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When it’s not just
the drugs talking

Substance misuse problems can sometimes
arise because people self-medicate for
untreated underlying mental illnesses such as
anxiety, depression and personality disorders.
Focusing solely on the substance issue, which
may be just a symptom, could be missing an
opportunity to treat the underlying cause.
Seen from this perspective, mental health
referrals can be key to relieving the burdens
on some of our most vulnerable clients.

Barry has a long history of illicit drug use
and has served several years in prison as a
consequence of his long-term heroin
addiction.

Unable to find work after being released from
prison, he spent a long time living a hand-to-
mouth existence. Although he sometimes saw
his life as a tight-rope walking exercise, overall
he believed he’d been emotionally unscarred.
Staying off illicit drugs was a matter of some
pride. He did not realise how precarious his
mental health was until he received the news
that a close friend had committed suicide.

The subsequent emotional meltdown
completely blind-sided him. The pent-up
sorrow that cascaded through him over
subsequent days threatened to bury him
alive. He realised he needed help. Barry was
fortunate. He swallowed his pride and asked
a drug sector worker he trusted where to go
for help. He was relieved to hear that mental
health treatment was available through
Medicare.

Under a federal program called Better
Access, mental health treatment is eligible
for Medicare rebates. The program is part
of a Federal Government plan to spend
$2.2 billion on the mental health system
over the next five years. Mental health
disorders account for 13.1 per cent of
Australia’s total burden of disease and injury
and are estimated to cost the Australian
economy up to $20 billion a year. 

Barry went to his GP, who formulated a
Mental Health Treatment Plan and referred
him to a psychologist. 

Preparing a Mental Health Treatment Plan
officially entails working with a doctor to
decide the best approach. This process takes
into account the patient’s mental health
needs, plus their medical, physical,
psychological and social needs. Included
is the outcome preferred by the patient

and the best course for treatment. Once the
support requirements and goals have been
decided, the doctor will create a mental
health plan.

Barry reported that his GP was able to quickly
frame a treatment plan as he had been his
methadone prescribing physician for close
to 15 years. The doctor asked him whether
he was sleeping well, if he was using again
and completed a form which he placed in a
sealed envelope. Thus armed, Barry made an
appointment with a psychologist who had
treated him briefly on his release from prison.
The psychologist charges $122 a session, all
of which Medicare refunds. 

Ageing writes that the average number of
mental health episodes received under this
scheme is five. The Department states that
the Medicare rebate covers psycho-education
(explaining the disease to the patient) and
recommends cognitive behavioural therapy
(CBT). 

Other treatments include relaxation
techniques, skills training (including
problem-solving skills and training), anger
management and social skills training,
communications training, interpersonal
therapy (especially for depression) and
narrative therapy for Aboriginal and Torres
Strait Islander people. 

Mr Healy has practiced for more than 50 years.
An honorary consultant to a state corrections
system, he dedicates large blocks of his
professional life to assisting newly-released
prisoners adjust to life back on the streets.
He believes mental health treatment has
become overly reliant on drugs.

“Better Access is very good in that it gives
people the opportunity to get treatment
that doesn’t involve medication,” Mr Healy
said. “Treatments like cognitive behavioural
therapy (CBT) will enable people to change
their thinking, alter their sleep patterns and
so on without recourse to drugs, many of
which have the potential for addiction.

“If people are a bit stressed or depressed and
go to a psychologist they are able to ventilate,
to talk about it, which staves off damage to
jobs, health, family life etc, all of which cost
society a great deal.”

The sage advice Barry received on how to
access mental health care came from a

Continued on page four.

‘Preparing a Mental Health Treatment Plan officially entails
working with a doctor to decide the best approach.’

Anyone with a diagnosed mental disorder can
receive 10 mental health sessions a calendar
year, or 16 under exceptional circumstances.
On its website the Department of Health and

Psychologist Bernard Healy praised the
system, saying it made help accessible to
many more people than was otherwise
possible, and without recourse to drugs.

Getting mental health referrals for drug users



Anex’s vision is for a society in which all
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health and wellbeing, free from drug-
related harm. A community-based, not-
for-profit organisation, Anex promotes
and supports Needle and Syringe
Programs (NSPs) and the evidence-based
approach of harm reduction. We strive
for a supported and effectively resourced
NSP sector that is perceived as being
part of the solution to drug-related
issues.
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Ecstasy resurgence

A recent study by NDARC (National Drug and Alcohol Research
Centre) shows that ecstasy use appears to be on the rise again
among Australia's regular drug users. 

The study, which examined 600 ecstasy users over a six-month
period in 2012, found that a growing number of that cohort also
take synthetic drugs, with 40 per cent using emerging psycho-actives
including synthetic cannabis.

The fact that use of ecstasy had decreased in the two years prior to
the NDARC study was believed to be a consequence of a perceived
decline in the drug’s purity; now only 27 per cent report low purity,
compared with nearly 50 per cent in 2011. Close to 90 per cent of
the sample described the drug as easy or very easy to obtain, and
the proportion who found it difficult to source had halved since
2011.

The findings reflect a recent resurgence in ecstasy availability, as
reported in the 2012 UN Office on Drugs and Crime (UNODC)
World Drug Report. Group seizures of the drug have also doubled
in Europe, with similar increases in both the United States and
South East Asia.

On the rising popularity of synthetic drugs, NDARC Drug Trends’
Chief Investigator Dr Lucy Burns commented: “What is concerning
about synthetic drugs is that there is great variability in the content
of these substances, and often very little is known about what they
actually contain.

“This poses unknown risks for consumers, particularly as the vast
majority of ecstasy users are polydrug users and are taking more
than one drug at a time.”

Another trend that concerned Dr Burns is that 12 per cent of
ecstasy users reported taking capsules without a name that were
of “unknown content”.

“Not only do they not know the content of the drug they are taking,
[but] there is a great deal of uncertainty as to how they react with
other substances including ecstasy, cannabis and alcohol, all of which
are consumed heavily by this group of users.

“Bingeing is associated with a number of very risky behaviours,
unsafe sex, atypical drug use [for this sample] such as injecting
and sharing needles and driving under the influence.”

http://ndarc.med.unsw.edu.au/news/increase-ecstasy-among-
australia%E2%80%99s-recreational-drug-users-synthetic-drugs-
tighten-their-grip

’Tis the season to be jolly

Researchers from the University of Queensland who analysed
sewerage samples from wastewater treatment plants in south-
east Queensland found that illicit drug use changed during the
holiday/party season, with cocaine and ecstasy use soaring in
the Christmas period.

Cannabis, cocaine, ecstasy (MDMA) and methamphetamine use
was tracked in three areas - a coastal urban area, an inland
semi-rural area and a resort island predominantly populated
by holidaymakers - during the summer holiday period,
including Christmas and New Year.

Cannabis was the most commonly used “everyday” drug at around
1000-2000mg/day/1000 people. Cocaine use on the weekends
was about 20-200mg /day/1000 people, while MDMA use was
at 5-50mg /day/1000 people. During the holiday season this
doubled in the urban and semi-rural area, and at least tripled
on the resort island. In the semi-rural area, cannabis and
methamphetamine consumption decreased while cocaine
and ecstasy use increased.

