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Dear colleagues,

The stories in The Bulletin are about the frontline issues 
faced by workers grappling with the complexities of drug
use and health.

 

This month’s edition is no exception. Naloxone, who can 
get their hands on it, and the barriers to access which 
remain. Data collection – what does it achieve and what 
are the requirements on services around Australia?  
And what it feels like to save someone who’s overdosing.

It was a privilege to do a Q&A with Scott Wilson,  
the CEO of the Aboriginal Drug and Alcohol Council 
(South Australia), a person who not only helps the 
clients of his service but has for decades been a person 
supporting reason and compassion in relation to drug 
use, from the halls of power in Canberra to remote 
communities. Scott is an innovator and collaborator and 
an inspiration to many, including me.

In an interesting piece in The Medical Journal of 
Australia, Pallavi Prathivadi and Elizabeth Sturgiss ask an 
important question – when will opioid agonist therapy, 
also known as pharmacotherapy, become a normal part of 
health care?

Why, do the authors ask, when over a quarter of all 
general practice patients who receive pharmaceutical 
opioids become dependent, is pharmacotherapy still not 
part of the toolkit of most GPs? Especially as it becomes 
more and more difficult to prescribe opioid drugs, 
increasing the chance of desperate patients seeking them 
illicitly, GPs should play “a leading role” in recognising 
and treating opioid use disorder. 
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The police often say that ‘we can’t arrest our way out of 
the drug problem’. I think the health care sector should 
now play a leading role in drug dependence treatment 
but there are far too few mainstream health care 
professionals enthusiastic about engaging with addiction 
issues. 

It’s a persuasive piece and worth a read.

A reminder to send us your feedback. Australia’s only 
publication for frontline NSP workers must be shaped  
by their insights.

As always, please get in touch and please share The 
Bulletin far and wide with your colleagues and friends.

John Ryan 
CEO, Penington Institute

2

NALOXONE, WHO CAN GET THEIR HANDS ON IT,  
AND THE BARRIERS TO ACCESS THAT REMAIN.  
DATA COLLECTION – WHAT DOES IT ACHIEVE AND 
WHAT ARE THE REQUIREMENTS ON SERVICES 
AROUND AUSTRALIA? AND WHAT IT FEELS LIKE  
TO SAVE SOMEONE WHO’S OVERDOSING.
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“I was at a mate’s place and my mate 
yelled out from the lounge room that 
Baz had dropped. He was on the phone 
to the ambulance. I threw him the car 
keys and said, ‘Grab the yellow box out of 
the glovie, twist it, screw the tip on and 
jab him in the leg.’

“Within a few minutes, Baz started to 
come around. It was unbelievable. The 
ambulance arrived and they said that if I 
hadn’t given him the naloxone he would 
have been dead.

“My mate told me later Baz was in rehab. 
It brought a tear to my eye.

“I don’t use opiates. I lost a mate last year 
– that’s why I got naloxone. I may have 
lost one but now I’ve saved one too.”

Since 2019, the Commonwealth 
Government has been running a $10 
million pilot Take Home Naloxone trial 
to establish more effective methods of 
distributing the lifesaving medication 
to people who are likely to witness an 
opioid overdose.

I WAS AT A MATE’S PLACE AND MY MATE YELLED OUT FROM THE 
LOUNGE ROOM THAT BAZ HAD DROPPED. HE WAS ON THE PHONE 
TO THE AMBULANCE. I THREW HIM THE CAR KEYS AND SAID, 
“GRAB THE YELLOW BOX OUT OF THE GLOVIE, TWIST IT, SCREW THE 
TIP ON AND JAB HIM IN THE LEG.”

The trial is being conducted across New 
South Wales, South Australia and Western 
Australia. It was scheduled to finish in 
June but May’s federal budget allocated 
an additional $3.9 million to extend the 
program for a further 12 months.

The above experience was shared 
by a client with Tegan Nuckey, a 
Harm Reduction Coordinator at the 
Queensland Injectors Health Network 
(QuIHN). Over the past 10 months 
QuIHN has provided 585 doses of 
naloxone across the Burleigh Heads, 
Gold Coast, Brisbane and Sunshine Coast 
regions, free of charge.

Queensland is not part of the 
Commonwealth pilot, prompting some 
people to ask why the trial is being 
extended before it’s expanded.

“We know this works: it saves lives,” 
Tegan says.

“We know that people may relapse five, 
six, seven times and we need to save 
people’s lives on those relapses. We 
want these people to survive to be able 
to get into recovery, if that’s what they 
want to do.

“These people are our family, our friends, 
our neighbours. We need to remember 
that. I don’t understand why we put 
barriers in place.”

Opioid deaths in Australia have doubled in 
the past decade. On average, roughly three 
people die from opioid overdose every day, 
with opioids being present in nearly two-
thirds of all drug-induced deaths.

