumstances? “I go  
to work every day. People ask me if I fear for 
my life. My answer to this is ‘When you solve 
someone’s problems, you unknowingly 
forget about fear and war. Then solving the 
problem of a person from the community 
becomes the key objective for you, so you 
set out to help in any way’.”

What’s harm reduction worth  
in Ukraine?

An eight-year analysis of harm  
reduction in Ukraine, based on data  
from five national surveys conducted  
in 2009 (3,900 people), 2011 (9,000– 
9,500 people), 2013 (9,000–9,500 people),  
2015 (9,000–9,500 people) and 2017 
(10,000 people), revealed in September 
2020 that people who injected drugs and 
were reached by a harm reduction NGO 
such as the Volna Donbas Resource Centre 
had consistently better outcomes in HIV 
prevention, testing and treatment when 
compared with people who did not 
interact with an NGO.
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Although the prevalence of HIV was  
higher among clients of NGOs (29 per cent) 
than among clients of non-NGOs (17.8pc), 
they were more likely to be receiving 
medical treatment.

All survey respondents had injected drugs in 
the past 30 days, were aged 14 or above 
and lived in one of 31 cities representing 
all of Ukraine’s regions. Roughly 80pc  
of participants were men and 20pc  
were women.

In total, about one-third of people surveyed 
in each of the five years were NGO clients. 
Among NGO clients, being tested for HIV, 
using condoms during sex and using sterile 
needles when injecting were higher; they 
were also more likely to be on OST. This was 
despite the cohort being generally financially 
disadvantaged, older and more likely to 
have served time in prison.

Bleak outlook under Russian rule

Should Russia triumph and seize control  
of Ukraine as a whole, the outlook will  
be especially dismal for the approximately 
317,000 Ukrainians who inject  
heroin regularly.

Writing for The Conversation in March,  
Ian Hamilton, Associate Professor of 
Addiction at the University of York, and  
Julia Buxton, Professor in Criminology at  
the University of Manchester, both in the UK, 
said that as of January 14 this year 14,868 
people in Ukraine were receiving OST such 
as methadone or buprenorphine.

“Ukraine has been funding these treatment 
services since 2017,” the pair said. “In that 
year, it also rapidly expanded its service for 
people in need of sterile syringes, condoms 
and peer support or counselling – the World 
Health Organization-recommended 
minimum for harm reduction among 
[people who use drugs] and those  
at risk of HIV.

“The Russian invasion has severely 
disrupted access to these specialist 
drug-treatment services. Before the war 
some people would collect their methadone 
daily but the Ministry of Health has advised 
that a 15–30-day supply should be given. 

This helps to reduce the number of trips to 
services, which in some parts of the country 
are risky. Yet even at this early stage of the 
war, ensuring people can secure medication 
is proving difficult.”

Ian and Julia said that parts of Ukraine were 
“not faring so well” and were either running 
out of supplies or had lost contact with 
local drug treatment teams.

Deprived of their daily supply of OST, 
Ukrainians would experience withdrawal  
on top of the significant physical and 
emotional stress generated by the  
Russian attack, they said.

Russian President Vladimir Putin is 
unequivocal in his disdain for people who 
use drugs and has gone to far as to describe 
Ukraine’s leadership as being “a gang of 
drug addicts and neo-Nazis”.

His own government’s drug policy has 
provided zero assistance to the eight million 
Russians whose drug use is considered 
problematic. Forty per cent of new HIV 
infections in Russia are linked to injecting 
drug use among the estimated three million 
Russians who inject drugs, many of whom 
do not have access to harm-reduction 
services such as NSPs.

Captive targets

With an estimated 2.3 million people having 
left Ukraine as refugees by mid-March, one 
group of Ukrainians unable to flee ahead  
of Russia’s advancing troops is prisoners.

The Ukrainian Government’s decision to 
release selected inmates with military 
experience to join the national defence has 
liberated a small number of individuals on a 
case-by-case basis but the majority remain 
institutionalised in a country whose ability 
to provide healthcare is receding fast.

In 2019 the prevalence of HIV among 
prisoners was said to be 7.2pc. Before  
the onset of the Russian attack, both 
antiretroviral therapy and OST were 
provided routinely and anyone whose 
health was affected by their use of  
drugs (including narcotic or psychotropic 
substances or alcohol) was entitled to be 

treated. Since May 2021 Ukrainian prisoners 
have also had the right to buy and possess 
syringes, needles, condoms and other 
harm-reduction supplies.