The study’s authors said that its findings could help target harm
reduction messages in urban and holiday areas, reducing the risk
of overdose, injuries or violence during intoxication. These messages
could include information about appropriate hydration while taking
MDMA and poly-drug use more generally. 

http://onlinelibrary.wiley.com/doi/10.1111/add.12006/abstract

Worrying trends in opioid overdoses

The National Drug and Alcohol Research Centre’s (NDARC) report
reveals some worrying increases in the number of Australians dying
of accidental opioid overdose. 

The most recent year for which final figures are available (2008)
shows that 500 Australians aged 15-54 died in this way. Preliminary
estimates for 2009 and 2010 show that numbers for those years are
likely to be have been higher still.

The majority of fatalities were due to opioids other than heroin,
and include oxycodone and morphine. Heroin overdoses still
accounted for 30 per cent of all deaths among the 15-54 age
group. The largest increase was among Australians aged 45-54,
among whom preliminary estimates show deaths increasing by
approximately 50 per cent since 2008. In 1999, when deaths
across the total population were highest at more than 1100,
older Australians accounted for less than 10 per cent of opioid
fatalities. The 25-34 age group accounts for the highest proportion
of opioid-related deaths (39 per cent), followed by 35-44-year-olds
(32 per cent). Ms Roxburgh said future overdose analysis would
expand the categorisations to include age groups.

Victoria accounted for the highest proportion of deaths
(34 per cent), followed by NSW (27 per cent).

NDARC Director Professor Michael Farrell said that while death
rates are nowhere near as high as the peak in the late 1990s, there
was a well-documented expansion in the heroin market and the
rising overdose death rates should be monitored closely.

“Many opioid-related deaths are due to multiple drug toxicity,”
Professor Farrell said. 

“As well, we need to keep a very close eye on trends among
older Australians. The Australian population is ageing and they
are increasingly likely to be prescribed opioids for pain. The risk of
dependence needs to be well understood and promoted through
health education activities. This age group is also most likely to be
taking multiple prescription drugs.”

http://ndarc.med.unsw.edu.au/news/heroin-and-other-opioid-
related-deaths-rise 

Citations for articles in this Bulletin can
be found online with the PDF version of
this Bulletin. www.anex.org.au/bulletin
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Homophobic shadow
falls over the Caribbean 

The Caribbean islands have long been
synonymous with the glamorous lifestyles
of the rich and famous. But behind the
palm-fringed beaches of the holiday
playground lies a darker reality, one of
vulnerable and troubled communities
that are largely invisible to tourists.

One of the grimmer social realities is
homophobia, an issue close to the heart of
Dr Marcus Day who, alongside a bewildering
number of other responsibilities, runs a
half-way house for homeless HIV positive
men which is also a safe space for young
Men who have Sex with Men (MSM) at
Castries on Saint Lucia. 

Dr Day recently addressed a workforce
development seminar hosted in Australia
by Anex. 

He discussed homophobia and
heteronormativity, the notion that
heterosexuals are normal, and how these
ideas can discourage gay, lesbian, bisexuals
and transgender people from accessing harm
reduction services. 

He says the idea of heterosexuality as the
norm is so entrenched with donors and
funders it verges on homophobia.

As director of the Caribbean Drug & Alcohol
Research Institute Dr Day studies drug use
and HIV infection in vulnerable populations.
He is conducting ongoing research about crack
cocaine and HIV among street drug users and
drug use and HIV risk behaviors among the
MSM community.

The drop-in centre for young MSM, many of
whom made their living by selling sex, was
an obvious candidate for educating in harm
reduction. However in Saint Lucia gay men
tended to be well educated, clean and
carefully groomed and they didn’t want
to be involved with “homeless, dirty, crack
smokers”, he said.

He says gay male sex workers’ problem
attending drug services for crack smokers
illustrates the problem. Officially on the part
of funders there is too little recognition that
frontline workers deal with sexual diversity
as well as substance issues. 

“We see our clients as complex beings yet
from a funding point of view our donors, our
funders don’t encourage us to deal with that.
We’re a needle and syringe program and we
also counsel you for your drug use but we’re
not here to talk about your sexuality, to talk
about your family issues, or all kinds
of challenges in your life that contribute to
your substance abuse. 

“We’re allowing people who are not experts
in our programs to dictate what we do as
experts in our programs.”

Nevertheless he said to get funding, services
had to respond to indicators dictated by
grant-makers.  

“If you deal with injecting drug users, that’s
how you get your money but at the same
time there’s a lot of what you do that doesn’t
fit. Non-injecting drug users won’t even fit
into this indicator.”

Dr Day likened this narrowly focused approach
to drug treatment programs to an assembly
line.

“The argument is about case management.
The more case management our services
can do the better they will be because we’re
responding to the individual needs of the
person. But too often there is an assembly-line
response and you miss a lot of nuances that
are influencing what people do.”

But the gaps between funders’ expectations
and gay and lesbian drug users’ needs paled
beside the overt homophobia common across
the Caribbean.    

Homophobia invaded his home life and that
of his children at school in 2007 after he
commented on an upcoming performance
in Saint Lucia by notoriously homophobic
reggae-dancehall artist Sizzla.

Jamaican-born reggae and dancehall artist
Sizzla was known for song lyrics like: “I kill
sodomites and queers, they bring AIDS and
disease upon people”. Saint Lucia human
rights advocates called for the police to
deny him permission to perform on the
grounds he encouraged people to murder gays.

A television news crew interviewing him on
separate matter asked him for his opinion.

“The asked me about this guy who was
coming to Saint Lucia, this dancehall artist
with locks [dreadlocks]. I wouldn’t call him
Rastafarian. 

“I said well the guy sings homophobic songs
and I don’t think they should even give him a
permit to perform here because all he does is
incite violence against homosexuals. And that
went on TV with my face and created a huge
firestorm in St Lucia. Not only for me but even
for my children at school they copped a lot of
grief at school like: ‘What’s your father doing
blah blah blah’.

Dr Day was summoned to the local
Rastafarian Nyabinghi council to explain
himself.

“They were a little bent out of shape basically,
and I had to go down to them and really
present myself and have a discussion about
why I felt like this and what the problem was.

“I drew analogies to the kind of discrimination
that Rastafarians encounter from general
society and how this was very similar to the
kind of discrimination homosexuals received.
By feeding into this homophobic violence they
were actually contributing to discrimination
against a group that was really not that
different from them and they saw the analogy
and realised they were being perpetrators...
a tool of the establishment.”

That same year, 2007, Sizzla concerts in
Toronto and Montreal were cancelled after
protests. His vocal homophobia has resulted
in him being barred from entering the UK
for concerts in 2004. In 2008 his German
visa was cancelled halfway through a tour and
over the following two years several additional
performances in Germany were abandoned
following protests. This year concerts of his
were also cancelled in Spain, Belgium, and
Sweden. But Sizzla continues to perform anti-
homosexual tracks, including ‘Murder Dem’.