TAKE-HOME NALOXONE: 
THE REVIVAL ROADSHOW DODGING POTHOLES APLENTY
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I LOST A MATE LAST YEAR – 
THAT’S WHY I GOT NALOXONE.  
I MAY HAVE LOST ONE BUT 
NOW I’VE SAVED ONE TOO. 
QuIHN client

WE KNOW THAT PEOPLE MAY 
RELAPSE FIVE, SIX, SEVEN 
TIMES AND WE NEED TO SAVE 
PEOPLE’S LIVES ON THOSE 
RELAPSES. WE WANT THESE 
PEOPLE TO SURVIVE TO BE ABLE 
TO GET INTO RECOVERY, IF 
THAT’S WHAT THEY WANT TO DO. 
Tegan Nuckey

Increasing the availability of naloxone 
is one of the best ways we have of 
reducing overdose deaths.

In 60 per cent of opioid fatalities the 
person is not alone, and half of those 
who die are alive for about half an hour 
after overdosing, meaning there’s time 
for someone to intervene.

Currently, naloxone is available in 
various forms in all states and territories 
with a prescription or over the counter 
from a pharmacy for a fee, but the 
current pilot aims to broaden access  
and remove barriers to entry, such as 
stigma and cost.



Learning over time

Several trials have been run in 
Australia since 2012, when the first 
was conducted in Sydney. Professor 
Nick Lintzeris, Addiction Medicine 
Specialist at The University of Sydney, 
was part of that trial and describes it as
a “spectacular disaster”. It worked on an 
“unrealistic” delivery model involving a 
90-minute workshop, and over its two 
years, only 83 doses of naloxone were 
distributed.

 

The current pilot seeks to identify 
barriers to access and will be used in 
consideration of a national rollout of 
take-home naloxone.

During the pilot, anyone at risk of 
overdose or who might be likely to 
witness one can collect naloxone 
without prescription and without charge 
from pharmacies, hospitals, GPs, NSPs 
and non-governmental organisations 
working in the harm reduction space.

Briefings of 10-15 minutes are provided 
along with the product to help people 
understand how to use it in an overdose 
situation. Pharmacists have scripts to 
follow when handing out naloxone.

As the trial is ongoing, extensive access 
to data is restricted. However, the 
Commonwealth Department of Health 
says more than 36,500 units of naloxone 
have been supplied so far during the pilot.

Caroline Salom, Senior Research 
Fellow at the University of Queensland 
and head of the team evaluating the 
Commonwealth data, says the uptake 
“has been strong”. 

“Very considerable amounts have gone 
out the door and the introduction of the 
nasal spray Nyxoid has been very, very 
positive,” Caroline says.

To establish the trial, various legal 
obstacles had to be overcome to enable 
non-medically trained staff to distribute 
the drug.

Naloxone is a mixed Schedule 3 and 
Schedule 4 drug, meaning it’s relatively 
tightly controlled for a product 
with such a high safety profile. The 
Commonwealth has made five naloxone 
medications available during the trial 
but only the nasal spray form (Nyxoid) 
and the pre-filled intramuscular syringe 
Prenoxad have been taken up by the 
participating states.

In NSW and WA, naloxone can be given 
to clients by ‘Approved Providers’ (AP) 
like GPs, hospitals and pharmacies 
or registered ‘Authorised Alternative 
Suppliers’ (AAS) like NSPs and NGOs. In 
South Australia, an AP or AAS issues a 
voucher that the client then has filled at 
a pharmacy.

In all states, two doses of naloxone can 
be dispensed at any one time and refills 
are unlimited.
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The Big Five
The national pilot has made 
naloxone available in five forms:

• Nyxoid – naloxone 1.8mg/
actuation nasal spray, 2 x 1 
actuation

• Prenoxad – naloxone 
hydrochloride 1mg/mL 
injection, 2mL syringe

• Naloxone Juno – naloxone 
hydrochloride 400 
microgram/mL injection, 5 x 
1mL ampoules

• Naloxone Hydrochloride (DBL) 
– naloxone hydrochloride 400 
microgram/mL injection, 5 x 
1mL ampoules

• Junalox – naloxone 
hydrochloride 400 
microgram/mL injection, 5 x 
1mL ampoules.

From the list of options offered, 
the three participating states 
have chosen to distribute the 
intranasal spray and the pre-
filled syringes.

Angela Matheson at the NSW 
Ministry of Health says in making 
its choice NSW considered these 
two formulations the “easiest 
for members of the public to 
administer”.

“Ampoules of naloxone are 
a bit more technical to use, 
particularly in a stressful 
overdose situation, so we’re not 
including them in our program,” 
Angela says.

Both the AP and AAS models have been 
popular, Caroline says, with a “very large 
number” of community-based pharmacies 
having registered for the trial.

“We know naloxone that’s come into the 
hands of people as part of this pilot has 
been used to save lives,” she says.

$3.9M
extension until  

30 June 2022

types of 
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naloxone offered

$10M
invested



Frustrations being felt

As an NSP worker who has campaigned 
for broader access to naloxone for 
years, Tegan says she is frustrated that 
Queensland has not been included in 
the pilot. “We’ve really been left with 
nothing,” she says.

QuIHN’s distribution of free naloxone 
was established in response to being 
left out of the trial and works on a 
similar model to that which is currently 
being piloted in NSW and WA.

Nick Lintzeris shares Tegan’s frustrations 
over the allocation of funding for free 
naloxone to some states but not others.

“Within the next six to 12 months, there 
really needs to be a decision around 
how we’re rolling out naloxone, not 
continuing trials that only apply in three 
jurisdictions and leaving us in limbo 
year to year,” Nick says.

