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Welcome (back) to the first edition of 
the all-new Bulletin (formerly the Anex 
Bulletin). After an 18-month absence, 
I am very pleased that Australia’s only 
specialty publication for the frontline 
NSP workforce is back, thanks to the 
support of Minister Hunt and the 
Australian Government Department  
of Health.

Each month, Penington Institute will 
publish articles that celebrate the 
achievements of NSP workers around 
Australia and strive to enhance 
knowledge and capacity about matters 
relevant to people affected by drug use. 

Drugs – how they are used,  
the people who use them, and the  
other issues surrounding drug use  
– are complex issues.

The need to understand and better 
manage the risks posed by drug use and 
evidence-based responses is essential to 
protecting community health. 

Despite Australia’s success in responding 
to the COVID-19 pandemic, the virus 
and the public health measures imposed 
to stop its spread caused hardship for 
millions of people in Australia.

The mental health of many Australians, 
including those who use drugs, has been  
challenged. Health services which 
offer support, such as NSPs, have been 
essential services.

All the while, drug supply has been 
disrupted – often leading to price 
changes and volatility in the potency 
and safety of drugs that people use.

The risks continue to evolve. 
But so too have the responses.

In this issue, you will find articles 
about the increasing prevalence of 
harms related to GHB, the promises 
and challenges of long-acting 
buprenorphine, Victoria Police’s new 
Drug Strategy and 25 years of the 
Australian NSP Survey.

For The Bulletin to succeed, it will need 
to keep covering issues of importance  
to the frontline health workforce.

That means we must be guided  
by our readers.

Please send us feedback about our 
stories and the types of stories you 
would like to read in future editions.

Write to us if you would like to learn 
more about the Bulletin Advisory Panel 
that Penington Institute will convene. 

And, of course, if you haven’t already, 
make sure to subscribe so you never 
miss out on future issues – and be sure 
to share with your colleagues.

John Ryan
Chief Executive Officer

Foreword

The need to understand 
and better manage the 
risks posed by drug use and 
evidence-based responses 
is essential to protecting 
community health. 

Cover image:

Victoria Police Deputy Commissioner 
Rick Nugent (left) at a ceremony to 
honour Constable Josh Prestney,  
May 2020. Leading Senior Constable 
Lynette Taylor, Senior Constable Kevin 
King and Constables Glen Humphris 
and Josh Prestney were killed at work 
when a truck crashed into them on the 
Eastern Freeway.

The truck driver, Mohinder Singh, 
is estimated to have had only five 
hours sleep in the three days before 
the April 22 crash and was allegedly 
drug-affected at the time of the 
accident. Police found a glass smoking 
pipe in the truck and a blood sample 
found that Mr Singh had traces of 
methamphetamine in his system.

Police also laid charges against Richard 
Pusey, the Melbourne businessman who 
police allege filmed and then fled the 
crash scene. Mr Pusey was allegedly 
travelling at 149 kilometres per hour in 
his Porsche while under the influence 
of methamphetamine and cannabis.

Read more on page 14.
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Former heroin user ‘Jon’ (not their real 
name) has the highest possible praise 
for long-acting injectable buprenorphine 
(LAIB), the new kid on the block when 
it comes to pharmacotherapy: “In many 
ways, it’s saved my life.”

His story tells us a lot about how 
long-acting injectable buprenorphine 
could change treatment for opioid use 
disorder as we know it in this country.

In April 2020 – just as the initial wave 
COVID-19 cases were unfolding in 
Australia – Jon was among the first 
clients referred to a pop-up LAIB 
clinic funded by St Vincent’s Hospital 
Melbourne.

“The requirement for frequent 
attendance at a pharmacy to receive 
sublingual [under the tongue] 
buprenorphine increased risk and 
stigma when we were all being asked 
by governments to isolate, and the 
possibility of prescribers and pharmacies 
being closed due to illness or quarantine 
also raised concerns,” Associate 
Professor Yvonne Bonomo, Director of 
the hospital’s Department of Addiction 
Medicine, says.

 Getting under your skin: 
revolution in opioid treatment

What’s in a name?
Long-acting injectable 
buprenorphine is also known in 
Australia:

 ö by the acronym ‘LAIB’
 ö as ‘depot buprenorphine’, ‘depot 

bupe’ or simply ‘depot’
 ö as ‘long-acting bupe’
 ö as ‘injectable’, ‘injectable 

buprenorphine’ or ‘injectable 
bupe’

 ö by the individual brand names 
‘Buvidal’ and ‘Sublocade’

“We’d had a little bit of experience with 
LAIB already, and from putting in our 
application to having our first patients 
through the clinic took four weeks.”

Funding, initially granted for six months, 
was later extended by another three.

“This year, because we had to wrap up 
at the end of January, we went through 
transitioning many of our 100 clients  
to GPs.”

Brave new product
At the time of the clinic’s launch, LAIB 
was still relatively new to Australia, the 
first of two formulations having been 
approved by the Therapeutic Goods 
Administration only six months earlier.

Both proprietary brands – Buvidal 
(from Camurus in Sweden) and 
Sublocade (from Indivior in the US) – 
are recognised by the Pharmaceutical 
Benefits Scheme as a treatment 
for opioid use disorder and can be 
prescribed by any accredited medical/
nurse practitioner or non-accredited 
medical practitioner.
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Set doses are delivered in pre-filled 
syringes for injecting under the skin 
(“subcutaneous” injection). Once inside 
the body, LAIB forms a small gel mass, 
or ‘depot’, from which buprenorphine is 
released gradually over about a week or 
a month, depending on the product.

For Jon, visiting the St Vincent’s clinic 
once a week was ideal. “I tried monthly 
Buvidal but felt isolated because  
I’d had to cut myself off from friends 
who probably weren’t the best influence 
so I had no connection to anyone. I’m 
still on the weekly injection but wanting 
now to move to the monthly because 
I’ve just started a new job.”

Building momentum
In the not-too-distant future, LAIB will 
be Australia’s single biggest form of 
opioid pharmacotherapy, according to 
President of the Chapter of Addiction 
Medicine, Royal Australasian College  
of Physicians (RACP), Professor  
Nicholas Lintzeris.

“We’re on track to half of all opioid 
treatment in this country being depot,” 
Nick says. “Once the pandemic was 
declared, in NSW those services that in 
February 2020 had already been using 
depot rapidly escalated the amount  
they used.

“It’s a perfect response to COVID: rock 
up once a month, get your jab and go. 
Conversely, for any that weren’t ready, 
it wasn’t the time to learn new tricks in 
those first couple of months.”

Nick says responding to the virus 
monopolised the focus of some health 
professionals. “In many of the head 
offices, drug and alcohol [work] is done 
by the public or population health 
teams, and they’ve been doing nothing 
but COVID.”