Eight years ago, as forces advanced through 
the Donetsk region, 700 detainees 
(including some who required medical 
treatment for HIV) were left stranded in the 
village of Chornukhino. Vadym Pyvovarov, 
Executive Director of The Association of 
Ukrainian Human Rights Monitors on Law 
Enforcement, says there are real fears now 
that a similar situation will arise if plans  
are not put in place to safely evacuate 
populations from correctional facilities 
throughout Ukraine.

Appealing for support abroad

As millions of Ukrainians cross their 
national border to Moldova or Poland, 
Ukraine’s Ministry of Health is pleading with 
these two countries – along with nearby 
Romania – to reach agreement on how care 
can be continued for people who have been 
in treatment for tuberculosis or HIV.

With an estimated prevalence of one  
per cent, Ukraine’s adult HIV rate is the 
second-highest in both Europe and  
Central Asia and accounted for nine per cent 
of new infections in the region in 2016. 
Injecting drug use remains the single 
biggest driver of HIV spread.

The International Narcotics Control Board 
has also encouraged the Moldovan, Polish 
and Romanian governments to ensure OST 
is made available to Ukrainian refugees, but 
as yet it’s not clear whether any practical 
progress has been made.

The March 2021 issue  
of The Bulletin features a  
Q&A with Moscow-based Ivan 
Varentsov, who shared some  
first-hand insights into the 
Russian Government’s attitude 
toward harm reduction and 
people who use drugs.
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HIGHS  
AND LOWS: 
HOW COVID HAS AFFECTED  
AUSTRALIA’S USE OF DRUGS
COVID restrictions curbed more than just dining out 
and travel for many Australians – they also clipped our 
consumption of four key illicit substances. But although  
we might have been using less, we paid significantly more  
for it, Australia’s peak criminal intelligence agency says.

For the first time on record, the combined volume  
of methylamphetamine, cocaine, MDMA and heroin  
used Australia-wide fell, dropping by 4.7 tonnes  
or 23 per cent of total weight over the 12 months  
to August 2021.

In its most recent National Wastewater Drug Monitoring 
Program report, released in mid-March, the Australian 
Criminal Intelligence Commission (ACIC) compares substance 
use last August with that of exactly one year earlier.

It is the fifth year-on-year comparison (and the 15th 
individual report overall) generated by ACIC, which has been 
checking Australia’s wastewater for drugs since 2016.

“The markets that were most impacted were 
methylamphetamine and MDMA. Methylamphetamine 
consumption decreased by 21pc between Year 4 [2019–
20] and Year 5 [2020–21], while MDMA consumption 
decreased by 53pc,” the report states.

Nonetheless, drugs remain big business. As the report 
states, “The estimated street value of the four drugs in  
Year 5 was $10.3 billion – up from $8.9 billion in Year 4 
due to increasing drug prices.”

Methylamphetamine accounted for 77pc of this expenditure.

City–country divide

ACIC’s analysis is based on samples taken from 58 
wastewater treatment plants, representing 57pc  
of the total population or 13.3 million people.

Within the capital cities, use of eight substances 
decreased, according to the measurement of trace amounts 
found in wastewater. Methylamphetamine, cocaine, MDMA, 
MDA, fentanyl, ketamine, alcohol and nicotine all fell, with 
only heroin and cannabis showing a rise in popularity. 
Oxycodone remained relatively stable by volume.

Regional Australians, too, reduced their use of 
methylamphetamine, cocaine, MDMA and MDA. Oxycodone 
use also dropped outside the eight major cities while heroin, 
fentanyl, cannabis, ketamine, alcohol and nicotine rose.

Per-capita consumption of cocaine, MDA, heroin and 
ketamine was, on average, higher in the capitals than 
in the regions. On the other hand, regional Australians 
excreted more MDMA, methylamphetamine, oxycodone, 
fentanyl, cannabis, alcohol and nicotine, indicating 
elevated levels of use across the community.

Cannabis residue was at record highs in both regional and 
metropolitan Australia; methylamphetamine and MDA 
were at record lows.

The ‘COVID effect’

“COVID-related restrictions have not impacted drug 
markets uniformly, with differences across drugs and 
between and within jurisdictions,” the report says. 
“However, they almost certainly drove relatively sustained 
decreases in consumption.