Caroline Salom says the extension is 
partly due to the impact of COVID-19 
on data collection, as well as the 
trial “taking a little while to ramp up 
and reach maturity” with healthcare 
providers. 

While Caroline says the trial has 
been successful, outreach done while 
preparing this story suggests that uptake 
has been somewhat uneven across 
jurisdictions. Different distribution 
contexts appear to have played a 
substantial role in the amount of 
naloxone given out, and there’s a clear 
divide between pharmacies and NSPs in 
terms of enthusiasm for the product.

The 15–20 NSW, SA and WA pharmacies 
asked by The Bulletin to comment on 
the trial appear to know little about it 
and say their clients have little interest 
in receiving naloxone. Some even still 
have the original single box of naloxone 
issued to them at the start of the trial 18 
months ago.

Dr Mary Harrod, Chief Executive Officer 
of the NSW Users and AIDS Association 
(NUAA), is part of the committee that 
meets monthly to oversee the progress 
of the pilot in NSW. She says client 
feedback about a lack of stock led 
to NUAA ringing all 260 pharmacies 
participating in NSW at the time, leading 
to the discovery that very few had a 
comprehensive understanding of either 
the trial or naloxone itself.

“Stores like Chemist Warehouse had like 
a bazillion outlets on the list and none 
of them had any idea they were part of 
it,” she says.

NUAA subsequently worked with the 
NSW Department of Health to ensure 
these stores had access to naloxone 
and their staff were properly trained in 
distributing it.

“The Commonwealth program is great 
but it’s only part of it. To actually make it 
accessible, there’s been a lot of work in 
NSW,” Mary says.

In WA, Alison Lori, Clinic Care 
Coordinator at HepatitisWA, agrees 
that lack of knowledge and/or stock in 
pharmacies has been an issue for some 
of her organisation’s clients too.

On the whole, however, Alison says the 
trial has been extremely well received. 
HepatitisWA has provided 502 units of 
Nyxoid through its NSP and the Deen 
Clinic in inner Perth.

“It’s vital that naloxone continues to 
be provided so easily throughout the 
community as this is the pivoting point 
of saving lives,” she says.
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WE KNOW NALOXONE 
THAT’S COME INTO THE 
HANDS OF PEOPLE AS PART 
OF THIS PILOT HAS BEEN 
USED TO SAVE LIVES. 
Caroline Salom

IT’S VITAL THAT NALOXONE 
CONTINUES TO BE 
PROVIDED SO EASILY 
THROUGHOUT THE 
COMMUNITY AS THIS IS 
THE PIVOTING POINT OF 
SAVING LIVES. 
Alison Lori
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Alison says her service has even had 
someone run in to get naloxone to 
successfully treat an overdose as it was 
occurring during the trial.

In contrast, Carol Holly, CNP Peer 
Projects Coordinator at HepatitisSA, 
says the SA voucher system has created 
“quite a few barriers to access” and a lack 
of participating pharmacies is making 
access difficult for some of her clients.

“There are a few pharmacies that are 
really, really on board with the pilot and 
always have naloxone in store, but there 
are many that don’t.”

In spite of this, Carol says the “numbers 
are good” for SA and a lot more 
naloxone is now in the hands of people 
who might need it.

Where to next?

Most of the healthcare professionals 
contacted for this article say the 
Commonwealth pilot has been very 
successful in allowing greater access 
to the drug – a welcome step up in 
naloxone distribution in their respective 
states.

The final report on the Commonwealth 
pilot is due to be submitted by the 
team at the University of Queensland in 
September.

The trial will continue to run until the 
end of June 2022 to allow people to 
keep accessing naloxone free of charge 
while the data is being evaluated.

Jack Revell

36,500
units of 

naloxone 
dispensed

 

2
formulas 
trialled

Many 
overdoses 
reversed

3
states  

involved



CRUNCHING NUMBERS  
TO CARE FOR CLIENTS: 
USER DATA IS KEY FOR NSPS, IF THEY CAN GET IT

Day-to-day engagement with people 
who inject drugs gives NSPs a unique 
understanding of their needs and issues 
– and data collection can be a powerful 
tool in improving and expanding 
services. But the national picture of how 
NSPs gather data remains a complex 
tapestry of approaches, ranging across 
jurisdictions from a series of questions 
posed each time a client walks in for 
equipment to none asked at all, from 
paper forms to ageing software and 
touchscreen tablets.

Many NSPs draw on two annual 
snapshots: the National Minimum Data 
Collection (NMDC), which involves every 
state and territory, and the Australian 
NSP Survey, which tracks hepatitis C and 
HIV prevalence. 

Produced by the Kirby Institute since 
2016, the NMDC charts annual trends 
across service provision, needle and 
syringe distribution, and occasion of 
service details, such as age, gender and 
drugs used. As Kirby Institute senior 
research fellow Dr Jenny Iversen notes, 
“needle syringe programs greatly enhance 
blood-borne virus prevention and harm 
reduction for people who inject drugs, and 
the NSP NMDC plays a key role in ensuring 
that these programs remain effective 
in the prevention of blood-borne viral 
infections and related harms”.

