
February 2022

 The 

Bulletin 
DIAL S FOR  
SERVICE:  
HEALTHCARE THAT’S   
ONLY  A  CALL AWAY 
Page 3 

Q&A WITH   
SHANE NEILSON 
‘WITH  INTERNATIONAL TRAVEL THESE  DAYS,  
THE  WORLD IS ONE MARKET’ 
Page 15 

PSYCHED IN  
PSYCHEDELICS  IN THE   

SPOTLIGHT  AS TRIALS  BEGIN 
Page 7 

INSIDE JOB: 
THE NOT-SO-SOCIAL  

FALLOUT OF   
SUPPLYING   

FRIENDS 
Page 11 



  

 
 
 
 

 

   

  

 
  
 
  
  

 

 

 

 

FOREWORD 
Psychedelic substances may become sorely needed options 
for Australian practitioners seeking better ways to treat 
some especially stubborn mental health conditions. 

Just as this month’s feature article on the medical potential 
of psychedelics was being finalised, Minister for Health 
and Aged Care Greg Hunt confirmed how $14.8 million 
set aside by the Australian Government to support clinical 
trials in this area would be used. 

Seven Innovative Therapies for Mental Illness grants have 
been awarded to projects spanning: 

— MDMA-assisted psychotherapy for treatment-resistant 
social anxiety in young adults with autism spectrum disorder 

— psilocybin for anorexia nervosa, depression and alcohol use 
— MDMA for alcoholism and post-traumatic stress disorder 
— CBD for anxiety disorders in youth 
— DMT for major depression and alcohol use. 

Meanwhile, in Canada research has yielded invaluable 
insight into a correlation between the prescribing of 
opioids to relieve non-cancer pain and the commencement 
of injecting drug use. Compared to non-patients, people 
treated with medical opioids are about eight times more 
likely to later start injecting drugs, according to a team in 
British Columbia. 

A second piece of Canadian work reveals the 
overwhelmingly positive impact of an Ontario safe drug 
supply program in reducing overdoses, crime and hospital 
visits and at the same time improving the overall health 
of its clients. London InterCommunity Health Centre’s safe 
supply program leader and physician Andrea Sereda says: 
“What surprised me was the level of impact – 35 per cent 
of people have actually stopped injecting drugs altogether. 
I knew we were moving a lot of people in that healthier 
direction [but] even I was surprised about the magnitude.” 

And in one more piece of encouraging news, most people 
who experience alcohol and drug addiction – roughly 75 
per cent – not only survive but recover and go on to live 
full and healthy lives, a US study shows. This is among 
findings by Dr John Kelly of Harvard Medical School and 
the Recovery Institute at Massachusetts General Hospital, 
who says some 22.3 million Americans – more than nine 
per cent of adults – are living in recovery from some 
form of substance-use disorder, proving that contrary to 
common misconceptions, people do in fact get better. 

As we settle in to 2022, please continue to share  
The Bulletin widely within your networks and, as always,   
let us know if there’s a particular topic that you’d like 
to see covered in a future issue of Australia’s dedicated 
frontline worker magazine. 

John Ryan 
CEO, Penington Institute 

 info@penington.org.au 
 facebook.com/peningtoninstitute 
 twitter.com/peningtonnews 
 linkedin.com/company/penington-institute 

penington.org.au  Penington Institute 

DISCLAIMER: 

The Bulletin is published by Penington Institute and funded by the Australian Government. The views expressed are not necessarily those of the Australian Government or 
Penington Institute. Penington Institute takes no responsibility for loss or damage that may result from any actions taken based on materials within The Bulletin and does 
not indemnify readers against any damage incurred. 
All written material in this publication may be reproduced with the following citation: “Reprinted from vol. 18, ed. 6 of The Bulletin, published by Penington Institute, 
with credit to the author(s).” 
ISSN: 1447-7483 Copyright © 2022 All rights reserved. 

2 

https://www.health.gov.au/ministers/the-hon-greg-hunt-mp/media/148-million-for-innovative-mental-health-clinical-trials
https://www.med.ubc.ca/news/ubc-study-reveals-link-between-medically-prescribed-opioids-and-injection-drug-use/
https://www.med.ubc.ca/news/ubc-study-reveals-link-between-medically-prescribed-opioids-and-injection-drug-use/
https://www.med.ubc.ca/news/ubc-study-reveals-link-between-medically-prescribed-opioids-and-injection-drug-use/
https://lfpress.com/news/local-news/londons-safe-drug-supply-program-reducing-overdoses-crime-new-study
https://lfpress.com/news/local-news/londons-safe-drug-supply-program-reducing-overdoses-crime-new-study
https://lfpress.com/news/local-news/londons-safe-drug-supply-program-reducing-overdoses-crime-new-study
https://www.witf.org/2022/01/16/there-is-life-after-addiction-most-people-recover/
https://linkedin.com/company/penington-institute
https://twitter.com/peningtonnews
https://facebook.com/peningtoninstitute
https://penington.org.au
mailto:info@penington.org.au


   
 

 

 

 

 
  

 
 

 
 

DIAL S FOR 
SERVICE: 
HEALTHCARE THAT’S 
ONLY A CALL AWAY 
As COVID-19 made its way to 
Australia in the early months of 2020,  
major cities were plunged into living 
with restrictions and a perpetual 
seesawing between lockdowns and 
liberty began nationwide. 

Consequently, so did the constant 
shifting between the modes of 
providing harm minimisation services.  
Sometimes, this was regardless of a 
city’s current lockdown laws, as the 
ubiquitous risk of COVID transmission 
was, and remains, particularly  
pertinent for the vulnerable 
communities that harm minimisation 
services work with. 

In such service provision, where the 
therapeutic relationship and trust 
between clinician and consumer is 
imperative to successful intervention,  
the provider jury’s still out as to 
whether telehealth will remain  
a fixture of these services as we enter 
a post-pandemic world. 

The Australian Institute of Health 
and Welfare’s 2019–20 annual report 
Alcohol and Other Drug Treatment 
Services in Australia reflects these 
efforts of harm minimisation 
providers to maintain the provision 
of AOD treatment to consumers while 
ensuring their safety from infection 
with COVID. 

National trends outline a steep 
drop-off of residential and outreach 
treatment in the middle months of 
2020 as COVID restrictions took effect 
almost nationwide, and show at the 
same time an increase in home-based 

treatment, largely 
comprised of 
online and 
telehealth services. 