“COVID restrictions did not cause immediate major 
interruption to Australia’s drug markets due to inertia 
as existing supplies were consumed. The compounding 
impact of these restrictions over time led to some 
substantial market interruptions, particularly in Year 5 
[2020–21] of the program, which were complemented by 
law enforcement market suppression activity and normal 
market trends, including seasonal factors.”

The biggest single drop was seen in MDMA, whose 
consumption more than halved in 2020–21, “with the 
market showing no signs of recovery as at October 
2021” according to the report’s authors. “Consumption 
of methylamphetamine fluctuated markedly since the 
commencement of COVID-19 restrictions, including a 21pc 
reduction in national consumption levels in Year 5 of the 
drug monitoring program.

“Year-on-year increases in consumption of cocaine for the 
first four years of the program ceased in Year 5, with national 
consumption levels decreasing [by] 17pc. Consumption of 
heroin, which is the least-consumed of the four drugs, also 
decreased in Year 5, but only by some 4pc.”

ACIC says “the long duration of the COVID-19 pandemic, 
with its associated restrictions, constrained drug markets”.

“However, while impacted by the pandemic for a portion of 
2020 and 2021, cannabis consumption increased to record 
levels in capital cities and regional areas in August 2021.

“Consumption of fentanyl and oxycodone has likely been 
impacted by COVID-19 restrictions on elective surgery 
and the significant demands on medical and health 
professionals to treat COVID-19, but the data suggest 
consumption may be close to its lowest level and 
be largely reflective of legitimate use because 
consumption has remained relatively stable 
for the past six months.”
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NATIONAL WASTEWATER  
DRUG MONITORING PROGRAM

Capital city cocaine, MDA, heroin and ketamine 
average consumption exceeded regional 

consumption.

Cannabis capital and regional (August)

Methylamphetamine capital
and regional (August)

MDA capital and regional (August)

MDMA capital (August)

Oxycodone regional (August)

Fentanyl capital (October)

RECORD HIGHS RECORD LOWS

Regional alcohol, nicotine, MDMA, 
methylamphetamine, oxycodone, fentanyl and 

cannabis average consumption exceeded capital 
city consumption.

Between Year 4 and Year 5 of the Program (August 2020 to August 2021) total estimated consumption of 
methylamphetamine, cocaine, MDMA and heroin decreased for the first time, by 4.7 tonnes, or 23 per cent 
of the combined total weight.

Estimated street value $10.3b –  
up from $8.9b

The August 2021 collection covers around  
57 per cent of Australia’s population — 

about 13.3 million Australians.

57%

4.7 TONNES
OR 23%

IMPACT OF
COVID-19

AUGUST AND OCTOBER 2021 HIGHLIGHTS

METHYLAMPHETAMINE, COCAINE, MDMA AND HEROIN

MARKET IMPACTS MARKET VALUES

Methylamphetamine

MDMA

21%

53%
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Q&A WITH FIONA PATTEN: 

WHAT WE’RE DOING 
NOW DOESN’T WORK

Fiona, we start with the curliest 
question: what’s your current 
position and how did you get here?

I’m a Member of Parliament in 
Victoria – the Member for Northern 
Metropolitan – and the leader and 
founder of the Reason Party.

I got here, really, out of frustration 
and discontent with the political 
systems and policies. I could see 
government policy going in one 
direction and community attitudes 
going in the opposite.

I first got political around the time of 
HIV and AIDS. I had a fashion shop 
and I was a fashion designer, and I 
was seeing my friends who were sex 
workers, who were gay men – 
particularly my gay friends – 
becoming HIV-positive.  
That was in the time before  
we had proper treatments.

Also at that time I was involved in 
some of the first mobile needle 
exchange programs. I used to 
volunteer on the mobile bus in the 
Australian Capital Territory to provide 
needles, and later I was an outreach 
worker for sex workers as well.

I came from that harm reduction 
angle, when we first started talking 
about harm reduction in a meaningful 
way based on our response to HIV 
and AIDS. Then we had a really  
strong bipartisan approach to  
harm reduction.

From a political philosophy 
perspective, where does the 
Reason Party fit in?

Reason – and I know many other 
small parties will also say this –  
sits pretty firmly in the middle.