IDENTIFYING AN URGENT NEED FOR SECURE DISPENSING UNITS (VENDING MACHINES) IN A 
COUNTRY TOWN, CHARTING THE UPTAKE OF FENTANYL STRIPS, TRACKING THE SUBURBAN SPREAD 
OF HOME DELIVERIES DURING THE PANDEMIC, AND LEARNING WHICH BRAND OF SYRINGES 
AND NEEDLES CLIENTS SHUN – THESE ARE JUST SOME OF THE VALUABLE INSIGHTS THAT DATA 
COLLECTION BY NSPS AROUND THE NATION PROVIDES.

That comprehensive national picture is 
crucial in monitoring Australia’s progress 
towards national and global public 
health goals. But perfecting nationally 
aligned reporting on data is likely to 
remain a thorny issue for a state- and 
territory-based program like the NSP. 
Moreover, says Jenny, the main challenge 
for the NMDC “is that it is not useful to 
make comparisons within or between 
jurisdictions without having an in-
depth knowledge of the local context”. 
Many NSP workers agree, saying that in 
a public health sector driven by local 
needs, sourcing targeted and current 
data is more important than ever in 
driving service delivery.
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https://bulletin.penington.org.au/issues/february-2021/bloody-survey-tracking-hiv-and-hcv-for-25-years/


At North Coast Public Health, which 
covers an area of New South Wales 
from the Queensland border to 
just south of Port Macquarie, Harm 
Reduction Officer Shasi Johnston says 
the aim is to do just that. Its NSP NSP 
began collecting demographic data on 
clients two years ago which directly 
informs service planning. “National 
research has an important role to play 
in policy development but frontline 
services in a rural/regional area need 
good knowledge of the needs of local 
community,” says Shasi. “I think it’s really 
important that local services do local 
research so they can base their service 
development on their own client base.” 
In the absence of strong local data, she 
says, service planners like her can feel 
they’re “flying blind”. She knows many 
of her NSP peers in NSW would love to 
have the same access to data on their 
own local needs and trends. “Every 
community is so different,” Shasi says. 
“If we want to understand barriers to 
access, we need to know more about 
who our cohort is.”

In Queensland, 25 primary services – 
which together account for 80 per cent 
of all needles and syringes distributed 
in the state each year – collect an 
anonymised, standard set of details 
from each client every time they access 
an NSP. “It’s that understanding of 
what’s going on at the broader level 
that will ultimately filter down to what 
improves client outcomes,” says Robert 
Kemp, Principal Public Health Officer 
in Queensland Health’s Prevention 
Division. This data collection has been 
NSP practice since 2007, building a rich 

resource for program and campaign 
development. While providing details is 
voluntary, Robert says the vast majority 
of clients don’t bat an eyelid. “We’re in 
the fortunate position that because we 
have always collected data of some 
sort here in Queensland, everyone is 
used to it,” he says. “I think there’s a 
problem when you try to introduce data 
collection as a new thing – there can be 
a lot of resistance at that point.”

In Western Australia, where data is not 
routinely sought on each occasion of 
service, the Department of Health’s Jude 
Bevan agrees that changing the rules 
of engagement now could backfire. 
“We have never had that setup where 
clients would be asked a series of 
questions every time they came in,” 
says Jude. “If services started to ask 
clients for that information now it may 
be off-putting for them.” She points 
to the two national snapshots as key 
resources giving insights into how 
WA is tracking against the rest of the 
nation on service provision, referrals 
given and per-capita needle and syringe 
distribution.  At a state level, Jude is 
keen to see a review and upgrade of 
how NSP data is collected and shared. 
“Even our distribution database where 
we collect all our numbers of needle 
and syringes distributed could do with 
being modernised,” she says.

Working around outdated data 
collection systems is familiar to Andy 
Sinclair, who’s been an NSP worker for 
more than 20 years and is now in data 
management at Melbourne’s cohealth, 
a community health organisation which 
operates five primary NSP services, 
two outreach services and four secure 
dispensing units (SDUs). Entering 
occasion of service or distribution 
data into a departmental software 
system which was last updated in 
2006 requires patience – “it struggles 
to run on modern computers”, as Andy 
puts it diplomatically. The lack of any 
regular data feedback to NSPs from the 
department also acts, Andy says, as an 
added disincentive for staff and clients.
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IT’S REALLY IMPORTANT THAT LOCAL SERVICES DO 
LOCAL RESEARCH SO THEY CAN BASE THEIR SERVICE 
DEVELOPMENT ON THEIR OWN CLIENT BASE. 

SNAPSHOT SURVEYS 
SERVE AS AN 
IMPORTANT DATA 
GATHERING AND 
AWARENESS RAISING 
CAMPAIGN AT THE 
SAME TIME. 