Rehabilitation and 
education as treatment 
also declined in the 

second half of 2020, replaced 
by an increase in counselling 

as treatment. 

A workable alternative 

Not all in-person harm minimisation 
treatments were ceased. 

The transfer to online services was 
made if the benefit to removing 
in-person consultations and care,  
and thus mitigating the risk of 
COVID transmission, outweighed the 
possible negatives of consulting and 
providing care via the internet. 

Australia’s only two safe injecting 
facilities, located in Sydney 
and Melbourne, remained open 
throughout the entire first year of the 
pandemic as the risk of closing their 
doors on consumers who needed 
to access safe needle programs 
was deemed to outweigh the 
risk of COVID transmission 
within these facilities. 

For clinicians who had less luck with 
being able to continue to provide 
in-person services, Dr Adam Searby,  
an AOD nursing researcher and 
lecturer at Deakin University, says 
the transition to online services was 
difficult. In the early days of COVID 
restrictions in the beginning of 2020,  
Adam says the transition for AOD 
nurses was made with haste, leaving 
them simultaneously working “on the 
frontline” and managing their clients’  
transitions to virtual care. 
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“They were doing the stuff that 
couldn’t be done over the phone,”  
he says.  “They were doing all the 
physical health stuff; a lot of 
problem-solving, particularly around 
phones and technology; and getting 
consumers onto telehealth.” 

Adam is referring to his research 
with colleague Dianna Burr in 2020 
in which they interviewed AOD nurses 
across Australia and New  Zealand and 
found common concerns surrounding 
the rapid transition to telehealth for  
consumers: a diminished therapeutic  
rapport and consumers missing out on  
services due to technological barriers. 

Increased access 

Tegan Nuckey, Harm Reduction 
Co-ordinator at QuIHN Gold Coast 
in Queensland, says an increase in 
the number of clients accessing the 
organisation’s counselling services 
was due to the reduced barriers of 
access that telehealth offers, such 
as to people who live in rural and 
regional areas.  Tegan says QuIHN 
intends to keep virtual consultations 
a part of its service offering, as some 
clients tend to engage better in an 
online capacity. 

However, she explains that engaging 
consumers who were new to 

QuIHN’s hepatitis C treatment and 
management program had been 
trickier as enabling their access 
to consistent care was difficult in 
the midst of COVID restrictions in 
Queensland. “Because of telehealth,  
there wasn’t that face-to-face rapport 
there.  Trying to follow up [with 
clients] has been a little bit difficult.  
The counselling team have been 
okay over the phone, but with the 
hepatitis C treatment, trying to get 
people to call up and let them know  
when to start treatment has been 
hard, because there’s been no rapport 
[built] face-to-face.” 

Adam Searby echoes this sentiment,  
saying new consumers were near-
impossible to engage compared 
to their existing counterparts.  
“Therapeutic engagement over the 
phone worked well for people who 
were already in the service, who 
already had that relationship with 
their nurse.” 

Conversely,  Alex, who works in AOD 
assessment for clients who are at 
particularly high risk of overdose or 
of harming themselves or others, says 
there are huge benefits for consumers 
in engaging virtually. “It’s so much 
easier [for clients] to just pick up the 
phone…  The number of people that 
actually show up for their assessments 
is a lot higher since it’s been over the  
phone. It’s been a surprising benefit to  
us working from home. 

IT’S SO MUCH EASIER   
[FOR CLIENTS]  TO  JUST PICK UP  
THE PHONE…  THE NUMBER OF 
PEOPLE THAT  ACTUALLY  SHOW  
UP FOR  THEIR  ASSESSMENTS IS  
A LOT HIGHER SINCE IT’S BEEN  
OVER  THE PHONE. IT’S BEEN  
A SURPRISING BENEFIT  TO US  
WORKING FROM HOME. 
– Alex, AOD assessment worker 

“Some clients find it difficult to 
travel in to the office, either it’s 
because they don’t have any money  
for public transport or it’s because 
their drug use makes their schedule 
incompatible [with ours], they might 
have anxiety about getting public  
transport, and how am I supposed to 
expect them to get to an office to do 
an assessment when I can just give 
them a call instead?” 
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However,  Alex is concerned about 
conducting adequate risk assessments 
for consumers during a telehealth 
consultation, “When you are assessing 
someone in person,  you can assess if 
they’re using drugs.  You can witness 
their mannerisms, posture, assess 
their eye contact – are they shifting 
their focus? It’s a lot harder to assess 
that over the phone…  When we’re 
doing family  violence assessments,  
we ask people to be in a private area 
of their own home… but we have no 
idea if a perpetrator is sitting right 
next to them.” 

Not a universal solution 

Adam Searby says it’s a “shame”  
that telehealth is being considered 
the “new normal” in a post-COVID 
world.  While he agrees the choice 
is invaluable for those facing 
geographical access barriers, he says 
the therapeutic relationship simply  
can’t be replaced, including being 
able to utilise techniques such as 
silence and eye contact. 

NOTHING BEATS THAT 
HUMAN INTERACTION, 
THAT HUMAN 
CONNECTION. 
– Dr Adam Searby 

“You can have eye contact and so 
on with telehealth but it doesn’t 
replace the in-person connection…  
If I stopped talking on the phone to 
try to engage silence [as a tool for 
communication], you’d be saying, ‘Hi? 
Hello?’, wondering where I’d gone.”  
He says that despite years of online 
service offerings, it hasn’t become 
clients’ default way to access help.  
“They’re not going to be picking up 
the phone to access support; they’re 
going to drop in to a service in times 
of crisis or when they’re in need of 
some serious care. 

“Nothing beats that human 
interaction, that human connection.” 

However, Dr Naomi Crafti, Course 
Coordinator of the Graduate 
Certificate of Telehealth at Turning 
Point, is inspired by the recent years’  
innovations in telehealth and says 
it can be an invaluable asset for 
providers and clients, even as the era 
of lockdowns grows smaller in the 

rear-view mirror. Naomi says she 
wants telehealth to be seen as 
an addition to harm reduction 

services instead of a circumstance-
based replacement.  “We don’t want 
to see telehealth as being something 
that we just do during COVID or these 
crisis emergency situations.  We  need 
to see it a great option in and of itself.” 

Naomi says telehealth can be 
innovatively utilised in ways other 
than transferring an existing 
consultation online. “If we think of 
telehealth as being all those things 
that we currently do to deliver health 
information, it could be an online 
module, a discussion forum online.”  
She says this could be especially  
applicable in the AOD sector. “People 
could learn the basics of harm 
reduction by completing a series of 
online modules.” 