Despite this, “in NSW, depot 
buprenorphine now accounts for  
more than a third of all opioid treatment 
in the public system”, he says.  
“That’s absolutely phenomenal.”

This has been a major 
game-changer.
Professor Nicholas Lintzeris

It’s a perfect response to 
COVID: rock up once a 
month, get your jab and go.
Professor Nicholas Lintzeris

Buprenorphine’s benefits
Buprenorphine prevents opioids engaging fully with the body’s Mu 
receptors. Because these receptors are largely responsible for controlling 
sedation and the ability to feel pain (analgesia), limiting opioids’ influence 
creates a ‘ceiling’ that stops overdose occurring, even when a large amount 
of an opioid-based substance is taken. 

A person with sufficient buprenorphine in their system also does not 
experience the anticipated effects of a drug such as heroin or oxycontin. 
They are discouraged by this ‘blockade’ from using, and at the same time 
protected against the usual symptoms of opioid withdrawal.

It is estimated that 0.1–1 per cent of adult Australians have opioid use 
disorder (OUD) and 10–15 per cent of patients prescribed long-term opioid 
medication develop a dependence. Buprenorphine is used in Australia to 
treat OUD as part of medication-assisted treatment for opioid use disorder 
(MAT or MATOD) or pharmacotherapy programs.

Nick says somewhere around 60 per 
cent of the nation’s LAIB is being used in 
NSW, although “NSW has only 30–40 per 
cent of the nation’s opioid treatment.”

Buvidal currently makes up the lion’s 
share of LAIB prescribed in Australia. 
“Buvidal hit the market first – about six 
months, roughly, before Sublocade,”  
he says. “Services started using 
whichever they could get.”

Nick says Australia’s acceptance of LAIB 
has positioned it as “the poster-child for 
depot buprenorphine in the world”.

“We’re the only country using both 
medications, the only country to have 
published guidelines, the only country 
providing online training for health 
advisors,” he says.

Sublocade: This image was supplied  
by Indivior



505

Game-changer, inside and out
“This has been a major game-changer, 
including across our prison system,”  
Nick says. 

“Prisons don’t like buprenorphine film 
because it’s easy to dope with [use 
illicitly] and administering it is time-
consuming for staff: 30–60 minutes  
per patient every day.”

He says the absence of an illicit trade 
in LAIB has reassured law enforcement. 
“There isn’t that history of diversion 
of either depot. Yes, you can feel a 
little pea- or marble-sized lump at the 
injection site for a couple of weeks with 
Sublocade, but if someone did rip that 
open then what would they do with it?”

Professor Michael Levy AM, Honorary 
Professor at the ANU Medical School 
and, until last April, Chair of the National 

‘This has worked wonders’

For many of his 36 years, the life 
Buvidal has “saved” hasn’t been an 
easy one for Jon.

After surviving a “troubled upbringing” 
he lived on the streets from a 
relatively young age before earning  
a place at university.

“As a part of that I did a placement 
overseas but while I was there I 
contracted HIV. I felt like I’d tried 
really hard to get myself on track but 
at that point, in my mind, I just gave 
up,” Jon says.

Feeling despondent, he was 
introduced to heroin – “very 
occasionally, recreationally,  
for a while”.

Jon’s double degree with honours 
in the health sciences led to work 
in a state government department. 
Eventually, though, trying to juggle 
a demanding job with chronic 
drug use that had by then become 
“unmanageable” took its toll and he 
resigned.

“The first thing I tried to get myself off 
heroin was methadone. I was on that 
for a long, long, long time but I found 
I could still use on top of it – and I did. 
It wasn’t really fixing the problem.”

He says 18 months ago, after 
experiencing a “counterproductive and 
shaming” period in a rehabilitation 
facility in northern NSW, he felt 
defeated. “I blamed myself for quitting 
rehab. I blamed myself for not being 
able to control my use more with 
methadone. Thoughts of suicide were 
really prominent.”

“Then, I found an organisation called 
PAMS (Pharmacotherapy, Advocacy, 
Mediation and Support) and they told 
me about a new treatment.”

Jon was referred to St Vincent’s 
Hospital Melbourne’s long-acting 
injectable buprenorphine (LAIB)  
clinic and within a week received  
his first dose.

“Initially it took some getting used 
to because I was so accustomed to 
heroin being such a significant part of 
my life,” he says. “Everything revolved 
around the drug – my friendship 
group, everything – so I had to more 
or less start from the beginning 
again, but I was also linked in with a 
therapist and she’s been wonderful.”

Jon says knowledge of LAIB is at best 
limited – or, more often, non-existent – 
within his social circle.

“Even my GP was completely 
unfamiliar with it – I found myself 
educating him,” he says. 

“Traditionally, the only options 
people know about are Suboxone 
and methadone.” 

However, he has been able to 
encourage one friend to try LAIB “ 
and she’s been really successful”.

“I was sceptical, but this has worked 
wonders for me,” he says. “The 
last time I used was about three 
months ago. I used once but it did 
absolutely nothing.”

“What works with Buvidal is that 
heroin doesn’t work.”

Prisoner Health Information Committee 
within the Australian Institute of Health 
and Welfare, concurs.

Michael, who also co-founded the 
Australian Council of Prison Health 
Services, says NSW and the ACT are 
both strong advocates of LAIB. “It’s a 
reality that prison health services are 
conducted within prisons. Custodials see 
their remit through a lens of security 
and control.”

Michael oversees 31 LAIB clients 
through the Canberra-based drug and 
alcohol service Directions. He says the 
treatments’ rollout to clients in Canberra 
has been smooth. “In fact, the big story 
is that there is no story. The process of 
receiving their medicine, which was once 
so institutionalised and regimented,  
has been normalised for many people.”

He calls monthly clients between 
injections to check up on them. 
“Especially when people are new to 
the program, I’ll call a week before 
appointments. Also, I want to pre-empt 
the dose they’re going to receive so we 
can have it waiting to make everything 
as seamless as possible.”

Michael says although Buvidal’s 
highest individual dose is 128mg, his 
clinic has given 160mg by combining 
64mg and 96mg. “One fellow had been 
getting three-weekly 128mg and was 
still experiencing significant clinical 
withdrawal.”

It’s transformative  
for some people.
Professor Michael Levy AM
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Innovative thinking
Dr Hester Wilson, a Fellow of RACP’s 
Chapter of Addiction Medicine, 
says one of her clients devised an 
ingenious placebo to help herself 
through the transition from sublingual 
buprenorphine to LAIB.

“She said with the injection she didn’t 
feel she was receiving her medicine. So 
she decided to try taking Listerine film. 
She stayed on Buvidal and took Listerine 
daily for about three months. It was a 
great solution for her anxiety.”

Hester says while NSW offers daily 
dosing of standard pharmacotherapy 
treatments such as methadone and 
buprenorphine formulations free of 
charge at certain clinics, “the majority of 
people are still at pharmacy, so suddenly 
going from having a bill of $160 a 
month to nothing is a huge advantage.”