Shashi Johnston

Myf Briggs

Jenny 
Iversen

Occasional short snapshot surveys are 
an important tool used in Tasmanian 
NSPs, says Myf Briggs, Needle and 
Syringe Program Coordinator in the 
Tasmanian Department of Health. 
“These are generally only conducted 
via the primary NSPs, tend to have only 
two or three short questions and run 
for three weeks or until the majority 
of regular clients have been surveyed,” 
says Myf. “Snapshot surveys serve as an 
important data gathering and awareness 
raising campaign at the same time.” 
Data is also collected via touchscreen 
tablets for daily occasions of service 
in primary outlets, including gender, 
age, drug intended to inject, how many 
people a client is collecting for, sharps 
returns and any brief interventions or 
referrals that occur. Myf says it was 
this locally collected data that “directly 
informed” the decision by the Tasmanian 
Government to allow naloxone to be 
distributed by NSPs to clients.  
“Data collection is extremely 
 important for us,” she says.
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While tablets succeed in Tasmania, a 
trial of iPads for data collection in the 
ACT yielded unexpected results, says 
Bronwyn Hendry, CEO of Directions 
Health Services, which operates the 
ACT’s two primary NSPs and supplies 
all secondary outlets, pharmacies and 
SDUs. While the assumption was that 
clients would prefer to answer personal 
questions (including the last drug 
they’d injected) on an iPad rather than 
by telling a staff member, feedback 
showed otherwise. “A lot of clients 
provided feedback that they felt it was 
less engaging to use the iPads – they 
preferred answering those questions 
face to face,” says Bronwyn. It’s a good 
reminder, she says, that questions, asked 
by a skilled worker in an unobtrusive 
way, can often spark productive 
conversations.

With a wealth of data collected by 
Directions Health beyond the NMDS 
– such as language spoken at home, 
information on specific regions and 
local areas, and an extended range of 
equipment supplied as well as other 
harm reduction services – Bronwyn 
sees an essential role for data in 
achieving the best possible public 
health outcomes. Directions Health’s 
NSP Advisory Group uses both data 

and feedback from clients and workers 
to shape new initiatives and to target 
resources such as outreach services, 
and Bronwyn says she’s keen to see 
information sharing between NSPs 
across Australia to replace the “limited 
interaction” which occurs now. “Just to 
hear people’s experiences of how they’ve 
successfully implemented new programs 
or services or about challenges they’ve 
faced would be really helpful.”

Cohealth’s Andy Sinclair agrees: 
“We’re all running our own game at 
the moment – sharing information 
would mean we could have better 
co-ordination of service delivery and 
outcomes.”

In Queensland, Robert Kemp says he 
hopes the move under way there from 
a paper-based system to an electronic 
database will open up access and 
collaborative research opportunities. 
“I’ve always been a bit disappointed 
that our data hasn’t been utilised by 
researchers more than it has,” says 
Robert. “There’s certainly potential for 
more dissemination of that information.” 

David Decolongon, Principal Policy 
Officer in the Northern Territory’s Public 
Health Directorate, points out that up-
to-date NSP data can prompt valuable 
responses to emerging trends in drug 
use, such as enabling NSP outlets to 
provide naloxone. “It means we can 
have a system in place which is scalable 
rather than trying to build one after 
strong opioids like fentanyl have already 
been found to adulterate the illicit 
drug market in the Territory,” he says. 
In the NT, with its vast geographical 
spread, large cohort of travellers and 
low population density, data is collected 
through its three primary services 
and 10 secondary outlets. Accessing 
information in regional areas, where 
secondary outlets might sometimes 
be simply a trolley in a busy hospital 

Bronwyn 
Hendry

WE’RE ALL RUNNING OUR OWN GAME AT THE 
MOMENT – SHARING INFORMATION WOULD  
MEAN WE COULD HAVE BETTER CO-ORDINATION  
OF SERVICE DELIVERY AND OUTCOMES
Andy Sinclair

emergency department or sexual 
health clinic and client questionnaires 
are voluntary, can be challenging. But 
David says insights from data often 
led to service upgrades, including the 
imminent installation in the Territory of 
SDUs in three regional centres.

In Sydney, Kirketon Road Centre NSP  
and Outreach Manager Nick Rich says 
the scope of information collected at 
many NSPs has barely changed in the 
past 30 years. “Tweaking how we collect 
data is about having the resources 
and the time to do that,” he says. “But 
I’m keen to extend the continuum of 
services we offer – and as we do that we 
have to accept that we have to change 
some of our ideas around information 
gathering.” Nick says keeping services 
responsive and equitable requires 
smarter, more detailed data collection. 
“It’s about getting the right syringe to 
the right person at the right time.”

That drive to improve the lives of 
individuals through harm reduction is at 
the core of NSP work. Data collection’s 
role in that effort is fundamental and 
there’s enormous potential to do more 
of it, says cohealth’s Andy Sinclair, but 
only if it’s done without deterring the 
communities these programs exist to 
help. “The quantitative data is really 
useful,” Andy says, “but at the end of 
the day there’s no substitute for skilled 
workers paying attention to who’s 
walking in the door and engaging with 
them to find out what their needs are.”

Lisa Clausen



William Wood, Referral Coordinator and 
Clinical Nurse Consultant at Sydney’s 
Medically Supervised Injecting Centre 
(MSIC), has stories to share about how  
naloxone saves lives. 

He recalls a client who “cried as she 
described the relief of being able to 
revive her partner, knowing full well that 
help in the form of an ambulance was 
far away”. 

William even has a story of his own – 
about how he managed to revive someone  
he saw unconscious on the street. 

“Something didn’t seem right, but I was 
running late for work,” he says, adding 
that he almost kept walking.  “But a 
gnawing feeling got the better of me – 
and I’m glad it did.” 