Naomi acknowledges COVID was the 
necessary catalyst that prompted 
providers to embrace online delivery  
of their care. “COVID has really pushed 
people into making these changes 
and embracing these innovative 
techniques; improvements in 
technology have made it even easier…  
We’ve all realised this is a great thing.” 

The same can be said for clients,  
too. “Calling a telephone helpline 
was seen as a second-class option 
rather than walking into a clinic or 
seeing somebody face to face.  What’s 
changed over COVID is people are 
now seeing that as an acceptable 
form of communication in and of 
itself.  You can think of telephone 
helplines as being an adjunct to  
face-to-face therapy, rather than  
a step down.” 
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TELEHEALTH IS NOT  JUST SITTING  AT  A COMPUTER HAVING  A  
VIDEO CONSULTATION  WITH  ANOTHER HEALTH PROFESSIONAL. 
TELEHEALTH LITERALLY MEANS HEALING  AT  A DISTANCE,  AND SO  
IT’S  ANY FORM OF HEALTH-RELATED COMMUNICATION  THAT IS  
DONE  WHERE  YOU DON’T HAVE  THE HEALTH PRACTITIONER  AND  
THE CLIENT IN  THE SAME SPACE. 
– Dr Naomi Crafti

‘Just as good, if not better’ 

While many providers have 
experience of traditional telehealth 
consultations yielding a less desirable 
therapeutic relationship than those 
held face-to-face, Naomi says that 
with the right training and setting,  
telehealth can be just as good as, if 
not better than, in-person services. 

“Studies have shown that not only is 
the therapeutic alliance as good as 
face-to-face but it can also be better.  
It doesn’t mean it’s for everybody, but 
if you think about the fact there’s a 
normal distribution of people who 
engage well face-to-face, there’s 
another distribution of people  
who engage really well with  
online therapies.” 

Alex agrees. He says while they don’t 
have a pre-existing relationship 
with the clients they assess each 
day, he thinks the virtual set-up 
yields even greater information 
from clients who are often from 
groups that face judgement and 
discrimination in public spaces. By  
participating in assessments over the 
phone, they aren’t afraid of facing 
prejudice or subconscious bias from 
their providers and thus are more 
comfortable being assessed. “It feels 
less formal for the client so it’s easier 
to be a little bit more personable. One 
thing I’ve heard from clients is that 
whenever they enter a grocery store,  
whenever they’re walking down the 
street, they just get stared at.   

I think [telehealth] subconsciously 
helps them receive better treatment 
because they’re not afraid of being 
looked at in that way.” 

Such is the breadth of opportunity  
for practitioners and consumers 
that Naomi is now co-ordinating a 
Graduate Certificate of Telehealth in 
partnership with Monash University.  
“One of the things we’re going to 
be teaching in the grad cert is that 
telehealth is not just sitting at a 
computer having a video consultation 
with another health professional.  
Telehealth literally means healing 
at a distance, and so it’s any form of 
health-related communication that  
is done where you don’t have  
the health practitioner  
and the client in the  
same space.” 

Similar service levels 

While some harm minimisation  
services like safe injecting  
facilities continued to operate  
during lockdown, the impact on  
the therapeutic relationship and  
ability to conduct comprehensive  
assessments, due to COVID-safe  
changes in facilities, may have  
made them similar to services that  
transitioned online. 

Reducing the time spent in the  
aftercare areas in Australia’s safe  
injecting rooms meant consumers  
missed out on valued incidental  
social interaction time. Staff  
also had less chance to conduct  
thorough physical and mental  
assessments of clients. 

Julia Banks 
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PSYCHED IN: 
PSYCHEDELICS IN THE SPOTLIGHT AS TRIALS BEGIN 
Once the focus of highly promising 
research in psychiatry in the 1950s 
and ’60s before being outlawed,  
psychedelic drugs are being returned 
to the light by a new generation  
of researchers. 

The so-called ‘psychedelic  
renaissance’ is seeing the ‘classic’  
psychedelics – mescaline, LSD, DMT  
and psilocybin (found in ‘magic  
mushrooms') – again being explored 
for their potential, in combination 
with psychotherapy, to alleviate a 
range of mental health disorders from 
post-traumatic stress disorder (PTSD) 
and depression, to end-of-life distress 
and addiction.  They  are also providing,  
through cutting-edge brain-imaging 
technology, new insights into  
human consciousness. 

Long history of human use 

Humans have used consciousness-
expanding substances for healing and 
sacramental purposes for thousands 
of years. It wasn’t, however, until 
Albert Hoffman first synthesised 
LSD in 1938 and R Gordon Wasson 
‘discovered’ Mexico’s mind-altering 
mushrooms 17  years later that 
Western scientists began to try to 
understand these extraordinary  
molecules and to theorise what they  
might be useful for. Initially they  
were regarded as ‘psychotomimetics’ 
– drugs capable of producing effects
similar to psychotic states – but this
misconception soon gave way to the
idea that they might be able to bring
about profound psychological healing
when combined with therapy.

Within just a few  years, this initial 
wave of research, comprising more 
than a thousand studies, would be 
shut down by a global moral panic  
around the recreational  
and countercultural use of  
hallucinogenic drugs. 
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In the decades since then they have 
been largely off-limits to researchers. 

Now dozens of clinical trials are 
under way around the world 
as psychedelics emerge from 
the underground and enter the 
mainstream. It’s estimated that the 
market for these drugs will reach 
US$10.75 billion by 2025, with 
corporations such as the Australian 
Securities Exchange-listed drug 
development company Emyria 
Limited also getting in on the act. 

Australia, once lagging behind the 
rest of the world in psychedelic  
science, is not only catching up with 
but even surpassing the efforts 
of other countries. In March 2021,  
Australia’s government became 
one of the first in the world to 
announce funding for psychedelic- 
assisted clinical trials through its 
$15 million Innovative Therapies for 
Mental Illness Grant Opportunity,  
administered by the National Health 
and Medical Research Council 
(NHMRC) under the Medical Research 
Future Fund (MRFF). 