She says one area yet to be studied fully 
is using LAIB in pregnancy. “We know 
buprenorphine itself is safe but there’s 
also the matrix – the substance it’s in for 
the slow release. However, having people 
who are not in treatment or are unstable 
on another treatment is dangerous and 
withdrawal is dangerous. It’s balancing 
up those risks.”

Hester says the two LAIBs are equally 
effective. “The bottom line is that these 
formulations are just buprenorphine – 
not different, not scary, not new – but 
in a form targeted for people who don’t 
want to dose every day.

“It’s highly evidence-based and it’s 
great for a lot of patients but it’s not for 
everyone. I’m all about options, about 
choice, and about working through those 
with our patients.

Yvonne Bonomo echoes Hester’s 
message: “We don’t want people for 
whom it’s not suitable to feel bad.  
It might suit them down the track, or 
it might not – whatever works to help 
them feel the best they can and keep 
flourishing is what matters.”

-

Rosalea RyanWhatever works to help 
them feel the best they can 
and keep flourishing  
is what matters.
Associate Professor Yvonne Bonomo

“The ones who’ve transferred over can’t 
speak highly enough of it. It’s moved 
them out of the pharmacy and provided 
them with a lot more freedom. “I always 
reassure people that if they do try it,  
it doesn’t have to be forever.  
They can go back.”

“It’s not for everyone, though. There’s 
reluctance, particularly among those 
who haven’t been injecting anything – 
the ones on codeine, for example. It’s a 
bit more foreign for them.”

“The injection itself stings so we talk 
about ice-packing the site prior to 
treatment. Quite a few bring their own 
packs now to use while they’re waiting 
in reception.”

Freedom with stability
Many clients “like the stability” 
offered by LAIB, Michael says. “Some 
people, from total chaos, have started 
employment and held it down for a 
number of months.

“One patient was inducted in prison, 
came out into community and is now 
doing a course at tech college.  
He presents for five minutes every 28 
days to get his shot. We have the briefest 
of chats and he’s out the door.

“And one fellow in his late 40s, with 
terrible trauma and drug dependence, 
says his life’s been ‘transformed’. That’s 
his word. I hear that over and over again: 
it’s transformative for some people.”

In Melbourne, Gabby Cohen, Dr Adam 
Pastor, Dr Benny Monheit, Dr Danusia 
Pietrzak and nurse practitioner Rebecca 
Brereton of Alfred Mental & Addiction 
Health’s Southcity Clinic have been 
working with Buvidal and Sublocade 
since they were approved for use  
in Australia.

The clinicians cite three key benefits 
to clients: “cost, convenience and the 
psychological aspect of not being 
‘reminded’ each day via a pickup that 
they’re opioid dependent.”

“One of the big unanswered questions 
is whether this is encouraging large 
groups of people to seek treatment 
who were previously deterred by having 
to visit the pharmacy on a daily basis,” 
Gabby says. “We’ve certainly had clients 
for whom that’s been the case.”

At Ballarat Community Health, nurse 
practitioner Brett Vallance has 10–12 
LAIB clients.

“A few travel up to 90 minutes to come 
here,” Brett says. “I speak about it to 
patients I think it will be relevant to 
– anyone who’s looking at reducing or 
coming off the program.”

Buvidal: This image was supplied by Camurus
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GHB is increasingly talked about in  
the media. 

Just last year saw articles published 
about large seizures heading for Victoria, 
NSW, Queensland and Western Australia, 
while South Australia issued a warning 
after six GHB overdoses. 

Lily Owen, of Penington Institute, recalls 
a peer’s description of their experience 
using GHB: ‘G gave me confidence, 
it made me the person that people 
expected me to be.’

But it can be dangerous.

This article goes beyond the headlines 
to look at the evidence: has GHB become 
more common? Has it become more 
harmful? And what does it mean for 
frontline workers?

What is GHB?
GHB (gamma hydroxybutyrate) is a 
central nervous system depressant 
that, when consumed, slows both 
the heart and breathing. GBL 
(gamma butyrolactone) and 1,4-BD 
(1,4-butanediol) are chemicals that are 
closely related to GHB. Once consumed, 
they’re quickly converted by the liver 
into GHB. 

On the street, it is more commonly 
known as ‘G’, ‘fantasy’, ‘juice’, ‘liquid 
ecstasy’, and ‘fishies’.  

The effects of GHB are short lived. It 
can take about 15 minutes to kick in but 
usually wears off after 90 minutes. GHB 
can be especially dangerous because 
doses are cumulative; frequent re-
dosing can lead to a dangerous build-up 
of the drug in the body.  

High doses of GHB can result in nausea/
vomiting , incontinence , diarrhea, 
headaches, dizziness, tremors and 
agitation . More serious effects include 
death (typically from obstruction of the 
airways), loss of consciousness, seizures, 
paranoia and psychosis as GHB leaves 
the body. 

The recreational use of GHB first became 
widespread in Australia in the LGBTI 
nightclub scene of the 1990s. Today, it is 
commonly used at home – either alone 
or with friends – as well as in party 
settings, such as festivals and nightclubs, 
and in the context of private sex parties 
and ‘chemsex’ (chemically enhanced sex).

GHB often makes people feel relaxed 
and sociable, reducing their inhibitions 
and increasing sex drive. It is short 
acting with minimal after-effects, 
allowing people to avoid post-party 
hangovers. 

How harmful is it?
Today, Lily educates people about the 
risks of GHB. But she used to use it,  
often in conjunction with ice  
(a common combination). 

“I think now looking back on GHB, it 
definitely was an addiction that was 
fuelled by my meth use. They very much 
went hand in hand,” she says.

“Sometimes I would have it to sleep off 
the meth, and that would be the only 
thing that would help me fall asleep. 
But it wasn’t actually falling asleep, it 
was blowing out [overdosing on GHB] or 
losing consciousness. Knowing what  
I know now, it’s like, ‘Oh my god’.   
We’re all so lucky we didn’t die.”

Lily has overdosed on GHB. She says 
because it is often used in conjunction 
with other drugs, it was difficult to 
know how it might affect her. She also 
says that because there are different 
chemical variations of the drug it is hard 
to know what she was taking.   

Lily is not the only person using GHB 
who knows what it’s like to blow out. 

In Victoria, between 2011/12 and 
2019/20, GHB-related ambulance 
attendances increased by almost 400 
per cent, from 451 to 2,168. The number 
of ambulance transports to hospital 
increased from 363 to 1,852 over the 
same period.

07

 A dangerous fantasy:  
spiking GHB-related harms

Knowing what I know now, 
it’s like, ‘Oh my god’. We’re 
all so lucky we didn’t die.
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GHB was linked to at least 74 deaths in 
Australia between 2000 and 2019, with 
82 per cent of deaths occurring at home. 
Almost all these deaths involved GHB 
taken in combination with other drugs, 
usually methamphetamine,  
MDMA and alcohol.