Dr Day says the incident illustrated how the
Caribbean has entrenched antipathies towards
sexual diversity. Saint Lucia society rejects
homosexuals and they sometimes face abuse,
threats, violence and job loss for being
homosexual. Last year three American gay
tourists were attacked by a gang of masked,
armed men who robbed and badly beat them. 

“I see a fluidity of sexuality. But buggery laws
are still with us. Buggery is prohibited by
legislation in Saint Lucia and 10 other
Commonwealth Caribbean countries,”
he told the Bulletin. 

Under Saint Lucia law; a person who commits
buggery is guilty of an offense and liable
on conviction to imprisonment for:
(a) life if committed by an adult on a minor;
(b) twenty-five years if committed by an

adult on another adult.
In this section buggery means sexual
intercourse per anus by a male person
with a male or by a male person with
a female person.

Consensual homosexual sex between adults
can be punished with imprisonment. And
although the government does not go
around arresting people suspected of being
gay, it does nurture the climate of fear and
intolerance that feeds into gay and lesbians
being reluctant to pursue drug treatment.

Dr Day was in Australia for early planning
meetings for AIDS 2014, the biennial
international AIDS conference which
will be held in Melbourne in July 2014. 

Dispelling gay and lesbian anxieties about NSP service  
Young gay and lesbian people who are injecting drug users can be discouraged from using safely if they are worried
about discrimination from NSP staff, according to prominent sexual health educator Professor Anne Mitchell. 

A veteran of more than 20 years in the field of sexual health and currently deputy director of the Australian Research Centre
in Sex, Health and Society at La Trobe University, Prof Mitchell told Anex that health services could help to make GLBT people
more willing clients.

“We do know that in terms of accessing health services there’s a general fear they’ll be discriminated against or they’ll be outed
or whether they’re going to be asked questions they don’t want to give the answers to and that sort of thing,” she told the
Bulletin.

“So needle and syringe exchange programs will be seen in a similar way and there might be some reluctance to access them for
that reason.”

Prof Mitchell said there were some simple steps needle and syringe programs could take to make it clear they were welcoming
to GLBT people. 

“Probably the most straightforward is to signal that you are friendly by putting copies of the gay newspaper in a waiting room
or to put up a poster which advertises the fact that GLBT people are welcome. This removes the need for people to ‘suss out’
the service, a task which isn’t easy to do without exposing information about yourself. 

“Such posters can be ordered through the GLHV clearinghouse on www.glhv.org.au .  It is also important that if any sort of
promotional material is used for the service that it includes visual images of gay couples as well as straight etc. 

“If a poster goes up it is important staff are confident they can avoid heterosexist language and meet the needs of GLBT
clients with sensitivity.”

The gold standard for this work is the obtaining of the Rainbow Tick through service accreditation being piloted by GLHV
and QICSA. This can be stand alone accreditation or be done as part of regular accreditation processes for services.

More information on the Rainbow Tick is also available on the GLHV clearinghouse website.
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Fatal opioid overdose prevention measures
have been implemented in South Australia
through a program to distribute naloxone
to people who use opioids, facilitated by
the South Australian Department of Health
and Ageing.

Drug and Alcohol Services South Australia
(DASSA), which is part of the Department of
Health and Ageing, has consulted consumers
as well as South Australia Police and SA
Ambulance Service, in formulating the
program.

It was listed as a priority action in the South
Australian Alcohol and Other Drug Strategy
2011 – 2016, with the pilot program kicking
off on November 5 when the first participants
and potential overdose witnesses were trained.

Naloxone, more commonly known as Narcan,
is the opioid antagonist that reverses the
effects of opioids such as heroin, fentanyl
and oxycodone.

SA Ambulance Service (SAAS) Operations
Manager, Anthony Pryzibilla, said “we support
any initiative that results in the reduction of
harm associated with drug use. Any programs
that save lives at the same time as promoting
safer drug use is a positive move forward.”

“The only initial concern SAAS had was that
by providing Naloxone to people who use
opioids, they may think it was not necessary
to call for ambulance support. So we were
strong to ensure that in the training for
overdose prevention, it was emphasised that
it is essential to call the ambulance service so
a medical professional is able to undertake an 

assessment and provide recommendations
on what additional care is required,” he said.

SA Ambulance has a non-threatening strategy
regarding attendances at overdoses. Police are
not involved unless there’s a death or a safety
risk for our staff or someone else on scene, he
said.

The program with an objective of saving lives
is entirely consistent with our service strategy,
Mr Pryzibilla said.

In the most recent data available from the
National Drugs and Alcohol Research Centre,
for 2008, 43 South Australians aged 15-54
died from opioid overdose (Roxburgh and
Burns 2012).

Acting Deputy State Director of DASSA
and chair of the naloxone advisory group,
Ms Marina Bowshall, said the pilot program
would commence at one of the Department’s
health programs in the Adelaide suburb of
Norwood, where there is a state-employed
doctor, nurse and pharmacist.

“People will be able to register to come to
the training, which occurs every second week.
There will be a three hour education and
training session on overdose recognition,
response and naloxone administration,”
Ms Bowshall said.

“After the training there will be a brief
questionnaire and medical assessment
for individuals. A doctor will then write a
prescription for the naloxone and a free kit
for intramuscular injection will be provided
which includes the naloxone and associated
devices and details to inform its
administration.” 

Ms Bowshall said: “A condition of participation
is that each person must bring at least one
potential overdose witness along, which can
be their family member, friend, or another
person who uses opioids whom they may
use with from time to time.

“The aim is to train 100 people who use
opioids and provide them with naloxone.
Each training will have a maximum of 14
people per session, seven participants and
their support people.” 

“They will be able leave after three hours
if they complete the assessment. The kit,
which will be free, will include:
� 2 x 1ml ampoules (400micrograms)

of naloxone;
� 2 x 1ml Luer Lock syringes;
� 2 x 19 gaugue 11/2 needles;
� 2 x 23 gauge 1 needles;
� 10 alcohol swabs;
� 1 Alcohol and Drug Information Service

(ADIS) wallet card;
� naloxone distribution pilot program wallet

card - so they can contact us when they run
out etc;

� 1 CPR mask;
� 1 sharps container.”

Evaluation of the program will occur through
regular interviews with participants at three,
six and 12 month intervals. 

Findings from the pilot program will assist in
rolling out a more comprehensive community
based model, potentially facilitated by
community prescribers and pharmacies”
Ms Bowshall said. 

Mr Bowshall praised the supportive
involvement of police and ambulance services.

“It has been fantastic that both the police
and the ambulance services have been fully
involved and assisted with the design and
implementation of the pilot program. Such
law enforcement and emergency service
cooperation is essential,” she said.

Long-term drug researcher and naloxone
advocate, Professor Simon Lenton from
National Drug Research Institute at
Western Australia’s Curtin University said
“it is fantastic to see another prescripton
naloxone program in Australia.”

Professor Lenton said that the SA
developments are consistent with rapidly
growing international evidence that making
naloxone more widely available is a non-
controversial public health measure which
does save lives.

In March 2012 the United Nations singled
out the importance of naloxone when it urged
member nations to adopt overdose prevention
programs. Professor Lenton said “The SA
developments, along with the existing ACT
program, are entirely consistent with this call”.