PEOPLE NEED TO BE AWARE OF THE DANGERS. WE NEED 
MORE MEDICAL OPTIONS TO TREAT PSYCHIATRIC DISORDERS; 
IT’S JUST THE CASE THAT FROM OUR PERSPECTIVE WE WANT 
TO DO IT IN A SAFE MEDICAL FRAMEWORK. 
– Professor Jerome Sarris

Meanwhile, trials are already under 
way looking at psilocybin for end-
of-life anxiety (St Vincent’s Hospital 
in Melbourne), generalised anxiety  
disorder (Monash University),  
methamphetamine addiction (St 
Vincent’s Hospital in Sydney) and 
treatment-resistant depression 
(Swinburne University).  Although 
they aren’t technically psychedelics,  
MDMA (the empathy-promoting active 
ingredient in ecstasy) and ketamine 
(traditionally used as an anaesthetic) 
are also the focus of trials on PTSD 
(Monash University and Edith Cowan 
University) and adult depression 
(various sites), respectively. 

Researchers at Melbourne’s newly  
established non-profit psychedelic  
research centre the Psychae 
Institute are exploring yet another 
compound featured in the psychedelic  
renaissance: the South American 
psychoactive brew ayahuasca, one of 
the active ingredients of which is the 
potent hallucinogen DMT. 

In 2021 Psychae Institute’s  
Co-Directors Professor Jerome Sarris 
and Associate Professor Daniel 
Perkins contributed to a research 
paper on the effects of ayahuasca use 
on depression and anxiety symptoms.  

Using an international cross-sectional 
study, the authors found that 78 
per cent of the 11,912 ayahuasca 
drinkers surveyed reported that their 
depression was either “very much”  
improved (46 per cent) or “completely  
resolved” (32 per cent). Of the 
participants with anxiety, 70 per cent 
reported that their symptoms were 
“very much” improved (54 per cent) or 
“completely resolved” (16 per cent). 

The paper’s authors noted that, while 
most participants reported significant 
benefits from their ayahuasca use,  
worsened symptoms were reported by  
a small percentage of drinkers. 

Jerome says there are “potential risks”  
when it comes to hallucinogens,  
especially if used outside of clinical 
environments.  As people seek out 
‘underground’ psychedelic therapy  
in ever greater numbers, Jerome  says 
they  “need to be aware of the dangers”. 

AUSTRALIA, ONCE LAGGING  
BEHIND THE  REST  OF THE  WORLD  
IN PSYCHEDELIC SCIENCE, IS NOT  
ONLY CATCHING UP  WITH BUT EVEN  
SURPASSING  THE EFFORTS OF 
OTHER COUNTRIES. 
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PSYCHOTHERAPY 
IS THE KEY, 
NOT THE DRUG. 
– Doctor Nigel Strauss

“We need more medical options 
to treat psychiatric disorders; 
it’s just the case that from our 
perspective we want to do it in a 
safe medical framework,” he says. (A  
standard protocol of trials involving 
psychedelics, established during the 
first wave of research, is the screening 
out of people with conditions such as 
bipolar disorder or who have a family  
history of psychosis.) 

Jerome and Daniel have submitted 
an application for an MRFF grant to 
enable Psychae Institute to conduct 
an ayahuasca-focused clinical trial 
in partnership with Penington 
Institute (publisher of The Bulletin). 
Jerome says the trial will have three 
arms. “It’s treatment-resistant major 
depressive disorder,” he says, “but also 
alcohol use disorder, as well as dual 
diagnosis.  And the data we do have 
on alcohol and drug use [treatment] 
with ayahuasca shows very stunning 
results in terms of people reporting 
dramatic reductions in their alcohol 
and drug use. So we’re very excited to 
put this through in a clinical trial to 
assess that.” 

A boost for psychotherapy? 

Melbourne-based Doctor Nigel 
Strauss has been a psychiatrist for 
more than 40 years and has long 
been fascinated by altered states 
of consciousness. In addition to 
his interest in psychedelic-assisted 
psychotherapy, Nigel says he is 
also an “avid meditator” and a keen 
student of Eastern philosophy.   
In his capacity as a trauma therapist,  
he has worked with survivors of the 
Port Arthur massacre and the Black  
Saturday bushfires. 

Nigel says he “personally sponsored”  
the open-label trial at Monash 
University’s clinical psychedelic lab 
BrainPark which is examining the 
safety and efficacy of MDMA-assisted 

psychotherapy with 25 participants 
with PTSD.  As well as being an 
investigator in Australia’s first modern 
psychedelic trial, looking at end-
of-life anxiety and depression with 
psilocybin at St Vincent’s hospital in 
Melbourne, he is also involved in a 
trial investigating the utility of MDMA  
on psychopathy (a neuropsychiatric  
disorder marked by a lack empathy). 

“Unfortunately,” he says of the 
trials he is assisting with, “the only  
one going at the moment is at St 
Vincent’s in Melbourne” because of 
disruptions caused by the COVID-19 
pandemic. His hope is that the trial 
he is working on at Swinburne,  
examining the effects of psilocybin 
on participants with treatment- 
resistant depression, will start up  
early  this year. 

Nigel says there is “a natural 
conservative resistance among 
psychiatrists” to psychedelic- 
assisted psychotherapy, which is in 
part why in 2020 he established a 
group called Australia New  Zealand 
Psychiatrists for Psychedelic- 
Assisted Psychotherapy (ANZPPAP).  
What critics of psychedelic- 
assisted psychotherapy often fail 
to understand, Nigel says, is that 
psychiatrists like him don’t view  
psychedelics as a panacea. Unlike 
other mental health treatments such 
as electroconvulsive therapy (ECT) 
and SSRI anti-depressants, Nigel 
explains, with psychedelic-assisted 
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psychotherapy it is the patient, rather 
than a machine or a pill, who has to 
do the work. “Psychotherapy is the key,  
not the drug” is how he puts it. 

This is why, while supporting the 
eventual wider uptake of psychedelic- 
assisted psychotherapy, he advocates 
a slow and steady approach. Having 
received training by the American 
non-profit Multidisciplinary  
Association for Psychedelic Studies 
(MAPS), he has spent a lot of time 
thinking about clinical guidelines for 
how psychedelic therapists should be 
trained in Australia.  At present, Nigel 
says he doesn’t feel there are enough 
adequately trained or experienced 
psychotherapists for psychedelic  
therapy to be rolled out across the  
community, especially ahead of the  
completion of phase three clinical trials. 

The rescheduling debate 

Others are less circumspect. In 
September 2020, the non-profit 
Mind Medicine Australia (MMA) 
petitioned the Therapeutic Goods 
Administration (TGA) to down-
schedule MDMA and psilocybin from 
Schedule 9 (prohibited) to Schedule 
8 (controlled) drugs.  Theoretically,  
such a rescheduling would make it 
easier for people with mental health 
disorders to access psychedelic- 
assisted psychotherapy. 