William couldn’t wake the man and, on  
closer inspection, noticed blue lips, pinned  
pupils and weak breathing – tell-tale  
signs of an opioid overdose. “I deal with  
overdoses fairly regularly at work, but I  
was out of my comfort environment and  
by myself. I felt anxious. 

“I called 000 and gave him two doses 
of naloxone – one in each nostril – and 
then another dose two minutes later,  
and put him in the lateral position.” 

William stayed with him until the 
ambulance arrived, by which time the 
young man’s breathing had improved 
but he still couldn’t be woken up. 

“I’m so glad I stopped and went to help 
– I kick myself that I considered  
doing otherwise.” 

Naloxone is the best way of responding 
to an opioid overdose. But not everyone 
arrives at the scene of an overdose in 
time or has naloxone on them when it’s 
needed most. 

Michelle (not her real name), who was 
previously dependent on drugs and is 
now a peer support worker, recalls the 
time when a friend died because their 
partner didn’t have the power to bring 
them back. 

“Whoever finds the person feels 
extremely powerless,” Michelle says. 

“My friend’s partner attempted first aid,  
but I always wonder if having naloxone 
could have saved their life. 

“I was lucky: a family member found  
me when I overdosed. But not  
everyone is so lucky.” 

Michelle says greater access to naloxone 
– including for people who have jobs 
where they are likely to witness an 
overdose – can also reduce stigma and 
start important conversations. 

“We have to face facts,” she says.  “We live 
in a world with drugs, so we need ways 
to respond. 

“Naloxone is the second chance at life 
that everyone deserves.” 

The current pilot of Take-Home 
Naloxone, underway in NSW, South 
Australia and Western Australia, as well 
as the determination of NSPs in other 
states, has improved access to this 
lifesaving medication. 

As Myf Briggs, NSP Coordinator at the 
Tasmanian Department of Health,  
explains, up until last year, there was 
little demand for naloxone in the state.  
Doses would sometimes sit, unused 
and expiring.  This was mainly for two 
reasons, she says: needing a prescription 
was acting as a barrier to naloxone 
access for many clients, and there was a 
perception that pharmaceutical opioids 
didn’t present an overdose risk. 

“I could be chatting about take-home 
naloxone to a client and they’d say  ‘No,  
no, I just take my  ’done [methadone]; I 
just take my dose. I’m not at risk’.” 

Between July 2020 – the month in which 
Tasmania implemented its own pilot of 
take-home naloxone – and February this 
year, 300 kits were distributed and at 
least 17 opioid overdoses were reversed.  
And, equally importantly, the program 
afforded workers an opportunity to 
address common misconceptions. 
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SECOND LIFE: 
HEART-STARTING STORIES FROM  THE NALOXONE FRONT LINES 



Craig Harvey, Harm Reduction 
Coordinator at Barwon Health in Victoria, 
is in no doubt about what naloxone 
really means. “It says, ‘We care whether 
you live or you die. We trust and we 
know that you care about your loved 
ones and the people in your orbit and 
strangers – that you want to be able to 
do something’.”

He recalls the time a mother was able to 
save her own daughter’s life.

“She said, ‘My daughter overdosed last 
night in the living room and I was able 
to revive her. I just wanted to phone and 
ask for some more, because I don’t want 
to be without it, knowing how easy it is 
now’. She told us how much less worry 
she had, how much more in control and 
confident she felt, and how much easier 
their living situation was at home.”

“On unpacking what our clients believed, 
we’d say ‘You know, the risk is there if 
you mix pharmaceuticals with benzos or 
alcohol – other central nervous system 
[CNS] depressants’, and our clients would 
be like ‘Oh, well, I do take Valium and I 
do drink occasionally’.

“All of a sudden you’ve gone from having 
someone who thinks they’re not at risk 
at all because they’re not on heroin, 
basically, to having them then realise ‘I 
am at risk, because I’m taking multiple 
CNS depressants’.”

Similar results have also been seen in 
Western Australia, where the federal 
take-home naloxone pilot has helped to 
increase accessibility.

“All of a sudden we didn’t have to get 
people to come to our premises once a 
month – we could provide it whenever 
they just asked for it,” says Harm 
Reduction WA’s Outreach Coordinator, 
Paul Dessauer.

Paul says WA has had take-home 
naloxone since 2013. However, with the 
arrival of further government funding 
as part of the current pilot, take-home 
naloxone in WA has been able to find its 
way into more hands.

“We don’t just run a fixed-site needle 
exchange; we also run outreach services 
that cover the whole Perth metro area 
and South West region,” Paul says. “We 
can send our workers, if they’ve been 
authorised, out to someone’s house and 
they can spend 10 minutes talking to 
them and then give them naloxone.

“That mechanism has made it much, 
much more accessible for people who 
might witness an overdose.”

This innovation – providing clients 
with access to naloxone even if they 
physically can’t enter an NSP – has been 
a lifesaver, according to Paul.

“People are so grateful for having access 
to this intervention,” he says. “We’ve had 
people say things to us like ‘I’ve been in 
overdoses before and I didn’t know what 
to do. I panicked, called an ambulance 
and just stood there’.

“Now they come back and say, ‘Thank 
you so much – I’ve saved my friend’s life’. 
And they also say, ‘I was perfectly calm 
because you’d taught me what to do’.