Uniting Ballarat Harm Reduction 
Worker Simon Brisbane says that recent 
increases in hospitalisations are most 
likely because other illicit drugs like 
ice have not been as readily available 
during COVID-19.

As first-time users, they are particularly 
at risk, says Simon.

“Pretty much everyone I’ve spoken to 
– at least 80 per cent – who has used 
GHB has experienced some kind of 
adverse event. Things like waking up in 
an unfamiliar place, having their stuff 
stolen, blacking out.”

Most people who use GHB do so 
occasionally, without dependent use 
or withdrawal symptoms. But it is very 
easy to overdose on GHB. As the doses 
involved are measured in such small 
quantities, the difference between  
a recreational dose and an overdose  
may be a matter of millilitres.

In Victoria, between 
2011/12 and 2019/20, 
GHB-related ambulance 
attendances increased by 
almost 400 per cent, from 
451 to 2,168. The number 
of ambulance transports 
to hospital increased from 
363 to 1,852 over the same 
period.
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Figure 1: GHB-related ambulance attendances and transports to hospital in Victoria rose sharply 
in 2019/2020

Pretty much everyone I’ve 
spoken to – at least 80 per 
cent – who has used GHB 
has experienced some kind 
of adverse event. Things like 
waking up in an unfamiliar 
place, having their stuff 
stolen, blacking out.

What does it mean for NSPs?
The experiences of doctors and NSP 
workers suggest different parts of 
Australia are seeing different amounts of 
GHB – and that GHB might be showing 
up more in metro areas than in the 
country. 

Paul Morgan, a mobile drug safety 
worker at Bendigo Community Health 
Service, has seen widespread and 
increasing use of GHB.  

He also notes how cheap GHB has 
become: he’s been told it costs just  
60 cents per ml in his area – meaning  
an average dose can cost less than  
two dollars.  

While GHB-related harms have 
increased across Australia, different 
states are recording different trends due 
to variations in local drug markets.

Mark Bayliss, an NSP Coordinator in 
regional NSW, doesn’t see GHB at all – 
however, methamphetamine use where 
he works is “astronomical”.

Similarly, Sophie Osborne, a Harm 
Reduction Worker in regional 
Queensland, says clients don’t often 
mention GHB.

In contrast, Emma Grace, a Harm 
Reduction Clinical Nurse in Brisbane, 
says her area has been “saturated 
with GHB” over the past year. In her 
community health centre, she has seen 
many young women who are unable 
to access their usual drugs of choice: 
methamphetamine and heroin. 

Tegan Nuckey, a Harm Reduction 
Coordinator from the Gold Coast, has 
also seen a spike in her area due to the 
“meth drought” brought on by COVID-19.

Justin France, an NSP Peer Educator 
based in metro South Australia, reports 
an increase in GHB over the past 
couple of years. He also reports similar 
experiences of some clients turning to 
GHB for the first time during COVID-19.  
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Although these experiences are diverse, 
there is a common concern: many 
people, especially new users, don’t know 
how to use GHB safely.

Australian National University medical 
school lecturer, Dr David Caldicott, 
echoes these concerns.   

He says that while there used to be 
lots of information about safer GHB use 
targeting people who attend festivals, 
there are fewer resources available for 
people who use GHB in the context 
of chemsex, which may also have 
contributed to the increase in GHB-
related harms.  

Lily says that she suspects the increase 
in GHB-related harms is also partly due 
to a lack of education.  

“There is definitely lack of education.  
People think, ‘Oh, blowing out, that’s not 
an overdose.’ It is an overdose. We only 
got education from our peers.

“But where do they get their education 
from? They get it only from experience, 
from it happening to them.”

There are some key signs NSP workers 
can use to identify whether a person 
may be using or intending to use GHB.

When clients ask only for barrels 
(especially 3ml ones and with a slip tip, 
where a needle can be simply pushed 
on to the tip rather than twisted and 
locked), they may be seeking a tool 
for measuring GHB. This is a good 
opportunity to ask if they want barrels 
‘just for measuring’ and if they want 
information on safer using. 

Beyond this, it’s important to understand 
opportunities for intervention.

As GHB use often occurs in the context 
of methamphetamine use, which can be 
especially dangerous, clients who use 
methamphetamine could be a  
key audience.

GHB is also frequently used for chemsex. 
Clients should be reminded of basic 
health messages around safer using and 
safer sex, particularly if they’re also after 
sexual health products.

For Sandra Hocking, Manager of 
Withdrawal and Coordinated Care at 
Windana, NSP workers should also be 
aware of early signs of tolerance and 
the symptoms of withdrawal so they 
can tell clients about things to watch 
for: “Tolerance and dependence develop 
quickly and the symptoms often go 
unnoticed until they’re well advanced.” 

While planned, mild withdrawal can be 
managed in the community, unplanned 
or more severe withdrawal – particularly 
for people who are dependent or who 
use frequently and at high doses – 
should be managed under medical 
supervision.

NSP staff need sound knowledge of 
GHB’s effects and ways to promote safer 
using so they can help clients stay safe. 

The key for workers is to take the 
initiative and start conversations around 
safer use of GHB. As Justin puts it:  
“If you don’t talk about it –  
you don’t hear about it.”

 

Tolerance and dependence 
develop quickly and 
the symptoms often go 
unnoticed until they’re  
well advanced.
Sandra Hocking

Penington Institute has developed 
a set of GHB resources to assist NSP 
staff to have these discussions. Find 
them here: https://www.penington.
org.au/resources/ghb/
-

Karen Gelb / Tom de Souza

https://www.penington.org.au/resources/ghb/
https://www.penington.org.au/resources/ghb/
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For 25 years, the annual Australian NSP 
Survey (ANSPS) has informed public 
health policy makers and practitioners. 
Recognised internationally as unique 
and innovative, many regard it as an 
integral pillar of Australia’s world-
leading infectious disease prevention 
approach.

Every year, NSP workers at 50 sites 
around Australia invite people who 
inject drugs to participate in the survey. 
The survey has been conducted annually 
since 1995 and NSP attendees have 
participated on around 57,000 occasions. 

10 NSP sites have participated in all 25 
years of the ANSPS, and an additional 15 
sites have participated in 20 years or more. 
Around 75 per cent of participating sites 
are in metropolitan areas.

The key component of the survey is 
the collection and testing of biological 
samples with what is called a capillary dry 
blood spot.

A person pricks their finger and provides 
a blood spot onto a very specific card. It 
enables the blood to then be extracted 
from that card and tested for HIV and 
hepatitis C antibodies. Since 2015, the 
ANSPS also been testing for hep C RNA.

That data is then processed, analysed, and 
compiled into the annual ANSPS report.