– Doctor Eli Kotler

Following a review of therapeutic  
value, risks and benefits by an 
independent expert panel, the TGA  
announced in December 2021 that 
it had made a final decision not to 
reschedule MDMA and psilocybin.  
Although the panel noted the 
“promising” findings of clinical 
trials, it argued that both the Royal 
Australian and New  Zealand College 
of Psychiatrists and the Australian 
Medical Association supported its 
position that further high-quality  
research using larger-scale studies 
was necessary to determine the  
safety and efficacy of using  
psilocybin and MDMA in the 
treatment of mental illness. 

One person who disagrees with the 
TGA’s decision is Doctor Eli Kotler,  
a Melbourne-based consultant 
psychiatrist.  As well as having been 
appointed the principal investigator 
for Emyria’s upcoming clinical trial 
on MDMA-assisted psychotherapy  
for treatment-resistant PTSD, Eli is 
taking legal action in the Moorabbin 
Magistrates’ Court in a bid to be 
allowed to treat one of his patients 
with MDMA. It’s the first case of its 
kind in Australia. 

“The significance of this case for one 
person, as well as those who live in 
their world, can’t be overstated,” Eli says.  
“This person continues to suffer with  
emotional turmoil and suffering which  
impacts her thoughts and behavioural  
patterns in destructive ways. She has  
had years and years of treatments  
but continues to suffer because her  
emotional world remains too anxiety-
provoking and overwhelming.” 

Eli says he questions the TGA’s 
decision on the basis of its own 
guidelines. “The TGA had to make 
the arguments that the medicines 
have no accepted therapeutic  value 
and that they are highly dangerous.  
In reality, there is evidence of 
therapeutic  value and there is good 
evidence that when used according  
to accepted protocols there are  
minimal risks.” 

While he waits for the case to return 
to court early this year, Eli says,  
“MDMA-assisted therapy brings 
us face to face with our fears, our 
emotional worlds, our traumas, and 
facilitates an integration of those 
parts of ourselves which live in the 
shadows of our psyches. Studies 
clearly show increases in both 
functional and structural plasticity,  
correlating with the experiences of 
integration which people describe.” 

When I ask him if he sees 
psychedelics traveling the same path 
as medical cannabis and becoming a 
legally accessible health treatment 
in conjunction with therapy in the 
coming years, he is unequivocal: “It’s 
clear that it’s a matter of ‘when’ rather 
than ‘if’. Like all treatments which 
have not obtained sufficient evidence 
to be used as a first-line treatment,  
the current important question is 
‘when’ will these medicines become 
available for compassionate use.  
Unfortunately, this important 
question seems to get lost,   
yet in my opinion is the most  
pressing concern currently.” 

Ben Brooker 

By any other name 

What we now most commonly know 
as psychedelics have gone by many 
different names over the years. 

The word was coined by the English 
psychiatrist Humphry Osmond in 
1957 and means “mind-manifesting”. 

His friend Aldous Huxley, author  
of  Brave New World (1932) and The  
Doors of Perception (1954), preferred  
“phanerothyme” (thymos meaning  
‘soul’ in Greek). 

These days you might hear people  
referring to “plant medicines”,  
“entheogens” or “hallucinogens”,  
a term Humphry Osmond himself  
came to prefer in his later years. 
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INSIDE JOB: 
THE NOT-SO-SOCIAL FALLOUT  
OF SUPPLYING FRIENDS 
In early 2017, Matt (not his real name) 
was ‘busted’ by a drug detection dog 
at a Perth train station with a ‘ball’  – 
3.5 grams – of methylamphetamine. 

While he knew it was illegal, he 
considered it one of the least harmful 
ways of supporting his own habit. 

Little leeway 

     

At that time Matt had been using 
meth for three years and his addiction 
was quickly spiralling out of control. 

“I needed at least half a gram a day  
just to keep everything on a level 
plane,” he says. 

“It was bad, but I didn’t really realise 
how bad until after I got caught.” 

For the previous six months Matt had 
been selling small amounts of ice to 
fund his habit.  When he bought the 
ice he planned to sell 1.5 grams in 
small ‘point’ deals which would make 
him back his money and allow him to 
pay for two grams for himself. 

“I wasn’t out there robbing houses 
and ripping off innocent people. I 
wasn’t selling to school kids or trying 
to get people hooked who weren’t 
already using. 

“To me, I was just helping out a few  
mates and supporting my own habit.” 

When Matt was caught with the ball 
of ice, legislative threshold laws 
meant he was charged with drug 
trafficking.  He later faced a magistrate 
and received an 18-month prison 
sentence. Because of the nature of his  
charge, he was not eligible for  
any diversionary alternatives. 

TO ME, I WAS JUST HELPING OUT A FEW MATES AND 
SUPPORTING MY OWN HABIT. 
– Matt

In all Australian states and territories,  
the level of drug charge somebody  
will face is determined by the 
quantity they are caught with or a 
legislative threshold. 

These thresholds differ in every  
jurisdiction, and University of NSW’s 
Director of Drug Policy  Alison Ritter 
says that laws which lump users and 
very small-time dealers into the same 
category as big suppliers who sell 
drugs for profit often have  
disastrous consequences. 

“Legislative thresholds determine the 
offence that somebody is charged 
with,”  Alison says.  “You’re charged with 
either use or supply, and the problem 
with social and minimally commercial 
supply that it sits somewhere 
between those things,” she says. 

“Using threshold quantities – that 
is, the weight of the drug – is a 
really blunt tool.  With most other 
offending behaviour, a lot more is 
taken into consideration by the police 
when determining the appropriate 
charge, and the courts in terms of 
determining the appropriate sentence. 
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WHAT WE'RE LEFT WITH IN THIS 
CASE IS THIS REALLY CRUDE 
MEASURE OF QUANTITY. 
THERE IS A HUGE DIFFERENCE 
BETWEEN SOCIAL SUPPLY AND 
DEALING FOR PROFIT. 
– Alison Ritter

There is a huge difference between 
social supply and dealing for profit.  
Social supply should be dealt with  
under a different regime but threshold  
quantities don't recognise that.” 

While many other factors are taken 
into consideration by a magistrate 
when imposing their sentence, such 
as an individual’s motivations or 
circumstances,  Alison says this is too 
discretionary and does not supply  
judicial officers with a useful guide. 