“This is a really, dramatically effective 
intervention for how little it costs.  
It literally saves people’s lives.”

NALOXONE SAYS “WE CARE 
WHETHER YOU LIVE OR YOU DIE. 
WE TRUST AND WE KNOW THAT 
YOU CARE ABOUT YOUR LOVED 
ONES AND THE PEOPLE IN YOUR 
ORBIT AND STRANGERS – THAT 
YOU WANT TO BE ABLE TO DO 
SOMETHING”. 
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Craig Harvey

SHE SAID “MY DAUGHTER 
OVERDOSED LAST NIGHT IN THE 
LIVING ROOM AND I WAS ABLE 
TO REVIVE HER. I JUST WANTED 
TO PHONE AND ASK FOR SOME 
MORE, BECAUSE I DON’T WANT TO 
BE WITHOUT IT, KNOWING HOW 
EASY IT IS NOW”. SHE TOLD US 
HOW MUCH LESS WORRY SHE HAD, 
HOW MUCH MORE IN CONTROL 
AND CONFIDENT SHE FELT, AND 
HOW MUCH EASIER THEIR LIVING 
SITUATION WAS AT HOME. 



Q&A WITH SCOTT WILSON:
WE’RE A PIONEER 
ORGANISATION”

 

What’s your day gig, Scott,  
and how did you get there?

It’s a very long story –  
and an accident, really.

I was heavily involved in student politics 
at the University of Adelaide in the 
1980s and at the time Dave, a friend 
of mine who was right into the black 
deaths in custody issue, had started 
writing all types of submissions.

They’d had a couple of meetings 
about the Royal Commission and the 
community collectively had said  

“Look we’re too busy dealing with the 
day-to-day stuff and worrying about 
alcohol policy procedures – lobbying 
and all of that – so we need to set up 
a body that can do this on behalf of 
the state”, so Dave was beavering away 
writing up funding submissions.

As part of that he got funding for what’s 
now called ADAC: the Aboriginal  
Drug & Alcohol Council (South 
Australia), based in Adelaide.

Once I became Director back in 1995, we 
started realising we were missing out on 
90 per cent of our potential clients.  

Not everyone is going to just embrace 
sobriety overnight so I was able to 
get the mob to agree that we needed 
to move from sobriety to harm 
minimisation. That’s where we’re at now.

Then we got involved with the Clean 
Needle Program. The Grim Reaper 
and all those sorts of images were 
resonating at the time; there was 
a whole range of health concerns, 
including hepatitis C.

We’re a pioneer organisation –  
we produced the first full-colour 
hepatitis C poster in the world.

As Director of the Aboriginal Drug & Alcohol Council (South Australia), Deputy Chair 
of the National Indigenous Drug and Alcohol Committee and the Alcohol Education 
Rehabilitation Foundation and Adjunct Associate Professor of Sydney Medical School, 
Scott Wilson brings the insights and needs of Aboriginal Australians to the discussion 
about drugs. For more than 20 years, his personal and professional experience has made 
Scott a highly sought-after contributor and unique source of knowledge.
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Is that right?

Yeah, there was a big event in Germany 
a couple of years ago of all the different 
hep C resources and they tracked us 
down for a copy of our poster to display 
at the conference.

Basically, we did the largest study of its 
kind at the time in Australia of people 
who were injecting drugs.

We (ADAC) were also the first group 
to start talking about FAS/FAE as it 
was called back then: foetal alcohol 
syndrome/foetal alcohol effect. That was 
before it became FASD: foetal alcohol 
spectrum disorder.

We were saying there was a problem 
and as a result I was getting people 
ringing me, attacking me, saying “Why 
are you stigmatising our women? There’s 
no such thing as FASD. Ra ra ra”. We were 
copping abuse left, right and centre, 
to the point where we got a t-shirt of 
a foetus and all around it there was a 
handful of pills, a smoke, a syringe – all 
that. We wore that at the ALP National 
Conference. We were standing out the 
front of the ALP National Conference at 
Wrest Point Casino in Hobart handing 
out things like that.

Are you a bit of an outlier in the 
Aboriginal health community 
in terms of embracing harm 
reduction?

There’s Craig Holloway and those guys 
at the Victorian Aboriginal Community 
Controlled Health Organisation, VACCHO, 
and Brad Freeman at the Aboriginal 
Medical Service Co-operative in Redfern, 
AMS. They were around for all that; 
they were there when their clients were 
dying from overdoses – actually, that’s 
still going on today.

But I remember at the NIDAC Conference 
– the National Indigenous Drug and 
Alcohol Committee Conference –  
Brad talking about the new  
injectable buprenorphine…

Buvidal?

Yes, Buvidal.

Brad said it was quite weird, because 
when they first tried to get clients at 
AMS to go onto Buvidal these people 
were saying “You know, one minute 
you’re trying to get us off the needle 
and then all of a sudden you’re trying to 
get us back on”. And Brad said he told 
them “Well, the difference is if we have 
to shut our service you won’t be able to 
get your product, right, but if I know you 
haven’t had your injection, I can have 
you referred to a hospital and you can 
get it there”.

He reckoned that by the time he came to 
NIDAC, 65–70 per cent of AMS’s clients 
were on Buvidal.