“If there was an HIV outbreak among 
people who inject drugs at a testing 
site, we would be alerted early, and that 
would enable the local authorities to 
intervene and potentially stop a major 
outbreak occurring. It’s basic surveillance 
and epidemiological principles really,” 
says Kirby Institute researcher and the 
coordinator of the ANSPS, Dr Jenny Iversen.

For workers on the front line, the survey 
is useful not only as an analytical tool 
but also as an opportunity to connect 
with clients and to understand current 
behavioural trends, says NSP worker  
Kathy Griffiths.

Kathy has been involved with the survey 
for 15 years and says it gives her the 
opportunity to connect with clients and 
segue them into treatment options.

“It’s the key piece of research that we 
use to see how we’re tracking with 
the rollout of hep C treatment and 
prevention and monitoring how effective 
our NSP programs are.

“It’s pretty unique in the sector. It has 
the capacity to give you real time 
information on the extent of not only 
the prevalence of bloodborne viruses 
through the fingerprint survey, but of 
behavioural change as well. And doing it 
on an annual basis over time gives you a 
really good profile on what’s happening 
and how things have evolved and 
changed.”

Robert has been involved with the 
NSP program since 1987 and has seen 
much of that change and evolution. 
He says that before the survey began, 
information on bloodborne viruses 
in the community was distributed to 
authorities via notification data sent 
from hospitals, treating clinicians, or 
diagnostic laboratories.  

“With the notification data, it gave us no 
clues as to whether that person was a 
current injection drug user or had been 
at some stage. So while that gives you 
the number of cases, it was limited in 
what else it could actually tell you,”  
he says.

 Bloody survey: tracking HIV  
and HCV for 25 years

“In terms of the survey, it is in excellent 
time to engage with clients. I’m there 
talking to them. I will spend time 
engaging with them, and sometimes I read 
through the survey with them. Spending 
time with them and talking to them about 
various things, it’s one way of helping 
people to open up,” says Kathy.

“It’s finding time to spend with clients. 
We are the biggest NSP in Australia – it’s 
very busy. Sometimes I just don’t get time 
to engage, but I can kind of get a one-to-
one there. Because you’re going through 
injecting practices, sexual practices, and 
with the bloodborne virus questions, you 
can use it as a pathway to treatment.  
In that way it is very engaging.”

Kathy says that while some clients can 
be reluctant to engage with the survey, 
many are happy to be involved and 
understand its importance.

“It can be challenging getting clients 
to participate, but I’ve been here a long 
time and a lot are very happy to take 
part. They like to help out. Some of them 
realise the importance of the survey, and 
some of them might do it every year,”  
she says.  

Chair of the ANSPS advisory committee, 
Robert Kemp, says the data is 
exceptionally useful in informing 
public policy decisions and monitoring 
treatment programs. 
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Peer Based Harm Reduction WA 2020 ANSPS implementation

“Having the survey among people who 
are accessing NSPs and are active 
injectors gives you a much better profile 
of what is happening in real time.”

Physician Dr Alex Wodak was involved 
in the inception of the ANSPS. From the 
beginning, he saw it as a way to monitor 
the prevalence of bloodborne viruses in 
people who inject drugs, as well as the 
effectiveness of NSPs.  

“I saw there was a need for study of this 
population we knew very little about. 
We knew very little about their habits,” 
he says.

He and his colleagues began a study 
collecting data from four major cities 
in Australia, but the initial studies were 
cumbersome and expensive.

“We asked 100 questions, 200 questions, 
and an enormous amount of information 
was gathered. And dealing with that 
mass of information was very time 
consuming. Something like 50-60 
research papers came out of those 
studies. The cost had to be lowered.  
I realised that having that information 
would also help protect the NSP 
program, which was also politically 
vulnerable and at times under serious 
threat,” Dr Wodak says.“ Although it 
was very detailed and was previously 
unknown information, it wasn’t fast 
enough for the policy cycle that had 
to be developed. So I realised we had to 
move on to a different kind of study that 
collected less data and analysed it quickly.

Dry blood spot testing,  
RNA and antibody testing
There are several ways to get tested for hepatitis C (HCV):

The first test is the hepatitis C antibody test. This test is used to find 
out if someone has ever been infected with HCV. It looks for antibodies 
to the hepatitis C virus in blood. Antibodies are chemicals released into 
the bloodstream when someone gets infected. A positive (or reactive) 
antibody test means you have been infected with HCV at some point in 
time – but this does not necessarily mean that you currently have HCV. A 
follow-up test is needed.

This follow-up test is most often, but not always, an RNA test. This test 
looks for the genetic material of HCV – its ribonucleic acid (RNA) – using 
a process called a polymerase chain reaction (PCR). The results of this 
test help a doctor recommend different ways of reducing the viral load. 
The viral load indicates how many HCV viral particles are in the blood. 
An RNA test can detect the presence of HCV itself, rather than the 
antibodies that the body creates in response to the virus.

Dry blood spot testing is a relatively new testing method which is 
convenient and does not involve a doctor or nurse taking blood using 
a syringe. This method involves sticking the end of your finger with a 
needle or lancet, just like how people with diabetes check their blood 
sugar levels. The blood then drops onto a blotting card (in the case of 
dry blood spot testing) or it can be drawn by a thin glass tube and tested 
that way (known as capillary testing).

To learn more, check out these great resources: 

 ö Testing flow chart (Hepatitis NSW)
 ö Testing for Hep C (Hepatitis Australia)

https://www.hep.org.au/wp-content/uploads/2020/04/testingflowchart_April2020.pdf
https://www.hepatitisaustralia.com/testing-for-hepatitis-c
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Slowly, however, those accessing 
NSP services began to see the value 
of participating in the survey, and it 
expanded from 10 sites to the more 
than 50 that participate today.  

While there are slight variations in the 
questions included in the survey, the 
methodology has remained the same 
for the past 25 years, and Kate says that 
this is what makes both the survey and 
Australia’s NSP program so effective. 

“One of the reasons it has been such a 
strong survey is that it has been highly 
consistent across that time. So it means 
that across those 25 years you can safely 
look at those trends without changes in 
methodology affecting the outcome,”  
she says.

“Then we started cranking up these 
studies every year and documenting 
the HIV infection among injecting drug 
users,” says Dr Wodak.

The late Dr Margaret MacDonald, an 
epidemiologist who was then working 
at the National Centre for HIV research 
in Sydney, developed the original survey 
methodology for her PhD program.  

Margaret passed away in 2003, but her 
legacy and influence are still felt today. 

Her partner and fellow health researcher 
Professor Kate Dolan says that initially, 
NSP workers had difficulties collecting 
data because of the stigma and secrecy 
that surrounded HIV at the time.   

“In the beginning people didn’t want 
to give their names, there was a lot 
of suspicion, there still wasn’t really 
a good treatment and there was a lot 
of contempt and secrecy. People didn’t 
want to know if they were HIV positive. 
They didn’t want to get tested. It took a 
lot of convincing of people and staff.”