“In terms of sentencing, sure, there 
are other determining factors, but 
how those things are considered will 
absolutely  vary by magistrate and/or 
judge.  And the extent to which they  
are considered varies depending on 
the individual magistrate or judge,”  
she says. 

“So it’s really, really blunt, and it 
doesn’t entirely account for 
individual circumstance.   
It doesn’t allow blurry cases 
like social supply. It doesn’t take 
into account things like purity of 
the drug and so on.” 

Presumption of guilt 

More disturbingly, she says, it also 
reverses the onus of proof – a natural 
principle of the justice system. 

“Probably the most egregious aspect 
of this is the onus of proof is reversed.  
What that means is that if you are 
caught with, say, 5g of MDMA or five 
ecstasy tablets, and you are deemed 
to be supplying,  you have to prove in 
court that you aren’t supplying, which 
kind of reverses all the principles of 
our justice system,” she says. 

“In other countries, other evidence is 
also used to determine supply: the 
presence of scales, the presence of 
plastic bags, presence of lots of cash 
et cetera. None of that needs to be 
considered for the charge of supply  
supply [in Australia]. It’s just weigh 

the drug; this is how much   
it weighs. 

“What we’re left with is this  
really crude measure of quantity.” 

Call for a revamp 

A recent report by the Australian 
Institute of Criminology has called for 
a reconfiguration of the legislative 
threshold system, with some judicial 
officers interviewed in the report 
describing the system as “out of 
touch”, “stupid”, “arbitrary”, “misleading”  
and “meaningless”. 

The report also notes inconsistent 
sentences across jurisdictions and 
individual cases, and many judges 
say this is because there is no useful 
system to guide their decisions in 
cases of minimally commercial supply. 

In some cases studied for the  
report, sentences for minimally  
commercial supply  vary from a fine  
or good behaviour bond to six   
years’ imprisonment. 

Report author and Queensland 
University of Technology’s School of 
Justice Director Melissa Bull says the 
system needs to be reconfigured to 
provide judicial officers with a more 
useful decision-making guide. 

“These are two different types of 
supply that aren’t in Australia clearly  
acknowledged in our legislation,”   
she says. 
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“We know from analysis that there are 
lots of other types of supply but there 
isn’t a differentiation in the legislation.” 

Social supply is the smallest form 
of drug dealing, says Melissa, with 
many who are doing it unaware that 
they are actually dealing or could be 
classified as drug traffickers until they  
find themselves before the courts. 

“Social supply is really about 
supplying to friends and 
acquaintances, for no profit, maybe 
to cover the cost of the drug. People 
who do this often talk about it as 
‘sharing’, ‘helping others out’,” she says. 

“People who are socially supplying 
may  not even be aware that it’s perhaps  
considered trafficking until they end up  
in front in front of the court.” 

[PEOPLE WHO ARE DEPENDENT 
ON DRUGS] HAVE TO HAVE IT AND 
THEY DON’T WANT TO DO OTHER 
TYPES OF CRIME SO THEY WILL 
SELL A QUANTITY OF DRUGS TO 
COVER THE COST OF THEIR OWN 
DRUG USE. 
– Melissa Bull 

Minimally commercial supply is a 
slightly more serious version of drug 
dealing, says Melissa, and is often 
undertaken by people, like Matt, who 
are dependent on drugs and who are 
selling small quantities of drugs to 
pay for their own use. 

“You might see this more in the case 
of dependent drug users,” she says.  
“They have to have it and they don’t 
want to do other types of crime so 
they will sell a quantity of drugs to 
cover the cost of their own drug use. 

“People who are engaged in 
minimally commercial supply are 
more likely to be drug dependent and 
perhaps have lives that are a little 
bit more chaotic, so that’s how they’re 
getting by, if you like. 

“Both these groups often supply   
to networks of people who are known 
to them.” 

Melissa says legislative thresholds 
mean that social and minimally  
commercial suppliers are also often 
dealt with in a higher court with 
more severe outcomes likely, and not 
eligible for diversionary alternatives 
like the drug court program. 

“The thing is when you’re talking 
about supply, this isn’t a summary  
offence that’s going through a 
Magistrates' Court.  Anything in the 
supply category is considered a more 
serious offence,” she says. 

“They end up in much higher courts,  
with more severe outcomes. It 
depends which jurisdiction you’re 
in, but it can result in a maximum 
sentence of 10 years or more.” 

Legislative threshold laws also in 
some cases prevent people being 
eligible for diversionary alternatives 
and hinder their prospects of 
rehabilitation, says Melissa. 

“If you’re talking about social supply,  
diversionary options do exist, but not 
at all levels.  And not everybody who 
crosses the threshold is eligible for 
them,” she says. 

“Not discounting the harm that drugs 
can do in people’s lives, but many of 
the judicial officers we interviewed 
[for this report] suggested that the 
threshold system was a bit of a 
problem.  We’ve seen a review of it 
recently, which is good, but these 
types of cases shouldn’t be coming 
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before the court.  And perhaps there 
should be some diversionary program 
that could shift these people out of 
those higher courts and away from 
those high penalties, because it’s 
incredibly costly. It’s time-consuming.  
It’s costly to the justice system.   
It has a huge impact on the lives  
of the people and their families and 
their supporters.” 

Matt says that after his prison 
sentence he felt tarnished.  While he 
credits his term of imprisonment with 
giving him a kind of wake-up call,  
he says he wishes there had been an 
alternative available to him. 

“I don’t think prisons are designed to 
help people overcome their problems.  
They’re designed to punish people,”  
he says. 

“It’s a school of crime, and everybody  
in there is a victim.  You have to adopt 
this kind of hard, egotistic mentality  
just to get by.  While it might serve 
you in there, it takes a long time to try  
to break that back down outside. 

“I had mates who went through the 
drug court program and I feel like 
that would have been a far better 
alternative for anybody who  
actually genuinely wanted to  
turn their life around. 

“Going to prison has made things 
that bit harder for me. Sure, I’ve 
learned my lesson, but I wish there 
had been an easier way to do it.” 

Tom de Souza 

Street speak 

ball: a 3.5g bag of methylamphetamine 

busted: caught by the police 

point:  0.1g of a powdered drug 

shout: to buy for or give something to someone else 

social supply: supplying drugs to friends and acquaintances, 
often for no profit, perhaps to cover the initial cost of 
purchasing drugs 

minimally commercial supply: supplying drugs for a small 
amount of commercial gain, often to fund a drug addiction 
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Your official title’s Principal 
Advisor Drugs at ACIC. How 
did you get to this point? 