We were actually born out of small 
business – it was formerly the  
Sex Party, born out of an industry 
association. It’s not the normal 
pathway for political parties; quite 
often they’re established out of 
unions or out of protest groups and 
the like but we came here from a 
business perspective. Certainly it was 
a ‘small l’ business perspective and 
one that believed in equality, so when 
I was first setting up the party we 
were looking at things like marriage 
equality, censorship, drug law reform, 
voluntary assisted dying. Some fairly 
libertarian or ‘small l’ policies took us 
there, frustrated particularly by the 
treatment of adult businesses and the 
moral judgement that was entwined 
into our legislation, whether that was 
around brothels or adult stores or 
adult events.

We came from that perspective and 
that probably hasn’t changed. 
However, you have to compromise in 
this business, so I think where we’ve 
achieved things has possibly not been 
at that purest John Stuart Mill 
libertarian position.

Do parliamentarians whisper in 
your ear that they have great 
sympathy for your views but they 
can’t afford to express it?

I’ve been hearing that for 30 years. 
When I first started knocking on doors 
in the hallowed halls of parliament it 
was around censorship and sex work, 
and I would have politicians say to 
me time and time again, “Fiona, I 
totally support where you are but I’m 
not gonna stick my head up for this. I 
hold this seat by four per cent; if the 
antis get behind me I could lose my 
seat and I could lose my job.” So it’s 
perceived as risky.

Whereas, for someone like me,  
a small party, it’s not as risky  
because I’m not looking for 51pc of 
the vote; I’m looking for a much 
smaller proportion.

I GOT HERE OUT OF FRUSTRATION 
AND DISCONTENT WITH THE 
POLITICAL SYSTEMS AND POLICIES. 
I COULD SEE GOVERNMENT POLICY 
GOING IN ONE DIRECTION AND 
COMMUNITY ATTITUDES GOING IN 
THE OPPOSITE.

With her proposal to decriminalise drug possession 
now before the Victorian Parliament, MP and Reason 
Party leader Fiona Patten is one of Australia's most 
visible drug reform campaigners.
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You’ve just introduced a bill into 
parliament and it sounds, from the 
media, like there’s going to be at 
least a trial somewhere in Victoria 
of a decriminalisation model. Is 
there a risk that decriminalisation 
without legal regulated markets 
might produce bigger profits for 
producers and dealers of illicit 
drugs, and possibly even stimulate 
violence among competing drug 
supply networks?

The absolute answer to that is just “No”.

We’ve had various forms of 
decriminalisation, even in Victoria, so 
we don’t always respond to drug use 
with a justice approach. We have 
diversions, we have cautioning. 
No-one is saying that this has led to 
an increase in drug use, no-one is 
saying that this has even led to an 
increase in the price of drugs.

To be frank – and I think the 
government and the police would 
agree with me – I don’t actually think 
our drug laws have an impact on the 
drug market except to make it more 

dangerous because there is no 
regulation. They don’t stop someone 
from using drugs if they’re going to 
do it; they don’t stop people from 
selling drugs if they’re planning to do it.

By providing a health response you 
can look at the evidence. You can look 
at what happened in Portugal, for 
example. I know Melbourne’s not 
Portugal but you can look at how, 
after 20 years, it hasn’t stop drug use, 
it hasn’t stopped drug dealing, but it 
has reduced a lot of the harmful 
impacts of that drug use and of that 
drug dealing. It also has seen a slight 
reduction in the number of people 
who use drugs. Portugal has one of 
the lowest rates of drug use in the EU, 
and when you compare it to 
somewhere like the UK it’s 
significantly lower. When you compare 
drug use in Portugal to Australia or to 
Victoria, it’s significantly lower. That, 
one could argue, is because of taking 
a health approach to drug use and 
helping people who might have 
problematic drug use and providing 
them with health pathways to  
treat their issues, and on the  
flipside of that generally not  
clogging up the system with 
unnecessary interventions.

Is there a risk with a model  
of requiring referral to treatment 
that it will clog up a treatment 
sector that already has  
waiting lists?

That’s a valid concern and that’s why 
it’s actually important to bring a 
group of experts together to look at 
how we can ensure that doesn’t 
happen, because the last thing that 
we want is a net-widening outcome 
from this. What we envisage is more 
of a triage system.

So for some people, particularly 
young people who are more likely to 
be picked up for possession or public 
use than other people, it could be a 
moment of early intervention. It could 
be a moment to find that that person 
is couch-surfing. It could be a moment 
to find that that person is 
unemployed, has fallen through the 
cracks of our education system. So it 
may be a moment to provide not 
necessarily drug-use intervention but 
an intervention in their lives.