Any queries about the South Australian
Naloxone Distribution Pilot Program can be
directed to the Clean Needle Program at Drug
and Alcohol Services South Australia, email:
dassa.harmreduction@health.sa.gov.au,
ph: (08) 8274 3382. 

Naloxone program underway in SA

the service they worked for had a policy
relating to managing suicide. 
Further, [the study showed] that organisations
had no clear training protocols in relation
to up-skilling staff to manage clients
experiencing suicidal ideation. This is clearly
a concern as shown by the NDARC study,
which found that 32 per cent of interviewed
clients were thinking of suicide at the time
of the study.

Why do you think rates were so high among
women? 
It’s a stock standard result that mirrors the
findings from a non-drug using population.
Women attempt suicide more often and have
higher rates of self-harm; however, men tend
to have higher rates of completed suicides.
It is very important to be aware that self-harm
and suicide are very, very different and require
different interventions. Self-harm tends to be
more about emotional release, whereas suicide
is about an intention to die.

Were you surprised by any of the findings in
particular?
I was quite shocked by the rates. Even though
I was aware of suicide being a big problem for
clients with AOD issues, I was still surprised. 

What are some of the mistakes people make
when working with clients at risk of
suicide/self-harm? 
If someone is experiencing suicidal ideation,
the worst thing to do is to shut down the
conversation around it. Staff may feel
insecure or unsure of how to proceed, but
ignoring the issue makes it worse. A lot of
staff don’t want to mention suicide as they
are scared they may put the idea into the
person’s head. The reality is, if the person
is not considering suicide they will quickly
make it clear that it is not an issue, whereas
[for] those that are considering suicide as an
option or have planned to make an attempt, it
is a relief to be able to discuss it with someone.
In relation to self-harm, the process of
managing episodes is quite different. 

One concern is that self-harm is related to
borderline personality disorder - though
this is not my area of expertise.

[Please refer to break out box below for more
information on self-harm].

What are the study’s take-home messages
for NSP and AOD workers? 
Pay attention and get trained. Organisations
must provide practical, clear policies and
support staff in managing this issue. Suicide
and self-harm are major factors contributing
to staff burn-out. We’ve [at WHO] used
“Suicide Assist”, a standard two-day training
course which is very good and available
Australia-wide. All staff are trained in
management of suicide and suicide attempts,
and there is a comprehensive policy and
paperwork for staff to follow. 

All incidents are discussed openly and
reviewed so that staff can both be supported
and review their management of the situation
to ensure that WHO can continue to provide
the best client care we possibly can. 

When it’s not just the drugs talking
Getting mental health referrals for drug users
Continued from page one.

community health and needle and syringe
program (NSP) worker. But he received help
only because he asked.

Community health centres are valuable
assets for vulnerable people in strife because
of the variety of services they provide under
the one roof. Greg Perry works at Biala City
Community Health Centre Alcohol and Drug
Treatment Services in Brisbane. Biala provides
education, information, training, counselling,
drug treatment and referrals. It has a
methadone program, NSP, clinic and a
24-hour telephone counselling service.
It also has a consulting psychiatrist
available twice a week.  

Greg says clients of the NSP there can
be referred internally for mental health
treatment. 

“We can initiate treatment or review current
treatment. We would be looking to see if
someone’s medications are correct - if there
are contraindications. We can look at the
diagnosis and their medications and make
sure their treatment lines up with that,”
he told the Bulletin.

If Biala staff believed a client would benefit
from either CBT or Dialectical Behaviour
Therapy (DBT), then a referral would be made.

But, says Greg, before offering help to clients,
NSP workers have to build trust. 

“In the NSP we wouldn’t really even scratch
the surface. It’s not like you’re doing hour-long
interviews where you can determine whether
they have suicidality or how depressed they
are,” Mr Perry said.

“Obviously in the NSP you can observe
these things and sort of gauge how people
are travelling in that regard. Sometimes when 

we see people [at the NSP] over a period of
time and then we see them during an acute
episode, they’re paranoid and thinking the TV
is specifically talking to them. 

“Usually they’d be thinking about the impact
of their drug use. Mental health may not come
up as a primary concern, but may come up as
a secondary. It [mental health] may not be
something they are particularly aware of.
They may believe, for instance that all of
their problems are due to, say, their
amphetamine use. 

“So it’s a matter of teasing out what is
drug-related or not.”

Paul Dessauer, outreach worker for WASUA
(Western Australian Substance Users Assn)
in Perth, says they have a unique opportunity
to help seriously disadvantaged drug users
through regular visits to Graylands Hospital,
the largest mental health inpatient facility
in the State.

“We do a great deal of work with people
who have mental health issues, but get
no treatment for them at drug treatment
services. We spend one or two days a week
at Graylands Hospital. If patients have ongoing
substance abuse problems as a serious
complicating factor in their treatment, we
go and meet them in the hospital individually.

“The advantages of this are twofold: firstly we
explain we don’t work for the hospital so we
get a different level of engagement; another
advantage is that, in getting WASUA to do this,
it means we’re not tied to the State health
department area boundaries.” 

Many of the patients with whom they do the
most intensive work have substantial issues
in addition to mental health problems

“After hospital they end up living rough on
the street, or get locked up because of their
mental illness. The average length of stay in
hospital is two weeks. They get hospitalised 

when they are acute and then they will be
heavily medicated. Then they get discharged
and quite often we are the only people they
have long-term contact with. 

“It’s definitely the most demanding and
labour-intensive part of my job, trying to
change their social and physical environment.
A lot of what we do used to be called social
psychiatry - facilitating social inclusion to help
people with mental health issues.”

Housing is a key plank although the housing
squeeze in WA due to the mining boom has
resulted in more homelessness in Perth than
he’s seen since the mid-80s, he says.

Paul believes mentally ill substance users can
easily fall between the cracks in the federal
funding silos of mental health and alcohol
and other drugs. 

“We’re trying to bridge the gap a bit. For
instance, most of the clients we see also
can’t get into rehab. There aren’t many places
in long-term rehab and jail may be the only
time they have a stable environment when
they’re eating well and not taking drugs. 

“So we try and improve their quality of life.
We work in a harm reduction model so we’re
not trying to stop them taking drugs, more
like reduce the stresses that make them use.” 

About a third to a quarter of their clients are
referred through the mental health system,
he says.

Frankie Valvasori also visits Graylands Hospital,
and coordinates health and counselling
treatment referrals at WASUA. 

“I have a stable of GPs who know what to do.
GPs are my frontline. If one of my clients is
sick, I facilitate for them to get referrals and
do it through GPs. If they’ve got private health
cover, sometimes I just give them the name of
a psychologist. A lot of psychologists will see
people privately.”

WA also has government-funded community
mental health clinics. In Perth alone there are
11 such clinics and people seeking help with
mental issues will often go to one of them
for a referral.

“A lot of GPs too will prescribe mental health
medications as well as referring people to
counselling or psychologists.”

But Frankie is a firm believer in the value
and accessibility of counselling. The Medicare
plan is good, but GPs and psychologists are
still costly, she says. 