I’ve been in criminal intelligence in state 
and Commonwealth agencies for about 
25 years – and in my current role under a 
couple of different names at ACIC for just 
over a decade. 

It’s project management essentially, with 
a national drug focus; I’m required to have 
a detailed understanding of drug markets.  
It’s me with a core team, and we draw  
on broader ACIC resources as required to 
consolidate this understanding. 

As the Principal Advisor Drugs at the Australian Crime Commission and Australian 
Criminal Intelligence Commission (ACIC), Shane Neilson draws on a career that’s seen 
him produce strategic intelligence assessments of organised crime and drug markets,  
participate in national investigations and contribute to wide-ranging policy responses to 
high-profile threats. 

Q&A  WITH  SHANE NEILSON: 
‘WITH  INTERNATIONAL TRAVEL   
THESE DAYS,  THE  WORLD IS ONE MARKET’ 

How does the ACIC’s focus on 
intelligence differ from more 
traditional approaches? 

There’s a distinction in some agencies 
between sworn and non-sworn officers,  
officers who have direct operational roles,  
officers who have distinct intelligence 
roles.  And then there’s blurring at the 
margin: in ACIC  you have intelligence 
people who work  with operational officers,  
so there’s a mix of tactical, operational 
and strategic intelligence. 

At the moment my role is more strategic  – 
in fact, it’s totally about strategy: looking 
at drug market trends and nationally at 

collection and assessment of data and 
feeding that out to a very wide range of 
external clients. 

And “external clients” is law 
enforcement? 

Essentially,  ACIC is Australia’s criminal 
intelligence agency; it’s not a police 
force. It does engage selectively in joint 
operations with police agencies on an 
ongoing basis but it also exercises special 
powers, which includes appointed ACIC  
examiners to compel people to give 
evidence or produce documents for the 
purposes of special ACIC operations or 
special ACIC  investigations. 
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It also provides information and 
intelligence on criminal activity to 
increase community safety so there’s a 
harm reduction component, and there’s 
a very strong intelligence collection,  
collation and analysis  component.  
That means that in addition to law  
enforcement agencies our clients  
include the public sector, the private 
sector, academic institutions, industry   
and the not-for-profit sector – it’s a very  
broad church. 

This is why, for example, the sort of public  
conversation with our clients that you and 
I are having today is something we look  
forward to within our agency.  We want to 
be part of an informed conversation on 
drug issues and organised crime more 
generally, and indeed to start an informed 
conversation.  These issues are far from 
black-and-white.  There’s lots of grey; 
there are lots of opinions. 

Within my part of ACIC we like to be a 
source of data and to put assessments of 
drug market trends out into the public  
domain and have our clients factor 
them into their thinking as part of their 
decision-making.  As an agency, one of  
our key points of focus on drug matters  
is to make our findings public and 
generate informed conversations  
and genuine debate. 

The debate is better when people 
are informed and have a common 
understanding of at least part of what’s 
known. Especially in this day and age, with 
social media and so on,  you can read just 
about whatever you want according to 
your bias. But what we like to be, from  
a drug perspective, is a voice that explains 
what the situation is as we see it and 
shares as much data as we possibly can 
so people can draw from that in their 
decision-making and informing their 
opinions. If we do that well, we’re helping 
many, many other agencies in the public  
and private sector and law enforcement. 

Certainly, Penington Institute’s overdose 
report is a really good example of this as 
well. It’s a terrifying statistic that more 
people die from drug overdoses every   
year than die from road crash trauma.  
That’s scary, but it puts the problem  
into perspective. 

Speaking of scary, why is the 
drug debate contentious? Why 
is it so partisan, with people 
often at opposite ends of the 
continuum? 

Part of the issue is there’s an ideological 
dimension.  There’s the whole debate 
about how people who consume illicit 
drugs should be dealt with. Should they  
be arrested? Should they be treated? 

ACIC’s position is “all of the above, in 
appropriate circumstances – we support a 
holistic approach”. 

Our fundamental proposition is reducing 
community harm.  Traditionally law  
enforcement has come from a supply-
reduction point of view and our agency’s a 
part of that; we do intelligence collection 
and operational activity with our partners 
against serious and organised crime. 

ESSENTIALLY, THE 
AUSTRALIAN CRIMINAL  
INTELLIGENCE  
COMMISSION IS  
AUSTRALIA’S CRIMINAL  
INTELLIGENCE AGENCY;  
IT’S NOT  A POLICE FORCE. 

WE  WANT  TO BE PART OF  AN  
INFORMED CONVERSATION ON  
DRUG ISSUES  AND ORGANISED  
CRIME MORE GENERALLY, 
AND INDEED  TO START  AN  
INFORMED CONVERSATION. 

And ACIC produces an annual 
report on drugs that includes 
the numbers of arrests etc. 

This is a part of the public conversation 
as well: our bespoke reports. One of 
these reports is the Illicit Drug Data 
Report, which contains seizure, arrest,  
forensic and other drug-related data.  
It’s a collation of data from a significant 
number of agencies that’s used to inform 
conversations and thinking. 

Wastewater is another component of that.  
[For Shane’s comments on wastewater 
analysis, see the December 2021 issue of 
The Bulletin.] 

Penington Institute is like 
a tadpole in terms of the 
scale of activity you do in 
intelligence-gathering and 
sharing but we have the same 
sort of fundamental driver: 
wanting to have a community 
that’s more informed on drug 
use issues. Why do you think 
a better-informed community,  
sharing intelligence with the 
broader community, makes a 
positive difference? 
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IT’S  A TERRIFYING  STATISTIC  
THAT  MORE  PEOPLE DIE  FROM  
DRUG OVERDOSES EVERY  
YEAR  THAN DIE FROM ROAD  
CRASH TRAUMA. THAT’S  
SCARY, BUT IT PUTS  THE  
PROBLEM INTO PERSPECTIVE. 
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We work with law enforcement partners 
to reduce the availability of drugs by  
pulling to shreds importation, production 
and distribution networks.  This is so 
we can have a community that is less 
burdened by the impact they have. 

But law enforcement is only one aspect 
of the effort needed. Just like there 
are many opinions on the drug debate,  
there are many answers to approaching 
issues brought about by drugs.  We try to 
employ a holistic approach that focuses 
on supply, demand (prevention and 
rehabilitation) and harm reduction, with 
law enforcement, education and health 
agencies working together. 