I suspect there’s a bunch of people, 
middle-class, well-off people, who 
don’t have a problem with drugs who 
are currently doing counselling 
programs because that was how they 
got a No Conviction recorded in the 
court system.  

FOR SOME PEOPLE… IT COULD 
BE A MOMENT OF EARLY 
INTERVENTION. IT COULD BE 
A MOMENT TO FIND THAT THAT 
PERSON IS COUCH-SURFING. 
IT COULD BE A MOMENT TO 
FIND THAT THAT PERSON IS 
UNEMPLOYED, HAS FALLEN 
THROUGH THE CRACKS OF OUR 
EDUCATION SYSTEM. SO IT MAY 
BE A MOMENT TO PROVIDE 
NOT NECESSARILY DRUG-
USE INTERVENTION BUT AN 
INTERVENTION IN THEIR LIVES.
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THERE’S PROBABLY NOT A PERSON IN THE ROOM 
WHO WOULD SAY WHAT WE’RE DOING NOW WORKS.

WE’RE SEEING A PERSON WHO 
REALLY NEEDS ASSISTANCE, 
NEEDS COMFORT AND NEEDS 
CONNECTION BEING PUSHED 
INTO A JUSTICE SYSTEM THAT 
SPITS THEM OUT THE OTHER 
END WORSE THAN THEY WERE 
WHEN THEY WENT IN.

So there are probably people in our 
system right now who don’t want to 
be there; and people who desperately 
want to be there who can’t get in.

Having said that, we all know there 
needs to be greater investment in our 
alcohol and other drugs sector, but I 
don’t think that a system we will put 
in place will overwhelm our current 
system, because the vast majority of 
people who use drugs do not have a 
health problem with that use.

Fiona, how do you convince 
sceptics?

There’s probably not a person in the 
room who would say what we’re 
doing now works. And there are 
people in the room who are saying 
“But that doesn’t mean we should 
stop trying; we should just keep 
repeating what we’re doing and hope 
for a different outcome.” That’s actually 
what wins a lot of the sceptics: that 
26,000 people are being arrested every 
year for possession and use, that 50pc 
of the population uses drugs.

What we’re doing now is not  
stopping drug use and it’s not 
stopping overdoses. As we know from 
Penington Institute’s own Australia’s 
Annual Overdose Report, accidental 
overdoses are continuing to increase. 
What we’re doing now isn’t working 
so why would we continue to do it? 
Let’s open our minds to try  
something different.

Secondly, and probably most 
importantly to those sceptics, is the 
police. The police believe they need 
to do something differently; the 
police believe they should be treating 
drug use as a health issue, that it 
should have a health response, 
leaving police to deal with the 
criminal issues of trafficking and 
manufacturing. For some of our most 
conservative sceptics, it’s actually  
that police drug strategy, it’s actually 
the police saying ‘”We need to do  
things differently”.

And it’s also people like the 
Australian Medical Association, the 
Royal Australian College of General 
Practitioners, who are saying that 
quite often people don’t seek help 
because of the illegality and because 
of the stigma which that illegality 
perpetrates. When you have doctors 
and police saying “Do something 
differently”, that certainly helps in the 
argument with the sceptics, but you’re 
not going to win them all.

We often hear from the health 
sector and police and sometimes 
faith-based organisations.  
What’s your experience and/or 
views on religious leaders and 
drug policy issues?

When you look back at the campaign 
we ran for [Melbourne’s] supervised 
injecting room, at the front of that 
campaign was the Salvation Army, 
right next to it was the Uniting 
Church and next to it was St Vincent’s 
– three religion-based organisations 
all standing there at the front.

We had slightly less to do with them 
during this campaign, with the 
exception of the Uniting Church, and I 
believe the Jesuits also put in letters 
of support. For the most part, yes, 
religious organisations are there to 
help the person and they know that 
what we’re doing now is not helping 
the person.

We’re seeing a person who really 
needs assistance, needs comfort and 
needs connection being pushed into a 
justice system that spits them out the 
other end worse than they were when 
they went in, and many of those 
organisations know the effect of the 
laws as much as they know the effect 
of the drug.

This change is a step in the right 
direction; this is a step to say that  
we should not be criminalising drug 
use. It is probably one of the most 
important baby steps we will make in 
this debate and I’m optimistic that it 
actually will lead to more and more 
sensible conversations about how we 
can reduce harm – and that’s not 
busting people at a festival for 
carrying a pill or busting a homeless 
person for being in possession of  
a substance.
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