Having the survey among 
people who are accessing 
NSPs and are active 
injectors gives you a much 
better profile of what is 
happening in real time.
Robert Kemp

The late Dr Margaret MacDonald, 
an epidemiologist who was 
then working at the national 
centre for HIV research in 
Sydney, developed the original 
survey methodology for her 
PhD program.

Completing the survey
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HCV and HIV prevalence over time,  
and receptive sharing trends over time

HCV antibody prevalence among 
people who inject drugs (PWID): 

 ö HCV antibody prevalence in PWID 
declined over the 25-year period 
from 63% in 1995 to 53% in 2010 
to 45% in 2019. 

 ö There have now been three 
consecutive years (2017 to 2019) 
where less than half of ANSPS 
respondents were HCV antibody 
positive. 

HCV among the general population:

 ö In 2018, there were 9,493 hepatitis 
C notifications, a reduction of 8% 
from 10,353 in 2015. Accordingly, 
the hepatitis C notification rate fell 
from 43.8 per 100,000 population 
in 2015 to 38.3 per 100,000 in 
2018, a reduction of 13%. 

HIV antibody prevalence among 
PWID: 

 ö Although HIV antibody prevalence 
remained low at 2.3% or less in all 
survey years, it increased over the 
25 years from 1995 to 2019. 

ö The prevalence of HIV antibodies 
in people who inject drugs (PWID) 
doubled from 1% in 2010 to 2.3% 
in 2019. 

HIV among the general population: 

 ö In 2018, there were 833 HIV 
notifications, down from 1,081 in 
2014, a reduction of 23%. This was 
partly due to a strong uptake of 
pre-exposure prophylaxis (PrEP) 
among gay and bisexual men. As 
a result of the decline in numbers, 
the HIV notification rate fell from 
4.7 per 100,000 population in 
2014 to 3.4 per 100,000 in 2018,  
a reduction of 28%. 

Receptive sharing among PWID:

 ö The proportion of Australian NSP 
Survey (ANSPS) respondents who 
reported receptive sharing of 
needles and syringes in the month 
prior to the survey declined over 
the 25 years from 30% in 1995 to 
16% in 2019. 

 ö In 2019, one-third of respondents 
reported receptive sharing of 
drug preparation equipment, 
one-quarter reported reuse of 
needles and syringes and one in 
six respondents reported receptive 
sharing of needles and syringes in 
the month prior to the survey. 

 ö Among a cohort of people who 
regularly inject drugs, the Illicit 
Drug Reporting System has shown 
a drop in receptive sharing over 
the past two decades, from 16% in 
2000 to 8% in 2019, although the 
decline has plateaued since 2012.

It is probably one of the best public 
health things we have ever done.

“I would say the monitoring enables the 
program to keep going. And having the 
program continuing prevents  
a HIV epidemic.”

“It is probably one of the best monitoring 
systems that I have seen as an 
epidemiologist. For its simplicity, its cost 
effectiveness, for what it delivers. You can 
actually measure incidence. Really the 
scheme itself has been incredible.  

Margaret and the others 
who helped start this would 
personally be responsible 
for saving tens of thousands 
of lives.

AUSTRALIAN NSP SURVEY

“Margaret and the others who helped 
start this would personally be responsible 
for saving tens of thousands of lives.”

-

Tom de Souza



Victoria Police’s recently released Drug Strategy: 2020-2025 could  
fundamentally shift how drugs are managed by law enforcement in Victoria.  
We caught up with Deputy Commissioner Rick Nugent to learn more.

Police and drug crime:  
a new way to tame the beast

Before we get to discussing the new Drug Strategy, I’d like to ask about the 
person behind the title: what led you into policing and how did you end up 
becoming Deputy Commissioner?

I fell into it, really.

I’d been working in WA and the NT – I loved the outback and still do. When I arrived 
home I wanted to be a farmer but I was never going to afford land.

Instead, I thought policing would allow me to ‘go bush’.

I became a detective quite early. I wasn’t ambitious for promotion but I love learning,  
I love challenges and I love new things so I moved as a detective into homicide.

In those days, with any promotion we had to go back into uniform for a period 
before we could re-enter our area at a higher rank. I went out as a sergeant to South 
Melbourne. I did plainclothes work and drug work, then returned to homicide as a 
detective sergeant.

I tried different things. I had no aspirations to be Deputy Commissioner, Assistant 
Commissioner, anything like that.

But, as vacancies came up I thought, “I can do that. I can make a difference.”

There are two areas I’m really passionate about: community safety and working  
with community, and our own people within Victoria Police.

It’s a wonderful organisation, full of opportunities to study and learn,  
and to grow as a person.

You worked in St Kilda in the early 90s, when heroin was  
a big problem. What did you learn from that experience?

At the Academy I’d learned about law, about enforcing the law and  
about discretion. – so the early days were quite straightforward.

Once I was a detective, though, I learned about the complex problem of 
drugs. In St Kilda it wasn’t black and white. It wasn’t simple policing.

Part of the challenge for policing and understanding drugs is that we 
see the bad so often. We see the significant harm drugs can cause in 
the community.

We go to the overdose deaths. We have to tell the parents about a 
child who’s died from overdose. We see the car accident driver who has 
drugs in their system, and the violence and the psychosis that can occur. 
From a policing perspective, we see this more than we see any other  
type of drug use.

I still remember vividly one person caught up in our operations: a mother from 
Toorak (wealthiest suburb in Melbourne). She was at her wits’ end.  
Her daughter had been having withdrawals from heroin so she’d locked her 
in her room, then gone to St Kilda to buy drugs because she hadn’t known 
what else to do. 
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https://www.police.vic.gov.au/drug-strategy
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I sat there thinking, “This poor lady. This poor family. Her child 
has a significant addiction and this woman’s done everything 
she possibly can. She’s put her into private treatment and now 
here she is, as the mother of an 18-year-old, in St Kilda trying 
to buy drugs.” I felt there was so much more to this issue than 
just arresting people and putting them before the courts.

But at the same time, as a as a police detective, I was working 
with the dealers and those who profited from the misery of 
others – who actively looked for people to exploit. 

After those early days I began to deal a lot more with the high-
level traffickers, so it became quite simple in terms of supply 
reduction, the dismantling of drug syndicates and so on.

I worked in St Kilda in the late ’90s – at a needle 
exchange. One thing that struck me was the violence 
between participants in the drug market including 
standovers and debt collection.

For people who are addicted and vulnerable and who 
often have pre-existing mental health conditions, it can 
be re-traumatising day after day. It’s an extraordinarily 
complex problem.

This brings me to the Victoria Police Drug Strategy 
released late last year. Why a drug strategy?

Part of the intent is to better educate people around the 
complex problem drugs can pose in the community.