“We can counsel people for low-level issues
like depression and anxiety. People who have
depression and anxiety don’t necessarily need
to spend money on a psychologist. And clients
of drug services who have a relationship with
the centre can usefully see counsellors where
they are known and their records are kept.” 

Frankie’s view is that going to a GP for a
referral to a psychologist is also time-
consuming and exhausting for vulnerable
people.

“They need to tell their story over and over.
People prefer to turn to people they have a
relationship with. In the end it’s about
relationships.”

Despite the help offered via the Better Access
scheme, difficulties remain in getting people
with ongoing mental health issues into the
system. With in-patient stays limited to
people needing acute care and lasting on
average about a fortnight, she said the
long-term work helping the mentally ill
falls on the community in general and
on families in particular. 

“Now we don’t have institutions that do all
the work. The real heroes are the families.”

Self-harm and attempted suicide in Therapeutic Community admissions
It is well documented that dependent drug
users have higher premature death rates than
those of the general population, with suicide
being one of the major risks.1-4

Psychoactive substances are present in the
bodies of over 50 per cent of all those who
have committed suicide, with high rates of
alcohol, opioids, psycho-stimulants, cannabis
and pharmaceuticals also detected.5-7

Significant numbers of substance users -
20-40 per cent - have attempted suicide
in their life, 6-10 per cent having done so
in the past 12 months. This is contrasted
with the less than five per cent of the general
population that has ever attempted suicide,
and the less than one per cent that has done
so in the previous 12 months.8-12

Rates of “non-suicidal self-harm”
(deliberate harm of body tissue such as
cutting and burning skin, picking at skin and
self-biting) are also much higher compared
to those of the general population.13-16

A recent study by Shane Darke, Gabrielle
Campbell and Garth Popple examined histories
of 188 new treatment admissions to We Help
Ourselves (WHOS), which is a Therapeutic
Community (TC) drug treatment service in
NSW. The study sought to better understand
predictors of self-harm and attempted suicide
among TC entrants.  

Of those interviewed, 71 people presented
for alcohol dependence, 50 for opioid
dependence, 39 for psycho-stimulant
dependence and 28 for cannabis dependence.
The mean age at first intoxication was
14.7 years and the most common drug
used was alcohol (65 per cent), followed
by cannabis (32 per cent).

Participants were asked if they had ever
attempted suicide or self-harm; if yes, they
were then asked how long it had been since
their last attempt, how many attempts they
had made and how old they were at their
first attempt.

The study found that both self-harm and
suicide attempts were highly prevalent.
More than half of the women interviewed
reported histories of these behaviours, as
did one-quarter of men. 

Over one-third reported a history of
attempted suicide; 17 per cent reported
multiple attempts and 15 per cent had
made an attempt in the last twelve months.
Women entering treatment were very likely
both to have attempted suicide and to have
had a history of non-suicidal self-harm.
As past destructive behaviour is generally
predictive of future behaviours, they can be
concluded to be at a high risk. Those with a
history of self-harm had a four-fold incidence
of a history of attempted suicide. 

PTSD (Post-traumatic Stress Disorder)
was strongly associated with self-harm and
in this study close to half screened positive
for a lifetime diagnosis. Darke, Campbell and
Popple have recommended that screening for
trauma is appropriate, given the association
with self-harm and behaviours associated
with suicide.

There was no data to indicate those with a
particular primary drug presentation as being
at greater risk.

The researchers concluded that a history of
self-harm should be taken seriously. “Any idea
that a person who self-harms is in some sense
histrionic and will not attempt suicide should
be rejected. Such people are at great risk of
suicide.”

Finally, the data suggests that the younger
a person was at first intoxication, the higher
the chance of self-harm. “From a public health
perspective, delaying the onset of substance
use in young people will have great benefits
to those people and to society at later dates.”

Self-harm and attempted suicide among
therapeutic community admissions
SHANE DARKE, GABRIELLE CAMPBELL &
GARTH POPPLE
National Drug and Alcohol Research Centre,
University of New South Wales, Sydney,
Australia, and We Help Ourselves, Sydney,
Australia.

Jo Lunn, Improving Organisational
Capacity Project Officer for We Help
Ourselves, also worked on the study
and spoke to the Bulletin.

Can you briefly talk about self-harm and
suicide among people with drug dependencies,
and explain why the study was important? 
Self-harm and suicide are very different issues
that need to be managed in different ways.
Both are such pertinent issues that the AOD
industry as a whole has not tended to respond
to them very well. In relation to suicide, a
number of AOD treatment services have an
exclusion policy around people with previous
suicide attempts, particularly a recent history
of suicide attempts. The obvious problem with
this approach is that clients quickly become
aware of the exclusion process and simply
lie about their suicidal ideation or previous
attempts, which places them at even higher
risk. 
It is really important to be aware that the two
main issues commonly resulting in vicarious
trauma for staff in relation to client
management tend to be around suicidal
ideation and client aggression. As such, it is
imperative that as an industry, organisations
provide staff with useful training and a clear,
practical policy and procedure to follow.
Unfortunately, though, it is not uncommon
for suicide attempts or ideation to be seen
as such an overwhelming issue [that] it’s easier
to pretend we can exclude these clients rather
than work with them. 
A recent NDARC study reviewed AOD
agencies’ suicide policies and staff awareness
of suicide as an issue for clients with AOD
issues. Many staff were unaware of key risk
factors for suicide, including that AOD use is
(itself) a significant risk factor or that even 

An expert working in the field, Stacey Allen, identified some common mistakes
practitioners make when working with people at risk of self-harm.
� Inadvertently reinforcing self-harm without realising or intending to do so. This can be done in numerous ways - the clinician

may overcompensate due to their own high anxiety levels, which may lead to behaviours such as spending lots of time focusing
on the self-harming behaviour. Some clinicians may even spend time with the client going into detail about the graphic nature
of the self-harm. This gives the self-harming behaviour a lot of time and attention and consequently reinforces the client’s
continued use of this behaviour to regulate their emotions. 

� Minimising the client’s difficulties. Clinicians may dismiss self-harming behaviours as attention seeking and may hence be
hesitant to support the client. For instance, as soon as it is apparent the act is not a suicide attempt, clinicians may hesitate
to acknowledge the seriousness and riskiness of this behaviour. An understanding of the intense levels of distress experienced
by clients leading up to self-harming behaviours is crucial for clinicians.

� Avoiding the problem due to intense feelings of fear and anxiety.  Clinicians often experience these feelings due to being
ill-equipped to deal with self-harm and can consequently put clients presenting in this way into the ‘too hard’ basket. 

� Assuming that if someone is self-harming, they have Borderline Personality Disorder (BPD).  This is not necessarily the case.
Whilst self-harming behaviours are one criterion for a diagnosis of BPD, it is not the sole criteria. Clinicians assuming that
a client has BPD may lead to high anxiety levels and/or avoidance of the client. 
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prescribing doctor
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Dr Paul McCartney works as a General Practitioner
at North Yarra Community Health in Melbourne’s

inner-city Fitzroy and spends one day a week at Primary
Care Connect at Shepparton, in northern Victoria,

181km north-east of Melbourne.