Wow.

Yeah, he said it was almost overnight 
that they sort of morphed into that.

And because a lot of them aren’t having 
to rock up every day for a dose now, or 
once a week or whatever, they’re getting 
on with life: getting jobs and moving on, 
and getting back with family and all.

You’re running an Aboriginal 
community-controlled organisation 
that has a long tradition in terms of 
service access. But in the space of 
people who inject drugs there aren’t 
many organisations like yours that 
do a Clean Needle Program, or NSP, 
and then there’s the problem of 
access into mainstream services 
and whether mainstream health 
NSPs can meet those clients where 
they’re at.

I know what you’re saying. Nunkawarrin 
Yunti’s a needle program; so are we.

But we’re what you call a “discreet 
program”, so we don’t advertise or 
anything like that. All we do is have the 
sticker out the front: the little circular 
one. If you’re someone who uses drugs 
you know straight away that we have 
syringes, but we don’t go out blowing 
our trumpet.

I’ve been trying to say to the day centre 
mob over at Ceduna (in remote regional 
South Australia) that we should be 
providing a Clean Needle Program 
there as well. The only issue for them is 
the worry that if one of the traditional 
folk was to be found dead from a drug 
overdose, and in particular if the needle 
was still sticking in their arm, then 
the community would automatically 
blame us and want payback. Someone 
would have to cough up. There might 
be a beating or a clubbing or whatever 
but it’d be over and done with then. 
The punishment with traditional folk 
is immediate and you move on and 
everyone loves everyone afterwards.

They all say they embrace harm 
minimisation but I think a lot of the 
old-school people still think “If we give 
them syringes, we’re supporting their 
behaviour”. They think we’re doing more 
harm because they’re going to be using 
and sharing. They’re not getting the 
point that this already happens and 
we’re working to minimise the risks that 
go with it.
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THERE MIGHT BE A BEATING 
OR A CLUBBING OR 
WHATEVER BUT IT’D BE OVER 
AND DONE WITH THEN.



One of our programs is mobile – again, 
it just has a sticker so when it’s out in 
community it’s that discreet that no one 
else will know. Through our program we 
can give out huge volumes of syringes 
to an individual. We’ve had quite a 
few come in and want 500 at a time.
Someone said to me “What – and you 
give them 500?”, and I said, “Who are we 
to say ‘no’?” 

We’ll say to them “Is this for you or are 
you sharing?” Most of them say they’re 
sharing, and they might be sharing with 
five or six other people. Who am I to 
say, “That’s a bit much, isn’t it mate?” We 
just say, “Okay, no worries. Have you got 
something to carry them in?”

It’s funny: I’ve started keeping throw-
away plastic bags from the shops so that 
if people come in and get more than 
something that can easily be concealed, 
like a 10-pack, we can put it into a 
bag for them. At least there’s a bit of 
discretion for them when they leave.

We get a lot of non-Aboriginal folk as 
well. From our point of view it’s good 
because then they go and tell the other 
non-Aboriginal folk how good this 
Aboriginal service is, which is almost the 
reverse of what normally happens, right? 
So we have these guys saying “I was 
telling so-and-so that you guys are the 
best, and you’re an Aboriginal group” and 
we think, “Good on ya”.

We’re the only program on the western 
side of Adelaide so for people who use 
drugs here it does get a bit hard to find 
syringes.

We got an alert recently because for 
some reason there had been a big spike 
in heroin overdoses in Adelaide. An 
email alert came out from Drug and 
Alcohol Services South Australia so 
that when any of our clients came in, 
we could say to them “Oh, by the way 
have you heard…?” They probably would 
have, but then we were able to push 
naloxone and say “Here’s a script. Have 
you thought about having some on your 
premises? You can get it for free”.

Are you part of the national take-
home naloxone pilot trial that’s 
running in SA, Western Australia 
and New South Wales?

Yeah, we have the script here and we ask 
all our clients if they use opiates. Some 
of them have heard of the pilot, some of 
them haven’t. We just say to them “Just 
take this down to National Pharmacies 
and they’ll give you naloxone”. 
Pharmacies might sometimes say they 
don’t have any in stock so they’ll have 
to order it in, and some people are 
reluctant to give their name for that, but 
they can always say “When will you get 
it? I’ll come in tomorrow”.

Is it worth extending take-home 
naloxone to the rest of the country, 
in your opinion?

It should be freely available to 
everybody. It’s lifesaving. People should 
definitely have it.

Even non-users should have naloxone 
at home, because you never know what 
somebody’s doing in your toilet unless 
you’re in there with them.

Because there’s nasal spray now as 
well, we’re well past those old days of 
smashing through someone’s sternum 
like we see in the movies; you certainly 
don’t have to do that to administer it.

Naloxone products have a shelf life of 
a couple of years. I was talking to Carol 
Holly who used to manage SAVIVE, the 
drop-in service at the super-clinic in 
Noarlunga, and she said to me, “Put it 
this way, Scott: if its use-by date was last 
year and I’ve overdosed, I still want you 
to use it on me, because more than likely 
it will work”.

SOMEONE SAID TO ME “WHAT – AND YOU 
GIVE THEM 500?”, AND I SAID, “WHO ARE  
WE TO SAY ‘NO’?
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