The strategy sets the scene and calls out harm to the 
individual: “What’s the harm to me as a person? What are 
the health, mental health and financial challenges I can face 
through addiction?”

But we talk about harm to families – like that mother  
from Toorak.

Our strategy is about setting the scene and having us all better 
understand the challenges associated with drugs.

If we look at the gangland-related murders we had in 
Melbourne that was over control of a drug market, for the most 
part, and then payback.

Where do you see strategy implementation going in 
terms of improving safety and health in Victoria?

In the first instance it guides our police on what’s important.  
We want to see a stronger focus on prevention and to think 
about our role in that.

It’s not just a simple matter of treating addiction, other 
supports can also be important. Is there an underlying mental 
health challenge? Are some people having trouble coping? 
The strategy is quite explicit about prevention, treatment and 
support and harm reduction.

There is a strong emphasis on collaboration with external 
stakeholders and the importance of how we should work 
with them at the front line and at the local level. That might 
mean getting to know people who work in needle exchange 
programs, for example.

Then there’s the significant role police play in supply reduction. 
It’s important to focus our efforts on those drugs that cause the 
most harm, not just take the low-hanging fruit or the people on 
the street.

The strategy is accompanied by an action plan that looks at 
what we want to see and the work we need to do.

For example, for supply reduction, the strategy includes the 
creation of dedicated detectives in all our regions to dismantle 
drug syndicates. For the top tier we already have our drug task 
force in Crime Command. What we want to look at now is to 
dismantle those mid-tiers, before they progress to the top level.

A dedicated group in each area in each of our divisions can 
focus on understanding who’s supplying those drugs that are 
causing the most harm and then respond appropriately.

There’s a theory that the longer we have a criminalised 
structure to the way we manage drugs, the more potent 
and diverse the drugs themselves become.

For example, in North America there’s a huge problem 
with fentanyl because it’s easier to manufacture and 
traffic than heroin, and methamphetamine is easier 
than cannabis. How does Victoria Police manage that 
tension with, say, cannabis, which is far less dangerous 
than meth, heroin or fentanyl, yet is much easier  
to detect?

This is tracked through the task co-ordination processes in our 
governance arrangements – in most organisations, what gets 
measured gets done.

Our state’s broken up into four regions and 21 divisions. Each 
division does the work to understand which drugs cause the 
most harm in that area.

We use a variety of measures. We have ambulance data. We 
have wastewater analysis. We have hospital data. We have our 
own police data.

It differs across the state. If we look at some of the eastern 
suburbs of Melbourne, GHB and methamphetamine are causing 
the most harm. In some other inner-city areas, it’s heroin. 

Once we know what’s causing the harm, it’s about our analysts 
and detectives understanding the networks. Where is it coming 
from? Who is supplying?

We’ll be, for example, developing a disruption manual as one of 
our actions. This will guide us in how we go about focusing on 
this as opposed to easily detectable drugs.

The most important things for me is the stakeholder aspect: us 
working together to reduce the harm from drugs.

-

To read the Victoria Police Drug Strategy: 2020-2025, click here.

I still remember vividly one person caught 
up in our operations: a mother from Toorak 
(wealthiest suburb in Melbourne). She was 
at her wits’ end. Her daughter had been 
having withdrawals from heroin so she’d 
locked her in her room, then gone to St Kilda 
to buy drugs because she hadn’t known 
what else to do.

https://www.police.vic.gov.au/drug-strategy
https://www.police.vic.gov.au/drug-strategy
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For decades, a correlation between 
homelessness and drug use in Australia 
has been acknowledged but not properly 
understood, let alone disentangled.

It’s the classic ‘chicken-and-egg’ 
conundrum: which comes first – 
homelessness or using substances  
such as opioids?

Once someone is experiencing 
homelessness and living with drug 
dependency, one is often a roadblock to 
seeking help for the other. It’s a textbook 
catch-22.

“We’ve been here for months now and 
haven’t even got a look in for anything 
yet,” one housing service client says of 
their wait for stable accommodation, 
summing up a common concern. “You go 
back to the streets; you go back to using. 
It’s the warmth.”

A case manager sees the flip side of 
the dilemma: “Expecting clients to get 
clean before they get housing… is just 
nonsense; it’s cruel.”

What is known is that experiencing 
homelessness while being  
drug-dependent puts people at 
significant disadvantage.

“On their own, both homelessness 
and drug misuse are serious social 
problems for individuals, families and 
communities, but when the two occur 
together the negative outcomes are 
compounded,” Penington Institute 
Deputy CEO Dr Stephen McNally says.

“A study of almost 800 people in alcohol 
and other drugs treatment in Victoria 
and Western Australia found that those 
whose primary drug of concern was 
an opioid were more likely to have 
experienced homelessness in the 
previous three months than those with 
other substance-use problems, and 
Victorian data from the National Illicit 
Drug Reporting System show that 28 per 
cent of those surveyed in 2019 reported 
living in boarding houses/hostels or had 
no fixed address.”

Medically Assisted Treatment for Opioid 
Dependence (MATOD) is a proven 
intervention. However, attending 
a pharmacy for dosing with oral 
methadone or buprenorphine costing 
up to $40 a week can be arduous (or 
outright impossible) for someone 
without stable housing.

So what can be done to rectify this?

Examining the connection
Last year Penington Institute teamed up 
with three housing-service providers – 
Melbourne City Mission, Launch Housing 
and Ozanam House – to explore the 
issue further.

You go back to the streets; 
you go back to using.  
It’s the warmth.

The aim was to identify the impact 
on homelessness of MATOD and to 
determine whether best-practice 
responses to opioid dependence could 
have broader positive effects on the 
quality of life of people who are both 
homeless and dependent on opioids.

Penington Institute conducted in-depth 
interviews with 25 clients of the services 
who had received or were still receiving 
MATOD (and who had all used heroin at 
some point) and 10 frontline workers.

“The piece of work we did gave us a 
knowledge base,” Stephen says. “There 
had been some research but nothing 
dedicated to exploring that nexus 
between homelessness and MATOD had 
been done, and certainly not with people 
with lived experience, as well as with 
staff from homelessness services to get 
their perspective – that was unique.

“A lot of the findings were not new,  
not surprising, but this provided evidence. 
That’s where its importance lies.”

The final report, Breaking the Cycle: 
Opioid dependence and housing stability, 
shows that vulnerable people are 
frequently locked in a vicious cycle 
of being unable to access clinical 
treatment that has the potential to 
improve and stabilise their lives.

“There is a clear and direct reciprocal 
relationship between homelessness and 
drug use for some people,” Stephen says.

 Foundations of instability: 
homelessness and addiction
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“MATOD is one of the best ways for 
people to safely reduce their use of 
illicit drugs and get back on their feet 
in other respects, like moving into 
secure accommodation and gaining and 
maintaining employment. But right now 
there are too many barriers – financial, 
practical and stigmatic – standing 
between them and MATOD, and these 
are worst of all for those who are 
sleeping rough.”