I don’t think there’s any debate in the 
community that members of serious 
and organised crime groups (importers,  
manufacturers and traffickers of drugs) 
need to be targeted and face significant 
punishment – that’s not the issue. It’s 
more at the consumer level that the heat 
comes in when debating drug issues. 

When the cat-and-mouse 
game that goes on between 
law enforcement and 
drug traffickers results 
in a trafficking route 
being diverted, there’s 
always spillage into local 
communities and corruption 
of people there as an 
unintended but natural 
consequence of successful 
policing. And there’s actually 
an incentive to go for more 
potent, easier-to-conceal 
drugs and someone else  
filling the shoes by taking  
a different route. 

It’s almost a philosophical argument. 
Civilised society is based on the concept 
of justice so I think almost everyone 
would agree that there needs to be a 
level of protection of society in terms of 
enforcement of the law and particularly 
the criminal law. 

Law enforcement increasingly does focus 
on what we call “squeezing the balloon”,  
in that the implications of squeezing a 
balloon is that it’s going to pop out in 
another part of the community or society.  
To prevent this, interagency and whole-of-
government approaches are the standard 
now. Investigations these days are joined 
up nationally and internationally so 
there’s a co-ordinated response. Most of 
the major illicit drugs in Australia are 
imported so what we’re dealing with here 
are immensely powerful and extremely  
cynical transnational organised crime 
groups. Some of these groups are like 
multi-national business corporations in 
terms of their thinking and sophistication. 

When an organised crime group sees a 
problem, it moves.  Would it do something 
different if the problem didn’t exist? 
Ultimately, with international travel and 
the adoption of technology by these 
criminals, the world is one market. 

It’s also a practical question,  
because more potent drugs are 
easier to handle. If I wanted 
to be a drug trafficker, I’d 
go for methamphetamine 
over cannabis, or 
methamphetamine over 
heroin for that matter,  
because it’s quicker and easier 
to manufacture and easier 
to traffic from a return-on-
investment perspective.   

So, what do you see in  
10 years’ time? 

History is a really good guide and the 
Illicit Drug Data Report gives us some 
idea.  Ten years ago, for example, around 
60 per cent of the weight of drugs seized 
in Australia was cannabis; now it’s less 
than 30 per cent. 

The most-seized drug now is 
methylamphetamine – more than a 
quarter of the drugs seized by weight,  
whereas roughly 10 years ago it was 
about 10 per cent. Certainly  Australia is 
an illicit stimulant nation so in 10 years 
stimulants like methylamphetamine will 
be still the dominant illicit drugs. 

I don’t see heroin coming back in terms of 
being dominant in the Australian market. 

Perhaps drugs such as MDMA and cocaine 
may increase but methylamphetamine 
has a dominant market share and demand 
is large, and of course it can be either 
imported in its final form or manufactured 
domestically so that means supply   
is significant. 

In terms of purity, the drug is almost as 
potent now as it can be realistically, the 
way it’s manufactured. 

One of the things I would say is that 
Australian illicit drug users pay premium 
prices in world terms. If you’re a member 
of a transnational organised crime group,  
you probably can’t believe your luck if 
you’re supplying to Australia. 

Essentially, at different levels of illicit 
drug dealing, there’s always control 
from above.  A free market for legitimate 
products can be influenced by power 
from the people consuming the products.  
On the other hand, people who consume 
illicit drugs have no ability to influence 
price to any significant extent. Most of the 
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IF YOU’RE  A  MEMBER  
OF  A TRANSNATIONAL  
ORGANISED CRIME GROUP, 
YOU PROBABLY CAN’T  
BELIEVE  YOUR LUCK IF 
YOU’RE SUPPLYING   
TO AUSTRALIA. 

price changes we saw during COVID were 
either an organised crime group trying to 
profiteer in the early days or a function of 
relative supply. 

There’s profit to be made at all levels – 
that’s the trouble.  When you take cocaine,  
for example, a subsistence farmer in 
Colombia makes almost nothing out of 
the coca leaf, then it’s perhaps $1000 
more expensive when it gets to Central 
America. If it goes to the United States 
it’s a few thousand more.  And then 
when it comes to Australia, in normal 
circumstances it’s somewhere between 
$100,000 and $300,000 a kilogram.  
There’s a huge mark-up when it gets to 
our border – that’s where the importing 
organised crime group makes its massive 
profit.  After that it’s simply a matter of 
lower level organised crime groups  
here getting a share of their own  
from distribution. 

Do you think there’s an 
opportunity when there’s 
a major interdiction to 
try to deal with people’s 
demand issues – to promote 
dependence treatment? 

I wonder whether there’s an opportunity  
for education programs, for example – 
taking advantage of large seizures in a 
particular area and then just ramping up 
a program to discourage potential illicit 
drug users – and also health programs. It 
would take some organisation but that’s 
one possibility. 

We need holistic solutions.  We need 
to target the suppliers and we need 
treatment and we need diversion, and we 
need education programs for the people 
who use these substances so that they  
stop making the decision to consume. 

The interesting difference 
to my mind with 
methamphetamine dealing 
is that the shift to mobile 
phones that happened 20 
years ago is now being added 
to by social media. Unless 
you’re personally affected 
by it, the drug market has 
become harder to observe –  
it’s more or less disappeared 
– so it’s not generating the
same level of news that the
heroin flood generated in the
’90s. The methamphetamine
media cycle seems to have
petered out a few years
ago but the problem hasn’t
petered out.

With heroin, there was a very stark and 
visible line because people were injecting 
regularly and it had horrendous outcomes 
in many cases.  Although some aspects of 
the harms caused by methylamphetamine 
are also observable, there is a component 
of the problem and the harms that is  
less overt. 

At the moment the debate in relation to 
appropriate responses is all over the place.  
There’s broad agreement that the supply of 
illicit drugs is appropriately the focus of law  
enforcement.  That’s our agency’s focus in 
terms of drug-related operational activity; 
targeting the importers, the manufacturers,  
the cultivators and the high-level suppliers.  
There is also our agency’s contribution 
to harm reduction, in addition to our 
intelligence collection and reporting and 
our contribution to national drug policy. 

The commodity will differ over time,  
as will the methods used to supply the 
market, but because of the prices here,  
Australia is always going to be on the 
transnational organised crime landscape.  
Plus, geographically we’re part of Asia, and 
that’s where enormous quantities of drugs 
are being manufactured and trafficked. 
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