What made you take an interest in working
in addiction medicine? 

I had a year out of medicine between fourth
and fifth year and I worked at Collins Street
Baptist with Tim Costello and a couple of
others. We set up lunchtime meal programs,
and in doing that [I] got involved with a lot
of homeless people and decided I‘d like to
do medicine to help out homeless people.
I did my elective in Washington, DC in the
Healthcare for the Homeless project. 

When I finished medicine, I decided I needed
to learn about drug and alcohol issues because
that’s one of the most significant factors
affecting the homeless. The Western Hospital
[in Melbourne’s western suburbs] had a
particular job with drug and alcohol, and
since then I’ve been at Yarra Community
Health. I’ve been here 13 years.  

It’s a general practice in a community health
centre. So I see general practice patients, but
my main practice is treating people with drug
and alcohol problems and homelessness and
mental illness, all of which go together.

I’ve probably got about 120 permits or so. It‘s
a few but it’s not big compared to some of the
other big alcohol and other drug prescribers.
I try and maintain a general practice as well.

A lot of doctors don’t want to deal with
addiction. Why do you think that is?

Unfortunately doctors are not very much
different from the general population in their
attitudes to social problems. As a result of
that, a lot of doctors can be quite judgmental
and a bit fearful of the unknown if you like.
I think the fear of the unknown and the fear
of their practice being overwhelmed or being
taken over completely by this problem are the
two main things that prevent them becoming
involved. A lot of doctors also think they’re
busy enough already and these are
complications they don’t need. 

That’s the “once an addict, always an addict”
idea, and that many clients are too hard and
complicated to treat successfully?

Certainly that’s a fairly entrenched community
attitude as well. I think as well a lot of doctors
have the same attitude and addiction’s not
something that’s taught in university as a
treatable problem. It’s mentioned briefly,
very briefly, in most of the medical courses
but not with much hope. So when I talk to
young doctors or students about what I do,
I very much emphasise that as a medical
practitioner you can really make a huge
difference to people’s lives very quickly
in such a way that you can’t very often
do in medicine at all. 

You can help somebody where their life is
really going down the plug-hole, where they’re
about to be locked up or lose their family or
lose their job or all three. By treating [them]
with pharmacotherapy, for example, you can
often turn that around within a couple of
weeks.

You said you speak to medical students;
do you do that often? 

There was a brief window of opportunity
where Tim Costello was asked to speak to
medical students at Monash Medical School
about homelessness and he grabbed me and
we went along together. Then I got the gig
for a couple of years, but that was seven or
eight years ago now. Now any discussion
with medical students tends to be organised
through student groups with a particular
student who has a particular interest. I’ve been
out to Melbourne University and I’ve been
out this year to talk to medical students from
Notre Dame University. I’m more than happy
to talk to students.

I’ve also been going to Shepparton for a
couple of years, and one of my aims there
was to increase the capacity of the medical
population up there to deal with drug
problems. We’ve done two big nights of
education and then we ran a pharmacotherapy
training seminar and had 13 or 14 doctors
come along and do the training as well as
pharmacists. So now there are two or three
doctors prescribing in the town apart from us
where there was previously none. So I feel
quite good about that because that was
certainly the hope in going to a place like
Shepparton: to increase the capacity.

It sounds like medical schools’ training in
addiction medicine is limited.

As far as I am aware, they might get one
lecture at Melbourne Uni over the years.
I don’t know of the current standing at
Monash or Notre Dame or wherever else
they’re teaching medicine these days. Often
it comes under the pharmacology part of
the course and so they might discuss some
medications of interest pharmacologically,
but not socially.

Critics of pharmacotherapy say it removes
any incentive for users to just quit altogether,
to just stop. What do you think of that?

I work with people who have had lap
banding surgery - laparoscopic banding
surgery. The parallels of that treatment
with pharmacotherapy are quite interesting.
Medicine says to people with an obesity
problem, you need to eat less and exercise
more. 

But we know 95 percent of the population
will not succeed at losing weight by
following that strategy. They just won’t. We
know as a practical thing they won’t manage
it. So what they’re left with is this drastic
procedure where they have to go have an
operation which reduces the size of their
stomach. And it’s not very socially acceptable, 

it’s not very comfortable. It’s not an ideal
treatment, but it’s the best we’ve got. Because
the advice that medicine and doctors usually
give doesn’t work and we’re very judgmental
about that, we make people feel very guilty
about not losing weight despite knowing that
95 per cent of people will fail.
Pharmacotherapy and treatment for addiction
are the same [as that]. 

So you’ve got a problem, and what society
and doctors say to people is, just to stop -
the old Nancy Reagan line - ‘just say no’. We
know that absolutely does not work, but still
we expect it and we’re very judgmental about
people, so what we’re left with is a treatment
that is not ideal. Methadone is not ideal. 

A lot of people remain dependent on
something, but it is the best that we’ve got
and people pursuing that treatment ought to
be encouraged. 

So is there any hope for recovery for people
with an opiate addiction?

The problem there is that people have the
perception that the only valid recovery is
being opiate-free or abstinent. It’s not a
valid expectation. And it’s certainly not
my aim. If your aim is for everybody to be
abstinent, then it can be difficult and perhaps
not as successful as you’d like. 

But if your aim is to make sure people can get
to the stage where they are able to come off
this medication without a criminal record,
with an intact family and employed, then
you really can make a difference. 

There has been some criticism of methadone
takeaways after a couple of fatal overdoses on
them. How do you feel about methadone
takeaways?

It’s a difficult problem, [the] balancing of
rights and responsibilities. Patients have come
to think of takeaways as a right. We try and
have a therapeutic relationship with patients
and do the right thing by them. It needs to be
balanced with community safety and person
safety. What people aren’t aware of is that
people who support this pharmacotherapy
program have to constantly battle just to
keep it going. 

So your average punter, I suspect, won’t
realise that the program is always a bit
tenuous, having the program at all. People
assume this program will go on forever, but
it actually has to be battled for all the time.
So you have a child die from taking a
takeaway and it’s a very bad look for a
program that’s a bit tenuous. I don’t know
why it’s tenuous; there’s no reason for it.
Pharmacotherapy’s the most valid treatment
in medicine. It’s just about the most tested
treatment in medicine, because the Americans
have been trying for years to prove it doesn’t
work. 

There are excellent studies in Australia to
show how much it saves the community.
For every opiate-dependent person to be
on pharmacotherapy saves the community
at least $20,000 a year.

Anything that can get people out of that
regular using is beneficial. Having a week
or two weeks clear without using heroin, the
fog lifts and people can make appropriate
decisions about their own treatment.



Fentanyl
The issue of fentanyl misuse has gained
national prominence for the first time,
following allegations that some paramedics
with access to the powerful opioid had taken
vials from secure drug storage cabinets. There
have been previous reports of paramedics
misappropriating the drug, which is a
standard and reliable reliever of severe
pain, in at least Western Australia and NSW.