Candid insights
One survey respondent, ‘JY’(not a real 
name), said taking opioids was their 
antidote to homelessness: “I’m using 
when I’m homeless most of the time, just 
to block out stuff.”

‘J’ (not a real name) commented similarly: 
“If I’m out there, I’d start probably using 
every day… to block out the misery, or if 
I was in a boarding house – my drug use 
spirals out of control.”

St Vincent’s Hospital Melbourne is part 
of the nation’s biggest not-for-profit 
provider of health and aged care for  
at-risk Australians. Shortly after  
Breaking the cycle was written,  
St Vincent’s Hospital’s Department of 
Drug and Alcohol Addiction reacted to 
the COVID-19 outbreak in Melbourne by 
opening a pop-up long-acting injectable 
buprenorphine (LAIB) clinic to release 
some of the city’s most vulnerable 
opioid users from having to travel to  
and from pharmacies for daily dosing 
(see page 3 of The Bulletin for  
more details).

“We need to start a conversation 
about making clinics like this a 
permanent feature to make people’s 
lives easier,” says Associate Professor 
Yvonne Bonomo, Director of Addiction 
Medicine at St Vincent’s. “Short-stay 
accommodation during COVID-19 and 
big investments in social housing are 
great but without connecting people to 
evidence-based treatments many will 
keep falling through the cracks.”

Penington Institute identified a degree 
of frustration among MATOD clients 
who, despite adhering to their programs, 
were still waiting to be settled in secure 
accommodation.

When asked by researchers if MATOD had 
improved their situation, ‘JY’ said: ‘No… 
there’s no criteria. I’m not going to get 
housing any quicker than someone who’s 
not on methadone.” Another, ‘R’ (not a 
real name), said: “I’m clean now. I’m ready 
now. I need housing now. By the time the 
housing’s ready, who knows where I’m at?”

Conversely, all 10 staff interviewed said 
being able to access MATOD was crucial 
to their clients’ prospects. “[MATOD] is a 
protective thing on housing applications. 
They’re seen as less likely to have a 
housing breakdown situation,” one said.

There’s no simple fix for this, Stephen says. 
“Participants understood the long-term 
benefits of MATOD but the treatment 
itself was seen as onerous, difficult and 
requiring abstinence from an enjoyable – 
albeit destructive – activity.

MATOD at a glance
Medically Assisted Treatment for 
Opioid Dependence (MATOD) is also 
known as:

 ö Opioid Substitution Therapy (OST)
 ö Opioid Replacement Therapy (ORT)
 ö Opioid Maintenance Therapy (OMT)
 ö Colloquially, “the program”

In MATOD, a prescription opioid 
agonist medication such as 
methadone (given orally) or 
buprenorphine (given as a tablet or 
film under the tongue, or injected 

under the skin as a long-acting or 
‘depot’ formulation – see page 3) is 
prescribed and administered regularly 
under specialist medical supervision.

In 2017, on any given day almost 
50,000 clients across Australia 
received MATOD at about 2,700 
dosing sites.

A further 40,000 people are now 
estimated to be eligible for MATOD 
but not currently accessing this 
treatment.

I’m clean now. I’m ready 
now. I need housing now. 
By the time the housing’s 
ready, who knows where  
I’m at?

“Compared to continuing to use opioids, 
they said MATOD brought increased 
awareness of the challenges they faced 
in other areas, such as housing, social 
connection, relationships or coping with 
trauma or grief.”

One participant said that while MATOD 
helps people to reduce using, it fails to 
replace the social and physical pleasures 
of drug use with anything else: ‘You 
eventually have enough and you just 
want to blow your mind and not have 
any worries in the world – that’s what it 
does for you.’

Compared to continuing 
to use opioids, they said 
MATOD brought increased 
awareness of the challenges 
they faced in other areas, 
such as housing, social 
connection, relationships or 
coping with trauma or grief.



The four degrees  
of homelessness
People experiencing 
homelessness often fit into four 
categories:

 ö Primary homelessness: sleeping 
rough in a park or on the street, 
in a vehicle, or in a disused or 
impoverished building

 ö Secondary homelessness: 
moving frequently between 
forms of temporary shelter such 
as emergency accommodation, 
youth refuges and friends’/
relatives’ homes

 ö Tertiary homelessness: staying 
in accommodation that falls 
below minimum community 
standards, such as a single room 
or boarding house without its 
own kitchen, bathroom and 
security of tenure, or a caravan

 ö Marginalised housing:  
living in a house or apartment 
that is on the borderline of 
Australia’s minimum acceptable 
standard.

People experiencing homelessness 
often cycle between two or more 
categories.

While rough sleeping is the most 
visible manifestation, primary 
homelessness is the smallest of the 
four in absolute terms.

A fifth group of Australians are 
not currently homeless but are at 
imminent risk of becoming so.

What next?
Dr Catherine Brown OAM, CEO of the 
Lord Mayor’s Charitable Foundation, 
which funded the research, says: “People 
experiencing homelessness who also 
have a dependency issue are likely to 
remain homeless for longer and have 
difficulty maintaining tenure. This report 
demonstrates that the current MATOD 
system needs review.”

With homelessness having risen by 14 
per cent Australia-wide in the four years 
to 2018–19, and predicted to escalate 
again this year as COVID-19 income 
protection, eviction moratoria and 
temporary accommodation measures  
are scaled back, further action is 
urgently needed.

Breaking the cycle recommends a multi-
site intervention trial be carried out to 
enhance access to MATOD for clients of 
participating homelessness services.

“It’s critical that the benefits of 
MATOD for people in housing crisis be 
understood,” Stephen says. “For this we 
need to obtain funding, and that might 
mean partnering up with an appropriate 
organisation.”

“The primary intervention will involve 
strengthening pathways to care. 
Emphasis will be given to building a 
therapeutic relationship and facilitating 
referrals to related services and 
supporting participants to access 
doctors who can prescribe MATOD.

“Alongside this, we urgently need a 
campaign promoting the benefits of 
MATOD.”

The MATOD offering will include  
long-acting buprenorphine.

“This wasn’t on the radar when we did 
our field research,” Stephen says. “None 
of the 25 clients interviewed referred 
to it and, although the staff knew 
about MATOD, this new option wasn’t 
really available at that time. Now the 
landscape has changed and we’ll make 
sure it’s built in so we can look at what 
LAIB means for reducing some of the 
barriers – financial and also practical.”

In the interim, subsidised treatment 
such as LAIB should be more available 
to this cohort. “Easier access will 
enable patients to avoid the daily 
grind of addiction and medication and 
homelessness,” Stephen says.

Download the Breaking the Cycle report on 
Penington Institute’s website.

-

Rosalea Ryan

The primary intervention 
will involve strengtening 
pathways to care.
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