Fentanyl’s profile has also been increased by
the release of a brief report by The National
Coroners Information Service concerning
overdose attributed to the drug’s misuse.
The report, which examined each State and
Territory’s Coroners Court data from 2000
to mid-2012, found 77 overdose deaths
involving fentanyl in that period.

Three-quarters of the deaths were men,
and 91 per cent “occurred in a home
environment”.

Forty-eight of the 75 deaths up to 2011
occurred between 2010 and 2011, a figure
which is consistent with known problems of
fentanyl patch misuse in Queensland, NSW
and now Victoria. Another 32 cases which are
not yet “closed” by Coroners Courts could be
associated with misuse of the drug.

The Victorian Coroners Court has confirmed
that there have been 15 suspected fentanyl-
related overdose deaths since late last year.

There is scant information concerning
fentanyl patch misuse in other states or
territories.

The Anex forum on fentanyl patch misuse
and overdoses held in  Albury-Wodonga
in August has been reported to government.
It includes key recommendations from health
professionals, particularly NSP and
pharmacotherapy staff.

These recommendations include that:
� A comprehensive education and workforce

development strategy be implemented to
address fentanyl prescription and misuse,
within the context of pharmaceutical drug
misuse more generally. Immediately, to
educate “frontline” workers such as NSP
and pharmacotherapy staff about fentanyl
so that they understand it and are able to
discuss it appropriately with clients.

� A communications strategy be designed
and implemented specifically to reach
people who illicitly use fentanyl to
promote risk reduction messages,
especially concerning overdose risks
and responses.

The Queensland Health Department is
the only relevant department in Australia
to have so far implemented any
communications strategy to provide
safe injecting and overdose prevention
information to clients of NSPs concerning
fentanyl.

Several frontline NSP workers in NSW and
Queensland have told Anex that many of
their clients are already wary of fentanyl
because of overdoses they have seen or
heard of in their networks.

“Many are scared for their friends, and are
themselves frightened of it because they
know it’s so risky,” a rural NSP worker said.

Prison NSP
A comprehensive blood borne virus (BBV)
management strategy that includes a
minimalist form of a prison needle and
syringe program is being considered by
the Australian Capital Territory’s Health
Directorate.

Chief Minister Katy Gallagher formally
announced her support for provision of
sterile injecting equipment as part of a
broader Blood Borne Management Strategy
two months before the October 20 territory
election.

It received substantial media coverage, but
according to exclusive opinion research
commissioned by The Canberra Times and
since shared with Anex, it did not rate a
mention when voters were invited to
nominate the top five issues that would
influence their vote.

Steroid misusers
growing NSP

client base
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Safer using series steroids resource
There is a handy guide for NSP clients and workers
interested in learning about harm reduction and steroids.

Developed by Anex, it can be downloaded via the
Publications section of the Anex website. The link is
www.anex.org.au/safer-using-series/

One of the basic pieces of information required is where
to inject intramuscularly. Expert advice from peer outreach
worker Kay Stanton helped come up with the following: 

� Backside - Imagine your bum cheek is divided into four
areas. Inject into the upper outside area as this will
minimise the risk of hitting the sciatic nerve that runs
down the middle of the cheek. Hitting this can cause
permanent injury.

� Outer thigh - The best place to inject in your thigh
is on the outer side, about mid to upper thigh.

� Shoulder/medial deltoid - Inject into the middle
shoulder muscle. Lumps can form if you inject large
volumes of steroids into this muscle.

The most recent national NSP survey by the
Kirby Institute reveals a definite increase in
the percentage of NSP clients who tick the
“Performance/Image Enhancing Drugs” (PIED)
box when asked which drug type they last
injected. 

Nationally, five per cent of NSP clients
surveyed said the last drug injected was a
steroid or image enhancer, which is up from
two per cent in 2010. In NSW, it has risen
from two per cent in 2008 to nine per cent
in 2011. 

A forthcoming study in Drug and Alcohol
Review found that increase in PIED attendance
at NSPs was first noticeable in Queensland
between 2009-11 (1.1 per cent to 4.4
per cent).17

Jenny Iversen, who co-authored the study,
feels that even though hepatitis C rates
among steroid injectors are “thankfully very
low, they are predominantly new initiates to
injecting and this provides a relatively unique
prevention opportunity. It doesn’t seem like
a good idea to disregard the needs of this
emerging population and risk the potential
for an increase in hepatitis C prevalence.”

Steroid client contacts and the growing
demand for sterile equipment by them is
putting some pressure on NSW services
where, in some areas, they account for
around 30 per cent of equipment distributed.

It is understood that there is some
consideration that there may be a need in
some areas to move toward a more “cost
recovery” approach where steroid users
obtaining large numbers of equipment -
such as boxes of 100 syringes - may be
charged a fee. An NSP policy-maker in one
State said it would be alarming if steroid 

“Prevention is the hallmark of the program,
so whether a person is using insulin, cocaine,
ice, heroin, pills, methadone or steroids -
absolutely whatever - getting free basic
injecting equipment is essential. Nobody
should be charged for that.”

� Steroid users chat online in 2010 as the word
gets out that ‘needle exchange’ outlets are
reliable, friendly and understanding:

1. Hey i live in syd and just heard of ACON and
there free needle and syringe program for
junkies. I herd that you can just waltz right
in and tell them you need needles, they will
take you to a back room and you can take
what ever you like.

Is this how it works?

Anyone doing this? 

2. You can go to Sydney Sexual Health Clinic
located in Martin Place. You can take as
much as you want and they'll even give you
advice on on which one to use & how to use
them if you mention it's for juice. 

It's completely anonymous, all you have
to do is fill out a survey which takes about
10 seconds to do.

The last time I went I got a boatload of
21g & 23g needles, 3ml syringes even
alco wipes lol - all for FREE! 

3. just came from ACON, they are teh nicest
people i have met, andwhere so helpfull,
but they didnt have much in stock, but i
camehome with a bunch of 1inch needles
and syringes. So yay. thx for the advice guys.

4. parks community centre in adelaide has a
needle program. its in building 5 i went in
and came out with 3 large bags of goodies
for free. only questions i was asked is what
was it for. better service than in a retail
shop. very helpful. she even drew a diagram
of an arse and showed me where to jab! 

users had to pay for the fundamentals such
as needles and syringes, as it “could be the
thin edge of the wedge”.

“It would be extremely discriminatory if one
class of drug user was being asked to pay for
such equipment, even if it is boxes of 100 and
the like,” he said.

“The NSP program is meant to serve all people
equally, regardless of what form of drug is
injected.”



Drugs daredevil makes
science-based recovery

Clear away the bonbons, sling your tootsies on a pouffe and fire up the Kindle - it’s time to
catch up on your summer reading. Here are some books into which you can sink your teeth
between lemonade sips on those hot summer days.

The Night of the Gun, David Carr
David Carr's book tells of his struggles with drug addiction and examines its impact on himself,
his girlfriends, children and family. As a journalist, Carr reports on his own history, structuring
the memoir as a documented investigation. He pieces together his story, interviewing more than
60 family members, old friends, doctors and police. The book gets its title from a memorable
evening when Carr became so enraged that a friend felt compelled to draw a gun on him.
After revisiting the incident, he realised that it didn’t quite happen as he remembered.

How to Stop Time - Heroin from A - Z, Anne Marlowe
Ann Marlowe, a one-time Harvard grad student in philosophy, dissects her former eight-year
heroin habit and recounts in detail her life under the influence while maintaining a successful
Wall Street career. She connects her own experience of addiction to a bigger-picture discussion
on heroin. As suggested by its title, the book is structured as an encyclopedia, with vignettes on
topics from A to Z. 

Ninety Days: A Memoir of Recovery, Bill Clegg
Ninety Days is Bill Clegg’s follow-up novel to his 2010 debut, Portrait of an Addict as a Young
Man. It offers an intimate view of Bill’s life after drug rehab as he tries to stay clean despite
his literary agency having closed, his lover moving on and the pressure of mounting debts.

Bill relapsed the day after he finished writing the book. As he tells The Fix: “Ninety Days really
captures early recovery - that period right after I got out of rehab, came back to New York and
relapsed. I was encountering the streets that I lived on in a different way, and I don’t think I had
ever experienced that level of pain before... I just remember going to bed at night feeling like
there was a dead rat in my chest and waking up and that rat was ten times heavier than it was
when I went to bed.”

A Small Book About Drugs, Lisa Pryor
Many recreational drug users haven't had their lives destroyed, aren't homeless and have
healthy relationships with family and friends. With this in mind, Lisa Pryor, social
commentator and Sydney Morning Herald columnist, asks why the discussion about drugs
and drug policy only reflects tragedy that ends with death, jail or addiction. Pryor does not
advocate drug use but argues for a more tolerant and open approach to the issue. This book
sets out the wider realities of drug use today, which, the author argues, provides a necessary
realignment to a debate whose skewed nature has worsened many of the very real problems
drug use can cause.

Summer reading

Memoirs of an Addicted Brain, Marc Lewis,
Scribe Publications Melbourne, 2011; ISBN 978192844607

Marc Lewis’s drug adventures resulted in him
being arrested five times in a year for being
extravagantly stoned in public. It’s an
admission few would care to make.
Cleaning up his act and building a career
as a neuroscientist with a deep understanding
of drug addiction is a more conventionally
worthy boast.

Lewis’s account of his addiction travels
through the full gamut of mind-altering licit
and illicit substances, and his descriptions
of his experiences are as vivid as if they’d
happened only yesterday. He takes the reader
from booze and cough medicine binges at
a New England boarding school to Berkeley,
California during the acid-drenched late
sixties, to a love affair with heroin that took
him from California to Laos and Calcutta in
India. 

He tried to go straight and returned to
studying but fell off the wagon spectacularly
while working in a mental asylum, becoming
a compulsive burglar in search of
pharmaceuticals. 

“I had a very fierce psychological addiction -
the most dangerous addiction. I kept going
back to it over years despite being arrested,
being convicted, being kicked out of school,
breaking the law frequently. I’ve broken into
hundreds of medical facilities, probably,” he
told the Bulletin. 

But his odyssey in search of the perfect, most
enduring stone has afforded rich material for
his work in neuroscience. Currently teaching
at Radboud University, Nijmegen, the
Netherlands, he writes clearly about just
what was happening inside his head while
he was out of it. 

“I wanted to reach the common reader who
may be dealing with addiction either first-
hand or not, and communicate the science in
as compelling a way as possible.”

Each chapter describes his experiments with
a different new drug, and the context. Each of
these experiences is shown to emerge from a
particular brain system, neurochemical flow 

or synaptic process. As Lewis tells it, addiction
is a distortion, an attempted shortcut on the
part of the brain to get more of what is needed
by condensing virtually all unmet needs into a
yearning for a single object - the drug. 

“The theory of addiction I follow is that
intensive sensitisation [of drug use] captures
your ventral striatum, our organ of goal pursuit.
Your perception and memory of that goal
becomes captured in the striatum. It says, this
is where I want you right now and this is where
you have to be focused. That’s the insidious
thing.

“The ventral striatum is a very large and
complex structure below the cortex and inside
the cortex. It’s more primitive than the cortex,
and it has two main compartments. One is the
modal compartment that allows you to forge
a path toward a goal and kind of ticks off the
steps to get the goal, but it’s also got the
ventral striatum, which is the motivational
component. 

“It focuses your attention and it focuses your
emotional radar exactly on where it is that
you’re going. It gets rid of all the other goals,
it quashes and inhibits all competing goals
and amplifies the one goal that is central in
that moment. It drives you and makes you
feel this is what you want, this is what you
need. That’s how it works,” he told the Bulletin.

Repetitive actions make strong neural
pathways and some may never vanish
completely.

“I don’t think you can ever exactly overwrite
those circuits. You develop any kind of
personality pattern or strongly entrenched
habit or strongly entrenched love that goes
on for many years. You can’t get rid of those
pathways. 

“In my first marriage, my love was very
strong for 10 years and then we split up and
she’s still there in my mind. I can’t get rid of
that. Now I have a new relationship and we’ve
been very good together a long time and it’s
all good. 

“I think that’s analogous to what happens
[coming out of addiction]. You develop a whole
new set of character connections that involves
who you are and what you need and what you
want and a whole set of changed goals, and
that’s very important.” 

Lewis doesn’t buy into notions that addictions
are lifelong burdens.

“Defining yourself as an addict may initially
be useful. It might be useful at first to use
the 12 Steps philosophy so you have one goal
of controlling the addiction. But having that
sense of yourself means you’re stuck for life, 

and that’s very limiting. It defines you as weak,
it defines you as passive; it’s a static definition.

Lewis says the self-medication model of
addiction makes the most sense to him.

“According to the self-medication model,
addictive behaviours ‘medicate’ depression,
anxiety and related feelings. The self-
medication model seems to be the kindest.
It has the advantage of the disease model
in absolving the addict of excessive blame,
but it has the additional advantage of
avoiding the stigma of ‘disease’ and all
that goes with it.

In fact, it gives control back to the addict, who
is, after all, acting as his or her own physician. 

“Whereas the disease model places agency
in the hands of others and casts the addict
as a passive victim.”

Lewis makes no excuses for himself, nor does
he pass judgment on the desire to take drugs.
And, he still drinks alcohol.

“I would normally be described as a social
drinker. And I’m not in the least ashamed of
it. But I do understand that many people in
recovery cannot drink - not even a bit -
and I respect that too.”

But he rejects the idea that alcohol must be
off-limits for former drug addicts or it will
compromise recovery.

”I think that’s so patently absurd. I think
people know whether and to what degree
they’ve recovered. And you and I know
whether having a drink is dangerous or not.
I don’t think it disqualifies you [from recovery].
That’s just terrible nonsense. That kind of
hard-line orthodoxy of recovery is, I guess,
attractive for people who follow ideologies.” 

But he still cannot understand the attraction
alcohol has for alcoholics. 

“Being drunk is not an attractive state to
me, compared to the extremes I enjoyed on
hallucinogens or opiates. I sometimes think
it’s almost tragic that alcoholics f**k their
lives up for something as uninteresting and
mundane as alcohol. Other drugs are far
more exciting!”




